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THE  NEED  OF  A  STANDARD  IN  VOICE  PRODUCTION.* 

\v.  J.  hexde;rsox,  new  vork  city. 

Ferrein's  treatise  on  the  vocal  organs  was  published  in  1741. 
But  it  was  more  than  half  a  century  later  that  his  ideas  appeared 
to  have  any  general  influence.  In  the  first  thirty  years  of  the  nine- 
teenth century  several  works  on  the  same  subject  were  put  forth. 
Not,  howver,  till  Garcia  invented  "the  laryngoscope,  in  1855,  was 
there  any  real  scientific  application  of  the  study  of  physiology  to 
singing.  Since  that  time  the  growth  of  vocal  science  has  been  large 
and  methods  of  investigation  of  the  formation  of  the  singing  tone 
have  advanced  far  beyond  the  fondest  dreams  of  Garcia. 

Cerone,  a  Spaniard,  published  in  1613  his  "II  Melopeo,"  a  trea- 
tise o^  the  rules  of  singing.  In  it  we  learn  that  at  this  period 
chest  and  head  registers  were  recognized,  that  the  classification  of 
voices  according  to  their  timbers  had  been  made,  that  emission  ot 
tone  had  been  studied  and  reduced  to  a  system,  and  that  style  and 
hygiene  of  the  voice  were  both  considerations  in  the  daily  cur- 
riculum of  the  studios.  Lest  we  permit  ourselves  to  be  astonished 
we  must  recall  the  historical  fact  that  Pope  SyK^ester  founded 
singing  schools  in  13 14,  and  that  the  church  music  was  taken  out 
of  the  hands  of  the  congregation  and  placed  in  those  of  a  trained 
choir  as  early  as  367.  In  Cerone's  day  all  the  vocal  ornaments 
performed  by  Tetrazzini  were  familiar  to  such  famous  singers  as 
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Victoria  Archilei  and  Leonora  Baroni.  In  fact,  the  whole  founda- 
tion of  the  so-called  "Italian  method"  had  been  laid.  The  codifica- 
tion of  its  laws  was  completed  in  the  course  of  the  seventeenth 
century,  and  when  the  great  schools  of  1700  were  sending  forth 
such  famous  singers  as  Farinelli,  Caffarelli,  Cuzzoni  and  Faustina, 
everything  was  known  about  singing  that  is  known  now — except 
the  physiological  laws.  Of  those,  nothing  whatever  Had  been  dis- 
covered, yet  these  schools  prbduced  the  greatest  singers  the  world 
has  ever  heard. 

Now  what  is  the  matter?  Is  the  physiological  basis  of  singing 
of  no  practical  value  to  the  singing  teacher?  In  the  time  of  Por- 
pora,  Leo,  Redi,  and  the  other  eminent  teachers  of  the  early  eigh- 
teenth century  the  empirical  method  of  .instruction  was  the  only 
basis  of  vocal  art.  Let  us,  if  you  please,  call  it  the  suggestive 
method.  Its  fundamental  principles  are  set  forth 'in  Tosi's  treatise. 
To  allow  the  voice  to  flow  freely  without  nasality  and  without 
throat  constriction  was  the  prime  requisite.  This  was  taught  by 
example  and  by  helping  the  pupil  to  acquire  mental  conceptions  of 
the  required  tone.  He  was  shown  that  the  most  important  of  all 
things  for  him  to  accomplish  was  perfect  freedom.  He  must  never 
let  his  throat  or  his  nose  interfere.  Which,  of  course,  meant  that 
he  must  never  shut  ojfif  any  of  his  resonance  chambers  or  exert  any 
muscular  effort  antagonistic  to  a  perfectly  normal  condition  of  the 
organs.  This  empirical,  psychological  or  suggestive  method  of 
teaching  was  the  exclusive  basis  of  vocal  art  up  to  the  time  when 
the  physicians  began  to  publish  their  descriptions  of  the  tone-form- 
ing organs.  •  During  the  years  when  the  empirical  method  was 
employed  apt  pupils  acquired  a  vocal  method  so  excellent  as  to 
enable  them  to  conquer  the  world.  Shall  we,  therefore,  say  that 
the  revelation  of  scientific  knowledge  of  tone-formation  has  worked 
injury  to  vocal  art?  For  we  know  that  ideal  tone-production  is 
excessively  rare  among  the  singers  of  to-day. 

The  fault  is  assuredly  not  to  be  laid  at  the  door  of  .science,  for 
the  progress  of  science  makes  truth  clearer.  It  is  undeniable  that 
up  to  the  present  we  have  not  acquired  a  complete  body  of  indis- 
putable scientific  laws,  for  the  doctors  do  riot  yet  agree.  We  can- 
not hesitate,  however,  to  declare  that  among  the  differences  as  to 
details  which  are  found  in  the  publications  of  voice  investigators 
we  have  yet  to  find  any  final  demonstration  of  basic  ierror  in  the 
musical  conception  of  tone  acquired  by  the  first  great  masters  of 
song. 
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What  is  it,  then,  that  is  wrong?  I  decline  to  assume  the  re- 
sponsibility of  deciding.  Piut  while  for  some  centuries  the  psychol- 
ogical or  suggestive  method  of  teaching  was  the  only  one  in  use, 
there  has  not  been  a  time  when  the  scientific  or  physiological  basis 
has  been  exclusive.  I  will  venture  to  express  my  belief  that  it 
never  can  become  the  exclusive  basis,  but  no  educated  man  will 
deny  that  its  acquired  facts  demand  recognition  by  voice  teachers. 
The  only  certain  knowledge  is  that  which  is  capable  of  scientific 
demonstration. 

Every  scientist  will  agree  that  an  accurate  and  informing  termin- 
ology' is  a  first  desideratum  of  knowledge.  It  is  there,  I  think,  that 
the  chasm  between  the  teacher  and  the  physicist  remains  as  wide 
as  it  was  in  the  beginning.  Too  many  vocal  teachers  have  been 
alarmed  at  the  apparent  intricacy  of  the  physiology  of  the  organs  of 
tone.  They  have  perhaps  looked  timidly  into  some  of  the  simpler 
treatises,  such  as  Sir  ^^lorell  Mackenzie's  ''Hygiene  of  the  Voice," 
have  gathered  a  few  uncertain  ideas,  and  have  forthwith  endeav- 
ored to  apply  them  to  their  practice. 

They  have  struggled  vainly  to  reconcile  their  construction  of 
the  meaning  of  the  time-honored  figurative  terminology  of  their 
profession  with  some  scientific  facts  set  forth  by  physicians.  They 
have  had  a  stock  of  names,  such  as  chest  and  head  registers,  in- 
vented in  the  childhood  of  voice  study  in  order  to  designate 
ideas  conveniently  which  could  not  then  be  designated  scientifically. 
They  have  tried  to  make  these  terms  square  with  physiological 
theories.  They  sometimes  inform  their  pupils  that  head-tones  find 
their  entire  resonance  in  the  frontal  sinus  and  chest-tones  in  the 
lower  pharynx.  Some  have  even  located  tones  in  the  sphenoidal 
sinus.  I  take  it  for  granted  that  no  laryngologist  within  the  sound 
of  my  voice  believes  that  any  beautiful  and  correct  singing-tone  can 
be  produced  without  a  harmonious  operation  of  a^  the  resonating 
cavities. 

The  pupil  who  forms  a  picture  of  his  highest  tones  as  vibrating 
in  the  topmost  resonance  chambers  sometimes  arrives  at  a  notion 
that  these  chambers  are  directly  concerned  in  establishing  the  pitch 
of  the  tone,  and  thus  we  find  not  only  some  students,  but  also  some 
teachers,  talking  learnedly  about  throwing  the  upper  tones  up  into 
the  head  in  order  to  get  them  at  all.  Such  ideas  rest  upon  insuf- 
ficient scientific  information  and  upon  a  worn-out  and  misleading 
terminology.  It  is  pretty  generally  accepted  in  these  days  that 
pitch  is  determined  at  the  seat  of  tone  formation,  the  larynx,  and 
that  the  ffesonating  cavities  are  not  creators,  but  qualifiers. 
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It  seems  to  me  that  the  path  out  of  the  wilderness  must  be  opened 
by  the  co-operation  of  scientific  investigators  of  tone-formation. 
It  is  for  them  to  formulate  the  vital  facts  and  to  present  them  in 
latiguage  which  will  clear  away  all  confusion  of  terms  and  conse- 
quent confusion  of  ideas.  Every  singing  teacher  ought  to  be  thor- 
oughly acquainted  with  the  physiological  basis  of  voice  instruction. 
Every  medical  student  of  vocal  organism  should  recognize  the 
boundaries  which  separate  the  physiological  laws  from  the  psychol- 
ogical. In  this  way  a  general  and  authoritative  science  might  be 
built  up.  and  upon  it  a  correct  method  of  teaching  tone-production. 
An  end  would  be  put  to  the  ridiculous  claims  of  those  teachers  who 
assert  that  they  have  a  method  different  from  any  other  and  there- 
fore far  better.  The  real  value  of  the  teacher  would  be  determined 
by  his  skill  in  teaching  established  truths,  not  by  his  assurance  in 
boasting. 

This  blissful  state  can  be  attained  only  by  a  closer  union  between 
teachers  of  the  gentle  art  of  voice  production  and  physicians  and 
other  scientists  who  make  a  special  study  of  the  operation  of  the 
vocal  organs.  The  radical  evil  of  vocal  teaching  at  this  time  is  the 
endeavor  of  singing  teachers  who  do  not  understand  the  physiology 
of  the  throat  to  make  their  pupils  get  results  by  the  voluntary  move- 
ment of  certain  muscles.  It  is  susceptible  of  scientific  demonstra- 
tion, unless  I  am  utterly  mistaken,  that  many  essential  muscles  in 
the  formation  of  tone  are  involuntary  muscles  and  cannot  be  direct- 
ed by  the  will. 

But  there  are  many  other  muscles  which  can  be  directed  by  it 
and  which  can  be  brought  to  bear  on  the  organs  of  the  throat  in 
such  a  way  as  to  interfere  with  normal  tone-formation.  And  it  is 
these  muscles  which  some  teachers  are  causing  their  pupils  to  op- 
erate incorrectly,  to  the  enormous  detriment  of  their  singing. 

Exposure'  of  this  evil  lies  within  the  province  of  the  scientific 
investigator.  But  the  teacher  must  be  sufficiently  fond  of  the  truth 
and  not  too  devoted  to  his  own  ill-grounded  jclaims  to  originality  to 
accept  a  scientific  fact  when  it  is  held  up  before  his  eyes. 

I  may  perhaps  be  pardoned  if  in  closing  I  refer  to  my  own  call- 
ing. The  exigencies  of  daily  newspaper  writing  preclude  the  pos- 
sibility of  detailed  or  scientific  voice  analysis ;  but  it  is  my  humble 
opinion  that  the  generalizations  which  constitute  the  vast  bulk  of 
newspaper  comment  might,  without  great  difficulty,  be  brought  into 
closer  harmony  with  scientific  truth  and  by  precisely  the  same  means 
as  teaching  should  be. 

Hotel  Gerard. 


THE  RESULT  OF  EIGHTEEN  YEARS  OF    RESEARCH  WORK 
ON  VOICE  PRODUCTION  AND  ANALYSIS.* 

PROF.   WM.  HALLOCK  AND  DR.  FLOYD  S.   MUCKEY,  XEVV  YORK  CITY. 

Our  belief  in  the  results  of  any  investigation  should  be  based, 
largely,  upon  the  method  used  in  carrying  it  out.  All  scientists  are 
agreed  that  there  is  but  one  mode  of  procedure  by  means  of  which 
we  can  be  at  all  certain  that  we  have  arrived  at  the  truth  in  any 
investigation.  This  is  what  is  termed  the  "Scientific  method."  We 
present  here  an  abstract  of  this  showing  not  only  the  different 
steps  necessary  to  be  taken,  but  how  we  have  applied  it  to  our 
inquiry  into  the  voice  and  its  mechanism. 

SCIENTIFIC    METHOD. 

A.  Definition — air-waves. 

B.  Analysis. 

C.  Classification — I.  Pitch — Length  of  wave.  II.  Intensity 
and  carrying  power — height  of  wave.  III.  Quality — number  and 
relative  intensity  of  partial  tones. 

D.  Relationships  and  sequences  of  classes  of  facts — I.  1.  Length 
of  vocal  cord.  2.  Weight  of  vocal  cord.  3.  Tension  of  vocal  cord. 
II.  1.  Extent  of  swing  of  cord.  2.  Resonance.  III.  1.  Segmen- 
tation of  cord.     2.  Resonance. 

E.  Natural  law — relaxation  of  extrinsic  muscles. 

It  is  seen  that  the  first  step  is  definition,  that  is  we  define  or 
limit  our  field  of  research.  \^oice  is  defined  as  sound.  Sound  is  de- 
fined as  air-waves.  Voicie-production,  therefore,  is  simply  the  pro- 
duction of  air-waves~and  is  subject  to  the  mechanical  laws  which 
govern  this.  Complete  knowledge  of  a  subject  implies  the  ability 
to  give  a  complete  description  of  it.  A  complete  description  neces- 
sitates an  analysis  of  whatever  we  are  describing;  hence  analysis 
is  the  second  step  in  the  scientific  method.  Thie  voice  is  always  a 
complex  tone,  that  is,  it  is  composed  of  several  tones  varying  in 
pitch  and  intensity.  These  are  called  the  partial  tones  or  the  funda- 
mental overtones  of  the  voice,  a  complete  knowledge  or  description 
of  the  voice,  therefore,  necessitates  a  separation  of  it  into  its  partial 
tones  and  a  record  of  this  separation,  so  that  we  can  describe  each 
one  separately  and  all  of  them  collectively.     To  do  this  we  made 

*Read  by  invitation  at  the  annual  meeting  of  the  American  Laryngologl- 
cal,   Rhin^logical  and  Otological  Society,  May   13,   1912. 
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use  of  the  Helmholz  spherical  resonators  ^'^  a  greatly  modified 
form  of  the  Koenig  monometric  capsule.  We  tricii  devised  a  meth- 
od of  photographing  the  motion  of  the  little  monometric  flames 
and  our  analysis  and  record  were  complete. 

Figure  I  is  a  front  view  of  the  apparatus  showing  the  resonators, 
a  glimpse  of  the  flames,  and  the  position  of  the  camera. 

Figure  2  is  another  view,  showing  the  manometric  capsules,  their 
little  flame  reflected  in  the  revolving  mirror  and  the  sliding  plate 
holder  at  the  back  of  the  camera. 


Figure  1. — General  view  of  the  apparatus,  showing  the  resonators,  the 
rotating  mirror  and  the  camera  at  the  back. 

Figure  3  is  the  section  of  a  resonator  and  its  manometric  cap- 
sule showing  how  the  vibrations  of  the  air  are  changed  into  the 
vibration  of  the  little  flame.  The  flames  were  <focussed  in  a  small 
slit  at  the  back  of  the  camera.  By  means  of  a  sliding  plate-holder 
shown  in  Figure  2,  a  sensitive  plate  was  drawn  quickly  across  this 
slit  giving  a  trace  of  each  flame  and  its  motion  on  a  different  part 
of  the  plate  and  the  record  was  complete. 

Figure  4  shows  such  a  record. 

Our  apparatus  is  tuned  to  the  base  C-128.  V.  p.  s.  The  over- 
tones are  in  the  ratio  of  i  in  the  fundamental  to  2,  3,  4,  5,  6,  7, 
respectively  in  the  overtones.  A  peculiarity  of  the  spherical  reson- 
ator is  that  it  is  very  selective.  It  will  only  respond,  normally,  to 
a  single  pitch.    A  series  of  these  tuned  to  the  pitches  represented 
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by  the  partial  tones  of  the  voice  will  thus  separate  them  one  from 
the  other  and  the  analysis  is  made.  The  capsules  change  these  air- 
waves into  flame  vibrations  of  the  same  rate  while  the  camera  gives 
us  a  permanent  record.  Our  apparatus  is  then  analagous  to  that 
of  the  ear.  The  resonators  correspond  to  the  external  ear.  The 
capsules  to  the  middle  and  internal  ear  which  change  the  vibration 
of  the  air  into  vibration  of  nerve  filaments  while  the  sensitive  plate 
corresponds  to  the  brain-cells  where  the  record  is  finally  made.  Our 
apparatus,  however,  gives  much  more  definite  results  because  we 
have  a  resonator  for  each  partial  tone,  a  membrane  to  respond  to 


Figure  2. — General  view  showing  the  capsules  and  their  attachments,  the 
flames  reflected  in  the  mirror,  and  the  sliding  plate-holder  at  the  back  of 
the  camera.  A  spherical  resonator  stands  on  the  corner  of  the  table  and 
our  standard  tuning  fork  with  its  cylindrical  resonator  is  on  the  low  stool. 

each  series  of  air  waves,  and  finally  a  record  which  may  be  appre- 
ciated by  the  sense  of  sight  by  means  of  which  a  clear  and  com- 
plete description  may  be  given.  This  gives  our  next  step  in  the 
scientific  method,  viz :  classification  of  facts.  A  study  of  this  voice 
analysis  shows  us  that  the  pitch  varies  with  the  length  of  the  wave 
and  our  first  class  of  facts  is.  pitch — length  of  wave.  Our  experi- 
ments demonstrated  that  the  fundamental  tone  or  the  one  with  the 
highest  wave  had  the  greatest  carrying  power  and  that  this  dimin- 
ished in  direct  proportion  to  the  lessening  of  the  height,  hence  our 
second  class  of   facts   is :    intensity   and   carrying  power-height  of 
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wave.  Our  experiments  also  showed  us  that  any  change  in  the 
number  or  relative  intensities  of  the  partial  tones  made  a  corre- 
sponding change  in  the  quality  and  hence  our  third  class  of  facts 
is  quality-number  and  relative  intensities  of  the  partial  tone.  A 
critical  examination  of  this  voice  photograph  shows  that  there  is 
nothing  further  to  describe  and  hence  our  classification  is  com- 
plete. Every  fact  which  has  any  bearing  on  the  voice  may  be  placed 
under  one  of  these  three  classes. 

Our  next  task  was  to  trace  out  the  causes  which  lie  back  of  each 
class  of  facts  and  to  show  how  these  different  series  of  causes  are 
related  to  each  other.  This  comprises  the  fourth  step  in  the  scien- 
tific method.  What  is  it  that  determines  the  length  of  the  wave 
or  the  pitch  of  the  tone?  To  answer  this  question  we  must  know 
to  what  class  of  instruments  the  vocal"  apimratus  belongs.     An  ex- 


Figure  3. — Section  of  rcsonjitor  and  its  raancmetric  capsule.  A.  Reson- 
ator, "b.  Mouth  of  resonator  where  air-waves  enter.  C.  Small  extension 
through  which  the  air-waves  strike  upon  the  rubber  drum  between  D  and  C. 
D.  Space  behind  the  drum  to  which  the  gas  enters  through  the  tube  E,  and 
from  which  the  gas  passes  out  and  burns  at  F.  G.  Wooden  plug  carrying 
gas  tubes  and  hollowed  out  to  form  tlie  space  D.  The  rubber  is  stretched 
and  tied  over  the  end  of  G.  H.  Block  to  hold  G.  P.  Plank  on  which  the 
whole  is  mounted. 


haustive  examination  of  the  whole  range  of  musical  instruments 
reveals  the  fact  that  only  the  characteristics  of  string  instruments 
will  satisfy  the  conditions  involved  in  the  vocal  mechanism.  The 
pitch  of  the  fundamental  'tone  is  determined  by  the  length,  weight 
and  tension  of  the  vibrating  cord.  These  are  the  factors  which 
regulate  the  pitch  of  any  string.  The  larynx  is  the  pitch  mechanism 
and  is  composed  of  a  number  of  cartilages  joined  together  in  such 
a  manner  as  to  be  movable  upon  each  other.  These  serve  as  levers 
jpon  which  the  intrinsic  muscles  act  to  give  us  the  changes  in 
length,  weight  and  tension  for  variations  in  pitch.    Figure  5  repre- 
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sents  some  photographs  of  the  vocal  cords  which  shows  the  lessening 
of  the  vibrating  length  of  the  cord  in  raising  the  pitch.  Figure  5 
shows  four  photographs  of  the  vocal  cords,  looking  down  upon  them. 
The  front  attachment  is  out  of  sight  at  the  bottom  of  the  pictures, 
being  covered  by  the  epiglottis ;  /  is  the  cords  themselves,  with  the 
apparent  slit,  k,  between  them :  at  the  back,  hb  are  the  arytenoid 
cartilages.  The  'Vocal  muscle"  is  attached  to  the  outside  of  the 
arytenoid  cartilage  at  a  point  near  n.  It  extends  forward  through 
the  thick  part  of  the  cord  and  is  attached  near  the  cord  to  the  front 
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Figure  4. — Photograph  of  the  motion  of  the  flames  while  singing  the 
vowel  a  as  in  father.  The  lower  line  is  the  fundamental,  and  the  others 
are  the  1st.  2d,  3d,  etc..  overtones  in  the  order  of  their  pitch.  One  wave 
of  the  fundamental  corresponds  to  two  in  the  first  overtone,  three  in  the 
second,  four  in  the  tliird  and  .«o  on. 

of  the  thyroid,  ^^'hen  these  muscles  are  contracted  they  cause  the 
arytenoids  to  rotate  around  a  point  near  hh,  throwing  the  foi 
ward  ends,  o,  inward  toward  each  other.  This  rotation  of  the 
arytenoids  results  in  a  shortening  of  the  effective  length  of  the 
cords  and  a  consequent  raising  of  the  pitch.  In  I  and  II  the  per- 
son is  singing  low  G,  and  the  whole  length  of  the  cord  is  in  vibra- 
tion. Ill  shows  the  position  when  the  octave  G  (bass  clef)  is 
sung,  and  IV  when  G  (middle  G)  is  the  tone.  A  comparison  of  II, 
III,  and  IV,  especially  as  to  the  position  of  the  crosses  marking 
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the  front  and  rear  points  of  the  arytenoids,  will  show  how  the  car- 
tilages aJnt  rotated  and  the  cord  shortened  as  the  pitch  rises.  The 
rotation  of  the  arytenoid  cartilages  and  the  consequent  shortening 
of  the  vibrating  cord  is  effected  by  contraction  of  the  thyro-aryte- 
noid  muscle  which  also  sends  fibers  into  the  substance  of  the  cord 
itself. 

Figure  6  is  a  schematic  representation  of  the  vocal  cord,  show- 
ing the  location  of  the  vocal  muscle  m,  and  how  it  sends  its  fibers 


II 


III 


Figure  5. 


IV 


into  the  body  of  the  cord.  When  m  is  uncontracted,  or  but  slightly 
so,  the  cord  may  vibrate  from  the  edge  as  far  back  as  r,  but  as  fn 
is  tightened  more  and  more  it  holds  the  vocal  cord  first  as  far  as  s, 
then  t,  and  finally  for  the  highest  tones  (IV,  Figure  5)  only  the  part 
between  u  and  the  edge  k  is  allowed  to  vibrate,  giving  a  much  light- 
er string  and  thus  helping  to  get  a  high  pitch  with  a  minimum  of 
tension. 
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Figure  7  shows  three  views  of  the  larynx:  I,  a  section  vertical 
from  front  to  back ;  II,  the  left  side  of  the  cartilages;  III,  the  left 
side  with  some  of  the  muscles,  e  is  the  large  thyroid  cartilage,  th* 
front  point  of  which  forms  the  "Adam's  apple,"  just  behind  which 
is  the  front  attachment  of  the  vocal  cords.  This  cartilage  is  hinged 
upon  the  cricoid,  a,  by  two  projecting  horns,  d.  Upon  the  back,  top 
part  of  the  cricoid  sit  the  two  arytenoid  cartilages  h,  which  form  the 
rear  attachment  of  the  vocal  cords.  The  thyroid  is  held  in  place 
by  muscles  running  up  to  the  soft  palate  and  head,  and  down  to 
the  collar-bone.  When  the  muscles  h  are  contracted,  the  front 
edge  of  the  cricoid  is  drav.m  up,  closing  the  niche  c,  and  tilting  on 
the  hinge  d.     The  back  top  of  the  cricoid,  with  the  arytenoids,  is 


Figure  6. 

thereby  carried  backward,  lengthening  the  cords  slightly  and  stretch- 
ing them  more  tightly. 

It  will  be  seen  that  we  have  in  the  larynx  the  means  for  con- 
trolling the  three  factors  which  determine  the  pitch  of  a  string — 
length,  tension,  and  weight.  Moreover,  the  tuning  mechanism  of  a 
reed,  plate,  or  membrane  is  lacking.  Actual  analysis  shows  the 
overtones  of  the  vocal  cords  to  belong  to  the  series  of  a  string,  and 
not  to  that  of  a  reed,  plate,  or  membrane.  We  are  thus  forced  to 
the  conclusion  that,  both  in  its  action  and  in  its  resulting  tone,  the 
larynx  is  a  string  instrument.  The  fact  that  the  pitch  relation  of 
the  overtones  to  the  fundamental  is  so  absolutely  definite,  never 
varying  so  much  as  a  vibration  from  the  ratio  of  one  in  the  funda- 
mental, to  2,  3,  4,  5,  etc.,  in  the  overtones,  can  be  accounted  for  in 
no  other  way  than  by  the  string  segmentation  of  the  vocal  cords. 

The  height  of  the  wave  (intensity  and  carrying  power)  is  con- 
trolled by  two  factors,  viz:  the  extent  of  swing  of  the  cord  and 
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resonance.  Of  these  two  resonance  is  of  vastly  more  importance. 
While  the  increased  swing  of  the  cord  may  amplify  the  wave 
twenty-five  or  thirty  fold,  it  can  be  demonstrated  that  resonance 
will  increase  the  height  several  hundred  fold.  Increased  swing  of 
the  cord  is  brought  about  by  increased  breath  or  pressure  and  hence 
the  expenditure  of  energy. 

Full  use  of  resonance  can  only  be  attained  by  absolute  lack  of 
effort.  It  is  a  free  gift.  This  will  be  explained  later.  Resonance, 
then,  is  the  important  factor  in  intensity  and  carrying  power  or 
the  second  class  of  facts. 

In  the  etiology  of  quality  or  the  third  class  of  facts,  we  also  have 
two  factors :  segmentation  of  the  vocal  cords  and  resonance.  It 
has  been  proved  that  the  cords  segment  in  the  same  manner  as  the 


Figure   7. 

string  and  Figure  8  is  a  photograph  of  a  string"  while  vibrating 
shownng  its  segmentation. 

It  is  now  clear  why  the  overtones  must  bear  the  same  pitch  rela- 
tion to  the  fundamental  no  matter  what  the  pitch  of  the  funda- 
mental may  be  and  how  impossible  it  is  even  to*  build  an  apparatus 
to  produce  these  overtones  even  for  a  single  pitch  to  say  nothing 
of  the  whole  range  of  the  voice.  We  know  that  no  other  over- 
tones are  present  because  we  have  listenied  for  them  with  reson- 
ators not  only  through  the  whole  range  of  the  voice,  but  of  its 
overtones  as  well.  The  amplitude  of  the  waves  composing  the 
various  partial  tones  is  very  small  when  they  leave  the  cords  and 
Avithout  reinforcement  would  have  little  or  no  eflfect  on  the  auditory 
apparatus.  They  are  made  larger  or  amplified  by  the  air  in  the 
resonance  cavities  and  this  is  what  we  term  resonance  or  the  second 
factor  in  quality.  For  our  purpose  resonance  may  be  defined  as 
the  re-enforcement  of  a  tone  by  a  quantity  of  more  or  less  con- 
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.fined  air,  the  inherent  rate  of  vibration  of  which  is  identical  with 
that  of  the  tone  re-enforced.  Such  a  quantity  of  air  receiving  suc- 
cessive impulses  from  the  vibrating  object  comes  into  vibration  it- 
self, thus  giving  to  the  surrounding  air  a  much  greater  amplitude 
of  vibration  and  consequently  greater  intensity  and  carrying  power 
of  the  tone.  The  jew's-harp  is  an  excellent  illustration.  In  it  the 
mouth  cavity  re-enforces  the  tones  of  the  little  tongue.  In  fact 
the  size  of  the  cavity  in  this  case,  selecting  its  own  pitch  from  the 
complexity  of  sounds  produced  by  the  harp,  and  so  re-enforcing 
it,  makes  it  the  characteristic  tone,  which  varies  with  the  size  and 
shape  of  the  mouth  cavity.     To  a  lesser  extent  do  the  cavities  of 


Figure  8  illustrates  vibrating  string  showing  segmentation.  A  string 
vibrating  in  this  way  would  give  a  pure  -and  simple  tone.  B  shows  the 
same  string  as  A,  only  now  vibrating  to  the  first  overtone.  In  C  we  have 
the  second  overtone  the- fifth  above  the  octave,  with -two  nodes  and  three 
segments,  and  with  one-third  the  effective  length  of  A. 

the  mouth  and  nose  act  selectively  upon  the  tones  produced  by  the 
vocal  cords,  thus  modifying  the  quality  of  the  tone,  as  in  articula- 
tion, but  never  determining  the  characteristic  pitch  (fundamental), 
which  is  entirely  controlled  in  the  larynx.  This  point  will  be  mere 
clearly  brought  out  when  we  consider  interference.  Resonance, 
then,  becomes  the  most  important  element  in  voice-production  as 
it  is  the  chief  factor  in  both  intensity  and  carrying  power  and 
quality.  It  is  necessary,  therefore,  to  know  how  it.  may  be  ob- 
tained or  what  material  is  available  in  the  vocal  mechanism  for  its 
production.  Sounding-board  effects  are  impossible,  as  dryness  and 
homogeneity  of  texture,  the  two  essential  features  of  these  are  not 
found  in  animal  tissues.     An  opening  of  considerable  size  so  that 
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the  air-waves  may  pass  in  and  out  freely  is  the  essential  feature  of 
resonance  cavities.  During  voice  production  the  pharynx,  mouth 
and  nasal  cavities  are  the  only  ones  possessing  this  characteristic 
and  hence  the  air  in  them  is  our  only  means  of  reinforcing  the  air- 
waves set  up  by  the  vocal  cords.  The  management  of  these  cavities, 
therefore,  becomes  of  the  utmost  importance.  An  exhaustive  study 
of  use  made  of  these  cavities  and  the  results  as  shown  by  our  voice 
analyses  demonstrate  that  every  particle  of  space  is  needed  to 
produce  the   desired  results.     In  the  nasal  spaces  are  the  small 
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Figure  9.— Vertical  section  of  the  head  to  show  location  and  relative  size 
of  the  resonance  cavities.  1.  Frontal  sinus;  2,  3,  and  4.  Turbinated  bones; 
5.  Hyoid  bone;  6.  Thyroii  cartilage;  17.  Cricoid  cartilage;  7  and  18.  Top 
ring  of  the  trachea;  9.  Sphenoidal  sinus;  10.  Epi-pharynx;  11.  Hard  palate; 

12.  Soft  palate;  13.  Epiglottis;  14.  Arytenoid  cartilage;  15.  Arytenoideus 
muscle;  16.  Vertebra. 

cavities  essential  to  the  reinforcement  of  the  higher  partial  tones. 
The  combined  space  represented  in  the  pharynx,  mouth  and  nose 
gives  the  large  cavity  essential  to  the  reinforcement  of  the  funda- 
mental the  sine  qua  non  of  good  quality.  The  cavities  of  the  lower 
and  upper  pharynx  and  the  nose  furnish  a  permanent  factor  in  re- 
inforcement. The  size  and  shape  of  the  mouth  cavity  made  variable 
by  the  action  of  the  tongue  and  lips  enables  us  to  reinforce  the 
different  combinations  of  partial  tones  essential  to  the  production 
of  the  vowel  sounds.    The  complexity  of  the  cavity  as  a  whole  ren- 
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ders  it  non-selective  and  thus  capable  of  reinforcing  a  wide  range 
of  pitch.  Large  size  and  complexity  of  shape  of  our  resonance 
space  is  essential  to  good  intensity  and  carrying-power  and  quality. 
To  sum  up  the  whole  matter  of  correct  voice  production  we  state: 
There  must  be  absolute  freedom  of  motion  of  the  cartilages  of  the 
larynx  that  any  desired  pitch  may  be  obtained  without  "effort  on 
the  part  of  the  producer ;  2,  there  must  be  a  perfectly  free  vibra- 
tion of  the  vocal  cords  that  the  proper  combination  of  partial  tones 
may  be  started  by  them ;  3.  there  must  be  the  fullest  possible  use 
of  our  resonance  space  that  the  requisite  reinforcement  may  be  at- 
tained.    Any  action  of  the  throat-muscles  which  prevents  the  free 


3rd    overtone 


2nd 


1st 


Fundamental 


Figure  10. — Vertical  section  of  the  head  similar  to  Figure  1,  but  showing 
how  raising  the  soft  palate,  12,  and  closing  the  passage  diminish  the  space 
available  for  resonant  re-enforccment  by  cutting  off  the  large  cavity  of 
the  upper  pharynx  and  nose. 


use  of  any  one  or  all  of  these  factors  must  be  termed  an  interfer- 
ence. 

The  principal  muscles  whose  contraction  does  interfere  with  cor- 
rect voice-production  are  those  of  the  soft  palate,  the  constrictor 
muscles  of  the  pharynx,  the  muscles  of  the  back  part  of  the  tongue, 
the  genio-hyoid,  the  muscular  fibers  of  the  false  vocal  cords  and 
those  surrounding  the  ventrical  of  the  larynx.  These  are  termed 
extrinsic  muscles  of  the  larynx  in  contra-distinction  to  the  intrinsic 
or  true  tone-producing  muscles  whose  function  it  is  to  control  the 
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vibration  of  the  vocal  cords  through  the  motion  of  the  cartilages  to 
which  they  (the  cords)  are  attached. 

We  will  now  show  how  the  contraction  of  the  extrinsic  muscles 
interferes  with  resonance  (and  hence  with  intensity,  carrying  power 
and  quality)  and  also  with  the  free  motion  of  the  laryngeal  carti- 
lages and  consequently  with  pitch.  The  two  most  pernicious  inter- 
ferences are  those  of  the  soft  palate  and  the  false  vocal  cords.  Fig- 
ure 9  shows  a  section  of  the  head  and  throat,  with  the  soft  palate  in 
the  correct  position  to  allow  full  use  of  the  resonance  cavities,  and 
an  analysis  of  the  resulting  tone.  In  this  tone  there  is  practically  no 
interference  except  that  of  the  false  vocal  cords  and  the  genio- 
hyoid muscles.     If  these  had  not  been  present  the  waves  in  all  the 


Figure  11. 

partial  tones  especially  that  of  the  fundamental  would  have  been 
stronger  and  more  distinct  and  the  tone  vastly  improved  in  inten- 
sity and  carrying  power  and  quality.  However,  we  have  here  a 
fairly  good  representation  of  what  the  ideal  tone  should  be.  The 
fundamental  tone  has  the  highest  wave  and  the  waves  of  the  over- 
tones gradually  diminish  in  height  as  we  go  up  in  the  series  but  all 
are  present.  This  is  as  it  should  be.  The  strong  fundamental  gives 
that  ringing  quality  which  is  so  much  to  be  desired  while  the  higher 
overtones  give  a  certain  richness  which  can  be  acquired  in  no  other 
way.  The  tone  produced  by  a  tuning  fork  and  its  resonator  is  a 
pure  fundamental  and  some  idea  of  the  desired  quality  may  be 
gained  by  listening  to  this.  The  presence  of  the  eight  partial  tones 
gives  the  material  for  making  the  different  combinations  essentia! 
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for  the  production  of  the  vowel  sounds  as  well  as  the  expression 
of  the- different  emotions.  The  cavities  of  the  pharynx,  mouth  and 
nose  acting  as  one  give  the  large  space  essential  to  the  proper  re- 
inforcement of  the  fundamental.  The  small  cavities  of  the  nose 
furnish  the  small  spaces  (i,  2,  3,  Figure  9)  necessary  for  the  re- 
inforcement, of  the  higher  partial  tones.  Therefore  a  tone  is  pro- 
duced which  is  rich,  musical  and  resonant.  Figure  10  shows  the 
interference  of  the  soft  palate  and  its  effect  on  the  resulting  tone. 
When  the  soft  palate  (12,  Figure  9),  contracts  it  is  pulled  upwards 
and  backwards  against  the  back  of  the  throat  (as  shown  by  12, 
Figure  10)  shutting  off  the  largest  space  of  the  epi-pharynx  (10 
Figure  9)  and  also  the  small  spaces  in  the  nose  (i,  2,  3,  Figure  9). 
The  remaining  resonance  space  is  not  sufficient  to  properly  reinforce 
the  fundamental  tone  and  its  wave  is  very  small.  The  four  upper 
partial  tones  are  not  present  at  all  due  to  the  shutting  off  of  the 
small  cavities  of  the  nose.  This  combination  of  partial  tones  gives 
a  harsh,  disagreeable  and  unmusical  tone.  In  Figure  10  we  have 
only  four  partial  tones  with  the  fundamental  weak  and  the  partial 
tones  increasing  in  strength  as  they  rise  in  the  series.  The  con- 
trast in  quality  between  these  two  tones  is  very  marked  and  the  in- 
terference of  the  soft  palate  can  be  readily  detected  by  the  trained 
ear. 

The  interference  of  the  false  cords  may  be  understood  by  a  refer- 
ence to  Figure  11.  LL  are  placed  just  above  the  true  cords.  K 
just  below  the  glottis.  M  indicates  the  position  of  the  vocal  muscle. 
V  is  the  ventrical  of  the  larynx  and  if  show  the  false  vocal  cords. 
The  function  of  the  ventrical  of  the  larynx  is  to  afford  a  free  space 
for  the  true  cords  to  vibrate  in  and  they  also  contain  numerous 
mucus  glands  which  furnish  mucus  to  keep  the  vocal  cords  moist. 
The  false  vocal  cords  have  no  function  in  tone  production.  Dur- 
ing the  acts  of  swallowing  and  lifting  they  approximate  and  keep 
the  food  from  dropping  into  the  larynx  when  we  swallow  and  the 
air  escaping  from  the  lungs  when  we  lift.  The  ventrical  of  the 
larynx  is  practically  surrounded  by  muscle-fibers  as  shown  by  the 
black  dots  in  the  figure.  When  these,  together  with  the  false  cords 
contract  they  pull  the  walls  of  the  ventrical  inwards  upon  the  true 
cords  and  thus  interfere  with  their  free  vibration.  This  cuts  down 
the  height  of  the  air  waves  as  they  are  being  started  by  the  cords 
and  we  do  not  get  the  proper  combination  set  up.  The  interference 
of  the  false  cords  gives  a  certain  roughness  or  harshness  to  the 
tone  which  is  unmistakable  once  it  is  recognized.  Any  contraction 
of  the  constrictor  muscles  of  the  pharynx  narrows  this  space.    Pull- 
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ing  down  the  back  of  the  tongue  pushes  the  epiglottis  (13,  Figure 
9)  backwards  and  downwards  and  thus  interferes  with  the  air- 
waves as  they  pass  out  of  the  larynx.  Contraction  of  the  genio- 
hyoid muscle  which  extends  from  the  jaw  to  the  hyoid  bone  (5,  Fig- 
ure 9)  gives  a  peculiar  muffled  quality  to  the  tone. 

All  of  these  extrinsic  interfering  muscles  are  attached  directly 
or  indirectly  to  the  thyroid  cartilages  of  the  larynx.  Their  strong 
contraction  has  the  effect  of  pulling  the  thyroid  cartilage  (e  Figure 
7)  upwards  and  forwards  away  from  the  cricoid  (a  Figure  7). 
This  has  the  effect  of  fixing  the  little  arytenoid  cartilage  (b  Figure 
7)  .so  firmly  upon  the  cricoid,  that  the  vocal  muscle  is  unable  to 
rotate  it.  Without  the  rotation  of  the  arytenoid  cartilage  we  lose 
the  lessening  of  the  length  and  weight  of  the  vibrating  cord  as 
shown  in  Fugures  5  and  6.  These  two  factors  should  give  at  least 
a  change  of  two  octaves  in  pitch.  Interference  of  the  extrinsic 
muscles,  therefore,  takes  away  the  two  most  important  factors  in 
pitch-changes  leavmg  us  nothing  but  increased  tension  to  depend 
upon.  This  means  great  tension  on  the  cord  and  vocal  muscles  for 
the  high  tones,  the  use  of  comparatively  large  amount  of  breath  to 
swing  the  tense  cord,  fewer  segmentations  of  the  cord  and  a  cutting 
down  of  our  material  for  changes  of  quality.  We  will  appreciate 
this  fact  better  when  we  realize  that  to  raise  the  pitch  an  octave  by 
increased  tension  alone  we  must  quadruple  the  pulling  force.  Every 
voice  should  have  a  range  of  three  octaves  and  this  without  effort. 
To  get  this  by  increased  tension  alone  means  for  the  highest  pitch 
sixty-four  times  the  initial  pulling  force..  If  all  three  pitch  factors 
are  present  this  range  could  be  produced  with  probably  less  than 
four  times  the  initial  pulling  force.  We,  are  now  in  a  position  to 
understand  the  relationships  of  these  classes  of  facts.  The  condi- 
tions of  the  throat  which  gives  full  use  of  one  class  gives  full  use  of 
all.  If  we  would  make  use  of  all  three  factors  involved  in  pitch- 
changes  and  avoid  straining  the  vocal  muscles,  we  must  relax  all 
of  the  extrinsic  muscles.  If  we  would  get  good  intensity  and  carry- 
ing power  with  the  use  of  little  breath  and  without  straining  the 
vocal  muscles  we  must  relax  all  the  extrinsic  muscles.  If  we  would 
produce  tones  of  good  quality,  that  is  tones  composed  of  a  strong 
fundamental  and  at  least  seven  overtones  we  must  relax  all  of  the 
extrinsic  muscles.  We  may  sum  up  the  whole  subject  of  voice  pro- 
duction in  the  phrase  "relaxation  of  the  extrinsic  muscles."  A 
natural  law  is  a  formula  v/hich  resumes  or  sums  up  in  a  few  words 
a  wide  range  of  phenomena.    Here  them  is  the  natural  law  of  tone 
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production  and  the  fifth  and  last  step  in  the  scientific  method  as  out- 
Hned  above.  ^s,.^ 

The  next^uestion  is  why  do  singers  and  speakers  interfere,  or 
the  etiology  of  interference.  This  is  readily  understood  when  we 
know  the  nature  of  the  two  sets  of  muscles  concerned,  viz :  intrin- 
sic and  extrinsic.  The  intrinsic  muscles  are  involuntary  and  not 
directly  under  the  control  of  the  will.  Their  action  cannot  be  forced 
but  must  be  induced.  The  extrinsic  or  interfering  muscles  are 
voluntary  or  directly  controlled  by  the  will.  Tiie  universal  ten- 
dency of  the  singer  or  speaker  when  they  perform  is  to  do  things 
and  thus  bring  the  will  into  action  and  the  resulting  interference. 
The  novice  realizing  that  something  is  wrong  goes  to  the  teacher  to 
have  this  corrected.  The  advice  almost  always  given  is  to  sinjj  the 
tone  some  other  way  and  thus  confirm  the  interference.  If  this  is 
kept  up  long  enough  the  overworked  vocal  muscles  give  out  and 
the  voice  so  far  as  effective  singing  and  speaking  is  concerned  is 
ruined.  What  the  teacher  should  do  is  to  stop  the  pupil  from  do- 
ing the  things  which  are  wrong;  and  this  brings  us  to  the  matter 
of  diagnoisis  of  interference  by  listening  to  voices  or  voice  auscul- 
tation. 

In  learning  to  diagnose  diseases  of  the  chest  every  medical  stu- 
dent is  required  to  familiarize  himself  first  with  the  normal  breath 
and  heart  sounds.  Then  his  ear  is  gradually  trained  to  recognize 
variations  from  these  normal  sounds  due  to  the  different  diseased 
conditions.  In  no  other  way  can  he  learn  to  diagnose  correctly 
diseases  of  the  chest.  In  precisely  the  same  way  must  the  teacher's 
ear  be  trained  to  recognize  the  changes  in  quality  due  to  the  differ- 
ent forms  of  interference.  Except  in  the  case  of  the  soft  palate 
interference  there  is  no  other  way  the  teacher  can  detect  it.  Clos- 
ing the  nostrils  with  the  thumb  and  finger  is  a  simple  and  certain 
test  of  soft  palate  interference.  If  there  is  no  interference  most 
of  the  tone  will  be  shut  off  at  once.  If  there  is  soft  palate  inter- 
ference there  will  be  no  change  in  volume  or  quality.  However,  a 
glance  at  Figures  9  and  10  indicates  that  it  should  be  very  easy  to 
hear  this  interference  without  any  nose  pinching,  and  it  is.  The 
great  disadvantage  which  the  teacher  of  voice  labors  under  in  com- 
parison with  the  medical  student  is  that  the  normal  voice-sounds 
are  not  heard.  There  is  no  standard  of  tone-production  at  present. 
Soft  palate  interference  is  universal  even  in  our  greatest  singers 
and  for  this  reason  we  do  not  yet  realize  what  the  capabilities  of 
the  vocal  structures  are.  False  cord  interference  makes  a  decided 
change   in  quality   and   is   readily   recognized  by   the   trained  ear. 
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Changes  in  quality  due  to  the  other  forms  of  interference  are  not 
so  marked  but  patient  practice  will  enable  any  normal  ear  to  detect 
these  in  time. 

As  to  treatment,  the  only  possible  salvation  for  the  singer  or 
speaker  is  to  learn  to  produce  a  tone  without  interference  and  then 
practice  this  tone  until  the  whole  range  and  volume  are  developed. 
Interference  means  the  use  of  the  extrinsic  muscles  and  we  cannot 
get  rid  of  a  bad  habit  by  practicing  it.  The  action  of  the  intrinsic 
muscles  must  be  made  absolutely  independent  of  the  extrinsic. 

As  to  a  standard  of  criticism  there  is  none  at  the  present  time. 
Voice  analysis  has  shown  that  to  produce  a  strong  fundamental 
tone  there  must  be  complete  relaxation  of  the  extrinsic  muscles. 
The  more  complete  this  is  the  stronger  is  the  fundamental.  The 
ear  then  should  be  trained  to  recognize  the  fundamental  tone.  A 
tuning  fork  and  a  properly  tuned  resonator  produces  only  a  funda- 
mental tone.  This  will  help  to  train  the  ear  to  recognize  the  strong 
fundamental  tone  in  the  complex  sound  we  call  the  voice.  Nothing, 
however,  but  voice  analysis  will  train  the  ear  to  hear  all  kinds  of 
interference  and  here  is  where  we  have  had  the  advantage  of  all 
others  in  working  out  this  most  difficult  problem.  Without  this  we 
should  have  failed  utterly  not  only  in  detecting  interference,,  but  in 
working  out  a  rational  method  of  eliminating  it.  The  teacher 
should  be  a  critic  par  excellence.  The  great  teachers  are  the  news- 
paper critics  as  they  reach  all  the  people.  Each  must  learn  to  hear 
interference  before  he  can  become  efficient  in  eliminating  it.  The 
ability  to  detect  interference  is  the  basis  of  true  criticism  and  this 
must  come  through  voice  analysis. 

221  West  Thirty-third  Street. 


Sarcoma  of  the  Tonsil.  G.  Berry,  Boston  Med.  and  Surg.  Jour., 
March  7,  1912. 
The  author  reports  a  case  which  is  of  interest  because  of  the  ex- 
treme age  of  the  patient,  86  years.  The  acute  throat  symptoms 
demanded  the  removal  of  the  tonsil  tumor  with  resulting  relief  to 
the  patient.  The  writer  then  reviews  the  literature  dealing  with 
sarcomata  of  this  region,  with  particular  reference  to  the  surgical 
treatment  of  such  conditions.  Berry  (Mosher.) 


STANDARDIZATION  OF  VOCAL  TRAINING  FROM  THE 
TEACHER'S  STANDPOINT.* 

MR.   AND   MRS.    H.   HOWARD  BROWN^   NEW   YORK   CITY. 

Our  work  as  teachers  for  the  past  twelve  years  has  been  with  a 
view  to  assist  in  the  important  step  of  standardizing  vocal  training 
when  the  time  should  come.  We  believe  that  "standardization"  will 
be  brought  about  just  as  soon  as  the  teachers,  critics  and  laryn- 
gologists  make  up  their  minds  that  the  many  formulas  which  now 
exist  must  be  superseded  by  a  system  of  tone-production,  based 
upon  the  scientific  principle  of  cause  and  effect. 

Why  do  we  need  a  standard,  why  not  go  on  as  we  have  been 
doing?  When  the  musical  press  constantly  refers  to  the  subject, 
and  the  National  Association  was  founded  for  the  very  purpose  of 
creating  a  standard,  and  doctors  consider  it  of  sufficient  importance 
to  make  it  a  special  feature  of  an  annual  meeting  of  the  Triological 
Association,  there  must  be  a  vital  reason  for  all  this  talk  about  a 
universal  system.  Is  the  artistic  conscience  becoming  super-sensi- 
tive so  that  it  feels  an  unusual  responsibility  as  a  public  servant? 
Is  the  public  dissatisfied  with  its  annual  investment  in  singing  1^- 
sons  ? 

The  study  of  singing  constantly  is  increasing  because  the  people 
are  cultivating  their  esthetic  tastes  as  a  diversion  from  commercial- 
ism which  has  reached  its  heighth.  Millions  are  spent  every  year 
for  music  and  the  people  want  a  return  for  their  money  which  they 
are  not  always  sure  of  getting,  owing  to  the  lack  of  unity  among 
teachers  as  to  the  correct  method  of  voice-training. 

Do  not  misunderstand  us — individual  teachers  always  have  done 
fine  work  and  both  the  empiricist  and  psychologist  have  got  results.. 
■ — and  there  has  been  some  good  scientific  work.  The  latter  branch, 
however,  has  been  abused  by  pseudo-scientists  who  attempt  to  teach 
physiology  without  even  understanding  the  principles  of  the  sub- 
ject. 

The  teacher  of  to-day  is  asking  for  social  and  professional  posi- 
tion in  the  community.  As  Mr.  Oscar  Saenger,  one  of  our  most 
successful  American  leathers,  said  in  a  recent  interview  on  the  sub- 
ject :  "The  vocal  teacher  is  a  tremendous  educational  factor  in  this 
country,  not  so  much  because  of  his  work  upon  professionals,  but 
on  account  of  the  large  army  of  amateurs  in  whom  he  is  developing 
the  finer  instincts." 

♦Read  by  invitation  at  the  annual  meeting  of  the  American  Laryngolog-I- 
cal,  Rhinological  and  OtoloRical   gfociety,  May  13,  1912. 
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Think  of  it,  friends— having  to  plead  for  recognition  of  the  pro- 
fession which  you  have  adopted  for  your  life  work.  The  teacher 
cannot,  as  a  class,  be  placed  upon  a  par  with  doctor,  lawyer  and 
academician  until  he  secures  public  confidence  by  wiping  out  what- 
ever abuses  may  have  crept  into  his  profession. 

Just  300  years  ago,  the  birth  of  opera  created  a  demand  for 
artistic  singing,  and  in  100  years  this  demand  was  met  by  the  crea- 
tion of  a  standard  which  never  has  been  improved  upon,  and  the 
Melbas,  Sembrichs  and  Carusos  of  our  day  are  lineal  descendants 
of  Faustina,  Farinell  and  their  confreres. 

This  standard  of  production  could  not  have  existed  without  a 
corresponding  grade  of  teaching,  and  vocal  art  had  a  secure  founda- 
tion in  the  conscientious  efforts  of  such  great  masters  as  Tosi  Pt»r- 
pora  and  others.  It  would  be  easy  to  follow  them  if  we  were  cer- 
tain as  to  their  methods,  but  in  those  days  only  the  elect  studied 
the  art  of  singing,  and  a  seventeenth  or  eighteenth  century  system 
is  not  equal  to  the  strenuous  demands  of  to-day,  when  everyone 
tries  to  learn.  There  was  no  laryngoscope  then,  and  vocal  physi- 
ology was  not  understood,  but  still  empirical  suggestion  produced 
wonderful  results. 

Tosi  tells  us  that  in  singing  one  must  be  free  from  facial  contor- 
tions and  that  brings  us  to  the  point ;  he  heard  that  such  things  made 
bad  tones,  but  how  did  he  remove  them  ?  It  is  for  the  teachers  of  to- 
day to  experiment  until  they  find  out,  and  by  the  process  of  elimina- 
tion and  the  study  of  vocal  action  to  determine  the  principles  of 
tone-production  which  underlie  all  esthetic  efiforts.  In  order  to  do 
this,  a  standard  must  be  established  and  enforced.  For  the  sake 
of  argument,  we  are  going  to  define  a  correct  or  "standard  tone," 
as  one  in  which  there  is  full  development  and  perfect  harmony  of 
its  anatomical,  physiological,  psychological  and  pedagogical  con- 
stituents. 

Who  have  this  tone?  Melba,  Caruso  and  a  few  of  that  kind. 
Standardization  is  'not  for  them,  but  for  the  benefit  of  those  who, 
through  limitations,  fall  below  that  level.  What  shall  we  standard- 
ize? The  anatomical  cannot  be  changed,  and  the  rules  of  interpreta- 
tion are  so  well  known  that  if  one  has  the  voice  and  can  master 
the  difficult  problem  of  tone-production,  he  can  find  many  instruc- 
tors who  can  make  a  singer  of  him.  If,  however,  the  voice  con- 
tains radical  defects  it  is  by  no  means  certain  that  he  will  have 
them  removed. 

It  is  the  pedagogical  and  physical  which  need  standardizing  and 
the  former  may  have  a  complete  vocal  science  at  its  command  so 
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soon  as  the  physical  and  psychological  are  placed  in  correct  relation 
to  each  other.  _ 

The  esthetic  nature  of  the  singer  must  cease  to  shrink  from  what- 
ever of  the  mechanical  is  necessary  before  this  can  be  accomplished. 

All  piano  and  violin  teachers,  nowadays,  have  methods  for  rid- 
ding pupils  of  stift  wrist  muscles,  but  very  few  vocal  teachers  recog- 
nize and  cure  tongue  stiffness  as  detrimental  to  good  tone-produc- 
tion, although  there  are  three  unnatural  uses  of  the  tongue  which 
affect  tone-quality:  The  tongue  grooved,  or  held  too  low  in  the 
mouth,  creates  a  hollow,  pinched  and  throaty  sound.  Thickened 
tongue,  drawn  back  from  the  teeth,  causes  a  thick  and  throaty 
sound.  Tip  of  tongue  tilted  upward  muffles  the  tone.  Chin  muscles, 
hardened,  cause  a  hard,  stiff  tone.  Stiffened  jaw  makes  a  tight, 
rigid  sound.  Stretched  palate  muscles  make  a  hollow  sound  in  the 
upper  part  of  the  tone.  Relaxed  palate  muscles — a  flabby  tone. 
Weakening  the  down-^holding  larynx  muscles  and  allowing  it  to  fly 
upwards  on  high  tones,  produces  shrillness  and  an  uneven  range. 
Larynx  forced  downwards  causes  a  guttural,  wooden  tone.  Some- 
times over-contracting  chin  muscles  pull  the  hyoid  bone  and  thyroid 
cartilage  apart,  causing  chronic  hoarseness. 

Any  of  the  above  conditions,  when  pronounced,  tend  towards 
vocal  decadence,  and  if  aggravated,  they  may  lead  to  singing  out  of 
tune,  nodules,  hoarseness,  or  paralysis  of  the  cords,  should  the  re- 
spiratory tract  become  inflamed  from  any  cause.  They  should  be 
removed  in  incipiency  by  applying  relaxation  at  the  over-contracted 
points. 

The  singer's  imagination  and  imitative  faculty  sometimes  enables 
him  to  receive  help  from  suggestions  which  are  aimed  solely  at  the 
effect,  but  principle  says,  "Treat  the  cause  or  your  results  will  not 
be  uniform." 

It  is  not  to  be  asserted  that  there  have  not  been  great  singers 
whose  voices  contained  some  of  the  above  defects,  but  it  is  certain 
that  if  their  vocal  action  had  been  free,  they  would  have  achieved 
far  greater  results. 

Bad  breathing  is  at  the  root  of  most  derangements  and  it  must 
be  remembered  that  the  effortless  breathing  of  daily  use  will  not 
produce  sufficient  pressure  for  an  artistic  tone.  The  best  method  of 
breathing  for  singing  and  public  speaking  is  a  combination  of  costal 
and  diaphragmatic.  We  reject  the  clavicular  because  it  is  a  super- 
fluous effort  and  creates  stiffness.  The  ribs  should  be  fully  and 
flexibly  expanded  with  the  abdominal  muscles  relaxed  during  in- 
halation. 
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The  latter  and  the  lower  back  muscles  are  expiratory  agents; 
therefore  thie  method  so  much  in  vogue  of  pressing  outward  at  the 
base  of  the  breast-bone  of  inhalation,  also,  must  be  discarded,  as 
this  outward  pressure  starts  a  contraction  of  the  abdominal  muscles 
which  interferes  with  rib  expansion. 

The  approximation  of  the  vocal  cords  is  too  well  known  to  re- 
quire description,  but  there  is  one  striking  fact  about  their  action 
which  must  be  borne  in  mind.  They  are  assisted  in  phonation  by 
certain  sets  of  muscles,  fastened  outside  the  larynx.  Any  derange- 
ment of  these  extrinsic  muscles  acts  directly  upon  the  vocal  cords, 
causing  them  to  overwork  and  upsetting  nature.  The  intrinsic 
muscles  are  incapable  of  any  voluntary  adjustment  excepting  ap- 
proximation and  separation,  but  all  of  the  extrinsic  muscles  can  be 
controlled,  and  it  is  through  them  that  parts  which  are  out  of  bal- 
ance must  be  corrected.  Cumbersome  exercises  must  be  avoided 
and  the  sense  of  artistic  singing  not  only  preserved  but  augmented 
by  any  gain  in  freedom  of  vocal  action  resulting  from  the  correc- 
tion of  physical  faults.  Ordinary  methods  of  vocalization  may  be 
used. 

Have  you  heard  the  singer  whose  middle  tones  are  good  but  whO' 
has  a  chronic  tendency  to  a  thin,  screaming  tone  above  "F,"  coupled 
with  an  inclination  to  sharp?  He  is  violating  the  laws  of  fixation. 
An  even  scale  demands  that  the  larynx  shall  be  fixed,  not  stiffly^ 
but  so  that  it  does  not  fly  up  and  down  with  ascending  and  de- 
scending scales.  This  fixation  is  the  pivot  upon  which  cord-stretch- 
ing takes  place.  You  all  understand  the  lengthening  and  shortening 
of  the  cords  for  changing  pitches.  This  is  accomplished  not  alone 
by  the  approximating  apparatus,  but  by  an  extrinsic  mechanism 
which  swings  the  thyroid  cartilage  forward :  Larynx  to  palate, 
larynx  to  breast-bone,  and  thyroid  to  cricoid  muscles. 

From  this  brief  sketch  you  can  see  that  whether  derangements, 
are  in  the  vocal  action  itself  or  in  the  interfering  muscles  outside 
of  it,  they  act  directly  upon  the  cords  and  prevent  artistic  produc- 
tion. 

Laryngologists  find  many  cases  that  puzzle  them  in  treating  sing- 
ers or  speakers.  They  become  aware  of  various  kinds  of  vocal 
decadence  without  sufficient  pathological  conditions  to  warrant 
them ;  many  of  which  seem  to  disappear  under  treatment  and  with, 
rest,  only  to  return  in  worse  form  with  further  voice  use.  These 
are  just  manifestations  of  conditions  which  we  have  described,  and 
there  is  no  question  but  that  physicians  would  call  upon  voice  spec- 
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ialists  to  stop  them  more  often  than  they  do  if  there  were  a  reliable 
standard  method. 

The  artistic  gain  from  a  standard  system  would  be  greater  tech- 
nic.  The  doctor  who  lacks  tl^is  essential  fails ;  the  instrumentalist 
whose  technic  is  faulty  from  bad  tone-production  is  rejected.  But 
what  happens  to  the  singer  who  fails  to  achieve  fluency?  He  goes 
into  opera,  sings  the  loudest  and  highest  tone  possible,  and  receives 
the  adoration  of  the  public — or  he  joins  the  ranks  of  modern  de- 
claimers  who  believe  that  good  singing  consists  solely  in  psychol- 
ogical expression.  The  ideal  singer  should  have  the  whole  combina- 
tion of  tone,  technic  and  interpretation. 

The  physical  is  expression's  tool,  and  with  imperfect  tools  the 
greatest  results  never  can  be  attained.  Every  method  now  in  vogue 
has  its  peculiarities,  but  the  new  system  would  blend  the  good 
points  of  each  and  eliminate  its  bad  ones.  Nasality,  thickness  and 
registers,  all  could  be  equalized.  The  method  consisting  entirely  of 
covered  tones,  the  one  which  substitutes  falsetto  for  mezza  di  voce^ 
the  use  of  tremolo,  could  be  artistically  adjusted  by  abandoning  the 
formula. 

It  is  true  that  resonance  is  felt  more  in  the  chest  on  low  tones,. 
in  the  pharynx  and  mouth  on  middle  and  in  the  nasal  cavity  on 
high  ones,  but  the  voice  can  be  blended  into  an  even  range  if  the 
correct  action,  described  herein  is  used  on  every  note  of  the  scale 
and  the  breath  pressure  and  muscular  tension  allowed  to  change  but 
infinitesimally  on  each  ascending  or  descending  pitch. 

By  the  same  means  one  may  achieve  mezza  do  voce,  which  is  tht 
whole  voice  used  with  less  power  than  for  loud  tones.  When  a  sud- 
den change  is  made  in  going  from  loud  to  soft,  instead  of  a  i  er> 
gradual  one,  falsetto  results  instead  of  mezza  di  voce. 

Falsetto  consists  largely  of  the  initial,  or  larynx  tone  and  is  thtre- 
fore  a  distant  relative  of  the  real  tone. 

The  whiteness  of  the  open  tone,  with  its  "smile  that  won't  come 
oflf"  :  the  eternally  pathetic  sound  of  a  covered  tone ;  the  lugubrious 
and  heavy  sound  of  manufactured  contralto,  caused  by  lowering  the 
back  of  the  tongue  and  stiffening  the  chin  muscles,  all  can  be  nor- 
mally adjusted  by  means  of  a  standard  system.  Tremolo,  one  of 
the  most  serious  faults,  is  the  result  either  of  weakness  or  forcing 
in  the  breathing  apparatus,  or  in  the  mechanism  itself.  Its  cure  is 
to  teach  control  at  the  affected  point. 

We  make  no  distinction  between  the  male  and  female  voice  in 
our  methods  of  handling  pupils,  so  far  as  tone-production  is  con- 
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cerned,  but  in  the  female  voice  the  difficulty  of  making  an  even 
scale  is  more  pronounced  between  the  middle  and  lower  registers, 
while  in  men  it  more  often  occurs  between  middle  and  higher. 

As  the  principles  of  a  standard  system  are  alike  applicable  to  the 
speaking-voice,  a  great  and  useful  field  of  work  might  be  opened  in 
this  department. 

The  principle  of  correcting  false  position's  of  the  larynx  and 
enunciating  organs  already  is  in  use  in  speech-defect  clinics,  such  as 
Dr.  Makuen's,  but  a  more  general  use  of  the  standard  system  couid 
be  made,  if  vocal  training  by  its  principles  were  made  part  of  all 
school  teachers'  normal  curriculum. 

If  school  children  could  be  made  to  produce  pleasing  tones  in  a 
natural  manner,  to  enunciate  distinctly  and  pronounce  correctly, 
perhaps  some  of  the  opprobrium  now  cast  upon  the  strident  "Amer- 
ican voice"  might  be  removed.  As  a  matter  of  fact,  our  voices 
are  as  good  as  any  others,  and  English  is  beautiful  when  properl> 
delivered,  but  an  admixture  of  races,  together  with  American 
strenuosity,  have  made  us  careless  in  the  matter  of  speech. 

This  conditions  will  be  modified  as  people  turn  their  attention  to 
esthetics,  and  with  a  reliable  system  no  doubt  many  business  men 
would  take  voice-training  just  for  the  sake  of  speaking  well.  One 
might  develop  a  good  speaking-voice  in  a  few  months,  whereas  it 
takes  several  years  to  learn  to  sing  well. 

We  have  had  these  cases  of  corrective  work :  a  lawyer  who  from 
sickness  when  a  child,  had  thickened  arytenoids  and  a  spread  thy- 
roid cartilage,  with  a  consequent  falsetto  voice ;  a  business  man  who 
had  relaxed  vocal  cords  and  blurred  enunciation,  from  using  a  heavy 
whisper  in  dictating  letters ;  a  broker  with  chronic  hoarseness  from 
shouting  on  the  stock  exchange ;  an  eminent  priest,  with  vocal  par- 
alysis, from  forcing  his  voice  by  over-contraction  of  chin  muscles. 

These  people  all  made  complete  or  partial  recoveries,  but  with 
proper  training  in  early  life  their  troubles  might  have  been  averted. 

A  girl  of  8,  who  refused  to  articulate,  and  who  could  not  be 
understood,  was  made  to  speak  distinctly  in  nine  lessons ;  a  young 
man  of  24,  speaking  soprano  from  a  larynx  held  too  high,  after  one 
lesson,  spoke  in  a  good  baritone.  His  sister,  who  fror.!  a  relaxed 
palate,  talked  like  one  with  a  cleft  palate,  was  cured  in  four  lessons, 

I  have  a  class  of  small  children  for  sight  reading,  all  of  whom 
were  monotones,  with  the  dead  quality  attendant  upon  lack  of  mu- 
sical perception.  In  three  months  all  but  one  could  sing  tunes,  and 
constant  suggestion  has  given  them  at  least  an  acceptable  tone-qual- 
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ity.  A  standard 'Sysfefh,  therefore,  would  be  of  as  great  benefit  to 
speech  as  to  song. 

This  is  not  a  plea  for  the  strictly  physiological  method,  for  sing- 
ing cannot  exi=*  without  the  esthetic,  and  emotional  expression  is 
the  thing  most  to  be  desired,  but  the  point  is  that  every  teacher 
should  understand  the  laws  of  vocal  action,  and  by  combining  these 
with  the  esthetic,  have  a  good  psycho-mechanical  system,  by  which 
individual  requirements  could  be  met.  We  should  work  upon  prin- 
ciple, but  each  one  may  use  his  own  application  of  exercises. 

We  have  come  here  to  offer  some  suggestions  which  we  hope  will 
concentrate  thought  and  action  into  a  practical  move.  Something 
must  be  done  to  meet  the  demand  for  a  standard,  and  the  wisest 
plan  is  to  begm  with  concerted  action  which,  in  time,  will  develop 
into  a  consensus  of  opinion. 

The  word  of  the  individual  can  be  accepted  only  as  it  helps  to 
balance  the  scales,  for  human  nature  is  such  that,  if  we  had  Por- 
pora  in  our  midst,  he  would  have  some  disciples,  but  many  dissent- 
ers. 

The  committee  must  not  be  large  enough  to  be  unwieldy, — if 
possible,  a  few  teachers,  doctors,  critics,  willing  to  give  the  neces- 
sary time  to  the  work. 

The  keynote  must  be  experimentation  with  voices.  Two  lines 
must  be  followed — ^normal  voice-development  and  the  classification 
and  removal  of  all  tonal  peculiarities  caused  by  interferences.  Issue 
a  call  for  singers  who  never  have  taken  lessons  to  come  before  a 
committee  for  the  good  of  the  cause.  By  this,  a  few  simple  rules 
could  be  made  and  their  underlying  principles  shown,  the  use  of 
which  would  be  of  inestimable  benefit. 

The  committee  should  report  the  proof  of  its  results  to  the  Na- 
tional and  State  Associations,  and  this  would  lead  to  the  establish- 
ment of  national  and  state  normal  schools,  where  teachers  could 
study  all  branches  of  the  art.  Legislation  would  then  be  possible, 
for  there  would  be  something  definite  upon  which  to  legislate.  The 
period  of  study  and  quality  of  knowledge  required  could  be  fixed 
by  law. 

We  are  optimistic  enough  to  believe  that  teachers  would  embrace 
the  opportunity  of  acquiring  a  definite  knowledge  if  it  were  properly 
presented.  If  they  did  not,  they  would  risk  failure  from  the  lo.^s 
of  public  support. 

The  benefits  to  teachers  would  be  two-fold:  first,  the  recognition 
due  them;  second,  financial  gain  from  increase  of  business  by  hav- 
ing secured  public  confidence. 
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Gentlemen,  by  going  to  your  homes  and  agitating  this  important 
matter,  you  can  be  of  great  assistance  in  bringing  it  about,  and  we 
firmly  believe  that  this  meeting  will  prove  to  be  a  valuable  con- 
tribution to  better  conditions,  which  are  sure  to  result  from  the 
standardization  of  "Methods  in  Vocal  Training." 

We  present  for  your  consideration  a  clinical  demonstration  of 
four  cases  with  a  diagnosis  of  conditions,  and  a  suggestion  for  rem- 
edy of  defects. 

Case  4:  Soprano.  Imperfect  connection  between  breath  and 
tone,  causing  poor  attack.  Breath-pressure  not  strong  owing  to 
chest  falling  too  rapidly.  Stiffness  of  neck,  chest  and  tongue- 
muscles,  causing  a  thickness  of  tone. 

-  By  removing  stiffness  of  chest-muscles  during  inhalation,  and 
not  allowing  upper  chest  to  full  too  rapidly  during  the  singing  of 
tone,  the  singer  was  enabled  to  create  a  breath-pressure  which  al- 
lowed a  relaxation  of  the  stiffened  neck  and  tongue-muscles,  giving 
free  emission  of  tone  and  making  the  quality  clearer  and  lighter. 
The  pathological  history  of  this  case  showed  that  she  had  recur- 
rent double  nodules  on  the  vocal  cords,  which  had  been  removed 
by  Dr.  Frank  E.  Miller,  allowing  the  voice  to  be  used  again. 

Case  8:  Contralto.  Breath  support  and  attack  poor.  Back 
tongue  too  low — lips,  jaw  and  chin  muscles  stiff.  Registers  of 
different  quality  and  not  blended,  vocalization  on  "oh"  with  cov- 
ered tone.  -  Enunciation  impaired  from  lip;  jaw  and  tongue  stiff- 
ness. Relaxing  this  stiffness  vocalizing  on  "ah"  with  better  breath- 
oressure  caused  a  better  quality,  tone  becoming  softer.  Registers 
were  somewhat  evened  by  using  same  character  of  effort  at  different 
parts  of  the  voice. 

Case  15:  Baritone.  Great  bodily  stiffness  and  poor  breath 
pressure,  vocalization  on  "oh"  and  covered  tone  with  forcing  and 
roughness.  Readjustment  of  body  and  relaxation  of  tongue  and 
lips  with  vocalization  on  "ah"  gave  a  better  quality  and  smoother 
tone. 

Case  14:  Baritone.  Man  of  34,  who  had  sung  soprano  in 
public  until  29  years  of  age,  when  voice  suddenly  changed  to  bari- 
tone. Range  limited,  breath  pressure  poor,  tongue  grooved,  caus- 
ing pinched  tone.  Facial  muscles  over-contracted.  Relaxing  tongue 
afld  facial  muscles  and  giving  more  breath-pressure  gave  a  much 
better  quality  of  tone  and  removed  a  roughness  which  had  been 
present.     Vocalization  all  done  on  "ah." 

810  Carnegie  Hall. 


VOCAL  ART  SCIENCE  FROM  THE  STANDPOINT  OF  USE 
AND  ABUSE  OF  THE  VOICE '^ 

DR.  FRANK  E.  MILLER,  NEW  YORK  CITY. 

Focal  Art  Science,  from  the  standpoint  of  use  and  abuse  of  the 
voice,  is  the  subject  presented  to  you  to-day  for  your  consideration 
and  discussion.  Definite  and  worthy  results  can  ue  obtained  only 
by  sincere  concentration  of  thought,  combined  with  effort,  and  I 
will  ask  you  to  give  your  undivided  attention  to  the  first  and  fore- 
most necessity  resulting  in  our  present  urgent  demand  for  a  pos- 
sible American  Standardization  of  Tone  Production  in  Vocal  Art 
Science,  and  its  subsequent  issues. 

I  believe  that  in  general  laryngo-pharyngeal  observations  are  so- 
replete  with  inaccuracies  and  individualisms,  so  far  as  voice  pro- 
ductions are  concerned,  that  conclusions  of  general  value  cannot  be 
determined.  It  seems  necessary  that  individual  cases  should  be  set 
aside,  to  give  room  for  thousands  of  observations  on  different 
schools  and  individuals  in  order  to  furnish  solid  facts  on  which  al! 
may  stand  and  depend,  and  we  believe  it  absolutely  true  and  neces- 
sary that  the  physicians,  physicists,  singing  teachers  and  perform- 
ers, each  one  in  his  own  sphere,  and  all  collectively  work  in  har- 
mony for  a  common  end  and  goal. 

In  1 891  I  stated  the  necessity  for  a  standard  of  tone,  and  had  the 
idea  of  constructing  a  voice  measure,  a  tester,  a  phonometer  or 
vocometer,  if  you  please.  It  was  to  consist  of  a  combination  of  a 
phonograph,  photograph,  and  a  mechanical  reproduction  of  the 
registration  of  the  vocal  sounds,  the  combination  so  arranged  as  to 
form  a  standard  for  vocal  tones,  to  measure  and  compare  for  all 
time  every  voice  in  the  world.  After  much  deliberation  and  thor- 
ough discussion  of  the  subject,  one  conclusion  was  irresistible,  that 
for  the  present  the  only  practical  vocometer  is  the  tried  and  ex- 
perienced maestro,  who,  by  his  delicate  and  finely  trained  organ  of 
hearing,  power  of  judging  expression,  and  aided  by  experience  and 
ability  to  impart  his  knowledge,  is  able  to  conduct  the  pupil  to  use 
properly  that  divine  gift,  the  voice,  in  a  perfect  manner,  so  that 
tone  springs  from  the  throat  with  a  spontaneity,  and  coquettes  with 
a  reserve  that  makes  us  long  for  more. 

♦Read  at  the  meeting  of  the  American  Laryngological,  Rhinological  and 
jQtological  Society.  Philadelphia,  May   13,  1912. 
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In  a  long  career  of  practical  specialized  work,  I  have  had  the 
good  fortune  to  closely  observe  some  of  the  foremost  singers  of 
the  day,  and  I  have  gathered  a  store  of  information  as  to  what 
does,  as  well  as  what  d6es  not  constitute  good  singing.  I  feel  that 
I  should  give  the  results  of  these  observations  to  the  many  earnest 
vocal  students  who  are  striving  towards  the  light,  in  the  hope  of 
rendering  practical  service.  There  is  no  intention  upon  my  part  of 
serving  up,  as  in  compressed  tablet  form,  a  complete  musical  edu- 
cation within  the  limited  time  allotted  me. 

Vocal  Art  Science  stands  for  the  consummately  true  and  beauti- 
ful in  singing.  The  singer  must  weld  the  art  and  science  into  in- 
dissoluble union.  He  who  does  this  practices  the  most  exquisite 
and  ennobling  of  arts,  giving  messages  of  inestimable  uplift  direct- 
ly to  the  human  soul :  he  is  the  true  exponent  of  vocal  art  science. 

In  regard  to  the  loss  of  voice  in  singers,  Mr.  W.  J.  Henderson 
has  stated  that  two  things — ignorance  of  any  method  of  singing, 
and  acquaintance  with  a  radically  incorrect  method — are  the  most 
prolific  causes  of  voice-failure  among  singers. 

The  important  question  for  throat  specialists,  physicists,  teachers 
and  singers  is  :"How  is  tone  produced  by  human  vocal  organs?" 
Up  to  the  present  time  it  has  remained  unanswered.  I  attribute 
this  to  the  fact  that  the  above-named  professionals  seldom  work 
together.  Each  one  makes  researches  in  his  own  line,  without  re- 
gard to  important  factors  found  by  the  others. 

In  order  to  understand  our  subject  we  must  have  a  correct  voice 
analysis.  Artistic  singing  involves  complete  physiological  control 
of  the  voice-producing  functions,  combined  with  entire  command 
of  the  metaphysical  resources  of  art.  In  order  to  understand  what 
is  meant  by  "physiological  control  of  the  voice-producing  func- 
tions," it  is  necessary  for  us  to  have  a  correct  understanding  of  the 
voice-producing  mechanism,  and  the  method  of  control. 

This  essay  is  not  intended  to  bring  forth  any  new  theories,  but 
to  state  a  few  facts  as  they  appear  under  careful  observation,  and 
to  leave  them  with  you.  The  most  earnest  work  of  the  singer,  the 
teacher,  the  physician  and  the  physicist  is  necessary  to  bring  some 
clearness  out  of  a  multitude  of  divergent  opinions  prevalent  to-day 
on  voice  and  voice-production. 

It  is  proposed  to  mark  the  singer  on  the  basis  of  loo  counts,  and 
to  give  such  points  as  range,  and  resonance,  breath  control,  etc., 
their  due  value  in  the  sum  of  the  whole.  Before  presenting  the 
scheme  of  marking,  it  will  not  be  amiss  to  explain  clearly  what  is 
understood  by  range,  timber,  volume,  and  other  terms  which  slip 
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so  glibly  from  the  tongues  of  persons  who  have  no  clear  idea  of 
what  they  impry.  Recently  the  author  of  a  popular  book  made  the 
statement  that  singing  "off  pitch"  was  the  only  fault  existing  in 
singers.  When  confronted  with  questions  of  a  lack  of  resonance, 
breath  control,  tongue,  position,  and  the  like,  he  said  that  "pitch" 
included  all  these.  \\'hat  ailed  this  man  was  that  he  did  not  know 
the  meaning  of  the  term  "pitch.'' 

Style  includes  diction  and  expression — by  it  we  approximate  the 
singer's  grasp  of  the  aria  or  song  and  his  ability  to  convey  his  con- 
ception to  his  audience.  Good  style  implies  a  nice  discrimination 
between  text-production  and  voice-production.  It  means  the  proper 
idea  of  the  relative  value  of  vowels  and  consonants.  It  is  through 
good  style  that  w^e  come  closest  to  the  mentality  of  the  singer. 

Resonance  is  the  reinforcement  of  song  by  means  of  hollow, 
spaces,  which  gives  quality  to  vocal  sounds  by  their  reverberation. 
In  singing  we  distinguish  between  nasal  and  palatal  resonance. 
These  should  be  balanced,  and  when  we  say  the  resonance  is  not 
well  distributed  we  mean  that  one  or  the  other  is  lacking  or  defi- 
cient in  quantity.  In  speaking  of  nasal  resonance,  it  is  understood, 
as  in  all  illustrations  in  this  article,  that  there  are  other  resonances, 
these  two  used  as  examples  to  illustrate  the  idea. 

Range  is  the  scope,  extent  or  compass  of  the  voice.  Some  voices 
are  short,  while  others  have  a  greater  scope  than  is  usual.  Volume 
is  the  space  that  voice  fills,  or  the  encompassing  powier  of  the  voice. 
By  flexibility  we  mean  elasticity,  or  pliancy.  The  flexible  voice  can 
execute  rapid  and  difficult  phrases  with  ease,  while  the  stiff  voice 
finds  only  the  slower  and  heavier  passages  possible  to  it.  The  flex- 
ible voice  swells  and  diminishes  with  ease,  and  gives  the  subtle 
accent  and  diminuendo  to  good  style.  Agility  comprises  the  power 
to  execute  trills,  flourishes  and  florid  work  generally.  We  under- 
stand by  breath-control,  breath  so  managed  as  to  insure  good  phras- 
ing and  steady  support  to  the  tone.  The  abominable  wavering  and 
wobbling  of  tone  which  so  often  offends  the  ear  is  nearly  always 
caused  by  defective  breath-control. 

When  we  make  a  special  note  of  the  tongue  we  are  considering 
its  position — for  the  tongue,  of  which  the  Holy  Writ  speaks  as 
"an  unruly  member,"  must  not  be  obstreperous ;  it  may  prove  to  be 
a  serious  obstacle  to  the  attachment  of  the  open  throat  and  smooth- 
ly flowing  tone. 

The  Germans  call  timber  "tone  color."  Timber  is  individuality 
of  the  voice.  No  two  of  us  have  identical  timber.  We  may  speak 
of   a   voice  of   white    timber,   or   quality,    showing   lack   of   nasal 
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resonance — dark  timber,  the  result  of  a  sort  of  faked  weight  and 
the  besetting  sin  of  contraltos;  sympathetic,  rich  timber,  etc. 

To  explain  the  chart  (of  which  the  following  is  submitted  as  a 
sample)  each  of  the  points — personality,  experience,  style,  timber, 
volume,  resonance, — ten  counts  each;  range,  tongue,  flexibility,  and 
agility, — five  counts  each;  breath  control  and  pitch, — ten  counts 
each.  "Voice"  means  kind  of  voice.  We  divide  singers  into  three 
classes — first  class,  90  counts  or  over, — second  class,  between  75 
and  80, — third  class,  below  75  counts. 

SAMPLE  OF  CHART  FOR  MARKING  SINGERS. 

Name:     Miss ;    Residence:    New  York. 

Nativity:     American.  Weight:     178  lbs. 

Peksonaxity:     Stout,  mature,  self -possessed  (5).        Height:   5  ft.  8  in. 

Style:     Good  (10).  Type:     Florid. 

Professional  Experience:  Has  sung  in  6  operas;  coached  in  9.  (10) 
.  Complexion :     Fair. 

Professional  Singers  in  Family:  Class:     2 — 76  counts. 

Voice:     Soprano.    Range:  A  (flat)  to  62  (lO).    Timber:  White  (5). 

Volume:  Fair  (5).  Resonance:  Sings  way  back  on  vocal  cords  (5); 
no  nasal;  marked  fundamental. 

Tongue:  Humped  (5).  Breath  Control:  Good,  big  diaphragmatic  de- 
velopment (10). 

Flexibility:  Ordinary  (3).  Agility:  Lacking  facility  (3).  Pitch: 
Sang  habitually  sharp — (5). 

Remarks:  Has  influential  friends  who  have  sent  her  abroad.  $14,000 
spent  for  instruction  in  four  years.  Trained  with  Herr  F.  E.  and  G.  Q. 
Says  she  has  good  voice  but  her  training  has  done  more  harm  than  good. 
Herr  P.  highly  recommends  her.  G.  says  she  will  have  a  brilliant  career. 
(Made  upon  person  who  marked,  an  unfavorable  impression — quality 
over-rated ) . 

Causes  Influencing  the  Resonating  Spaces:  It  will  be  impossible 
for  me  to  go  into  the  matter  of  interference  in  the  hollow  spaces 
from  the  turbinates,  tonsils,  etc.,  to  a  satisfactory  extent ;  this  mat- 
ter has  been  taken  up  in  detail  in  my  lecture,  which  will  in  short 
time  be  presented  to  you  for  your  consideration  in  my  new  book, 
"Vocal  Art  Science." 

I  will  here  merely  suggest  for  your  consideration  that  the  causes 
influencing  the  resonance  spaces  are  the  three  valves  of  our  in- 
struments, viz.,  the  palate,  tongue  and  epiglottis.  The  action  of  these 
determine  the  entire  voice  question,  because  they  not  only  govern 
our  resonating  spacies,  but  control  in  a  very  elastic  way,  the  action 
of  our  whole  instrument.  Most  all  medical  questions  center  about 
these: 

When  the  palate  is  removed,  so  as  to  make  a  perfect  arch,  as  has 
been  done  in  former  years,  without  consideration  of  its  effect  upon 
the  voice,  we  have  the  well  known  symptom  of  egophony,  or  bleat- 
ing, and  ability  to  form  overtone  is  markedly  diminished ;  yet  even 
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with  this  an  artist  has  been  known  to  go  through  his  whole  career, 
but  not  without  extreme  mental  suffering  through  his  vocal  exer- 
tions. I  do  not  mean  to  even  suggest  how  this  body  shall  decide 
that  operation,  but  we  should  consolidate  upon  one  opinion  as  to 
where  and  how  it  should  be  ablated. 

As  within  its  folds  and  attachments  we  have  the  tonsils,  another 
question  comes  forw^ard:  Normal  tonsils  assist  the  voice,  acting 
principally  to  lubricate  the  adjoining  muscles,  by  separating  and 
moistening  them,  and  also  as  a  safety-valve  for  the  excessive  ab- 
normal secretions  developed  by  the  digestive  tract.  In  this  way 
they  modify  and  hold  the  balance  of  resonance  of  the  three  cavities 
just  mentioned,  and  they  are  of  most  phonetic  value  when  normal,' 
to  say  nothing  of  their  value  to  digestion. 

Diseased  and  enlarged  tonsils  interfere  with  all  the  muscles  in 
their  vicinity  by  infecting  them,  and  distorting  the  vibrations  of  the 
voice  and  impairing  the  functions  of  the  three  cavaties  mentioned 
above,  besides  destroying  the  valuable  assistance  of  sunesthesia,  or 
co-operation  of  all  the  senses. 

If  they  can  be  restored  to  normal  by  any  means  otherwise  than 
by  removal,  it  might  be  tried,  but  we  must  bear  in  mind  that  voice 
is  a  habit,  and  if  the  habit  is  bad,  it  were  better  to  remove  the  ton- 
sil. Diseased  tonsils  from  the  atrophic  side  are  more  to  be  feared, 
because  they  harbor  pathologic  germs,  which  result  in  specific  in- 
fections. Among  the  results  of  these  infections  we  have  the  node, 
which  in  turn  wull  be  influenced  by  the  special  poisoning  that  in- 
fects the  tonsil,  diptheria,  mixed  infection,  staphylococcus,  and  pneu- 
mococci,  which  cause  catarrhal  conditions  of  the  pillars  and  the 
plica.  In  order  to  have  a  most  interesting  session,  a  number  of 
cases  were  brought  from  New  York  for  the  opinion  of  the  Fel- 
lows gathered  from  the  four  quarters  of  the  United  States.  Some 
of  these  cases  are  as  follows: 

Case  i:  A  fibroma  developed  upon  the  center  of  the  vocal  cord, 
as  a  sequel  to  a  node,  i.  e.,  a  small  red  tumor  hanging  from  center 
of  left  vocal  cord.  This  took  two  years  to  develop.  It  can  be 
demonstrated  by  a  mirror,  or  by  the  singing  voice,  and  is  best  ob- 
served while  singing  the  scale  of  f  at  both  ends  of  the  scale.  It  was 
to  be  left  to  the  judgment  of  the  Committee  of  the  Society  as  to 
what  should  be  done  in  this  case. 

Case  i8:  Fibroma  on  the  right  vocal  cord,  same  as  case  No.  i, 
but  the  fibroma  had  been  removed  one  week  before  the  meeting 
of  the  American  Laryngological,  Rhinological  and  Otological  So- 
ciety, and  the  patient  was  capable  of  being  demonstrated.     Patient 
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sang  full  range  in  one  week  after  removal  of  fibroma.  Query : 
When,  in  the  judgment  of  this  august  body,  should  he  be  allowed 
to  sing? 

Case  -?:  Fibrous  band  tissue  was  developed,  about  the  size  of  an 
apple  seed,  on  the  arytenoid  end  of  the  left  vocal  cord :  one  and  a 
half  years'  duration.  After  several  consultations  it  was  deemed 
best  to  remove  it.  Upon  removal  in' three  weeks  patient  was  able 
to  use  his  voice  from  C^  down  to  A,  without  any  noticeable  impair- 
ment. From  A,  below,  a  husky  sound  developed  in  the  voice. 
Query:  What  should  his  exercises  be,  and  when  might  he  hope  for 
a  full  return  of  his  voice?  (Most  people  understand  this  trouble  as 
"false  cord  interference,"  as  is  produced  by  pronouncing  the  word 
"luck"  very  forcibly,  and  lingering  on  the  letter  "k,*'  used  by  many 
teachers  to  illustrate  attack  and  breath  control.) 

Case  5:  Left  frontal  sinus  and  left  antrum  trouble,  with  hyper- 
trophied  turbinated  bones.  Removal  of  the  turbinated  bones — in 
three  months  resulting  in  marked  diminution  of  all  discharges. 
Three  days  after  removal  the  whole  left  side,  face  and  vocal  cords 
became  partially  paralyzed.  Vocal  cords,  true  and  false,  became 
thoroughly  relaxed.  In  three  months  time  they  were  restored  to 
normal.  Query:  What  caused  the  partially  paralyzed  condition  of 
the  vocal  apparatus  in  the  larynx?  The  close  association  of  tur- 
binated bones  with  the  nerve  supply,  or  Meckel's  ganglion,  would 
account  for  the  facial  condition.  This  has  occurred  several  times 
in  my  practice,  and  would  seem  to  indicate  that  the  akinesis,  or 
relaxation  of  the  vocal  cords  on  the  left  side  of  the  larynx  started 
in  the  temporary  injury  to  Meckel's  ganglion  above,  although  the 
nerve  supply  of  the  larynx  is  quite  remote. 

Query  2\  What  influence  does  the  removal  of  the  turbinated 
bones  on  one  side  have?  If  Muckey  and  Hallock's  theory  be  true, 
that  the  closing  of  the  post-nasal  space  by  the  soft  palate,  causes 
a  disappearance  of  the  four  upper  overtones  of  the  voice,  are  not 
these  three  turbinated  bones  the  resonators  which  respond  as  partial 
overtones  to  the  fundamental  of  the  vocal  cords, — B^  flat,  G^  and 
E^ — the  superior  turbinated  bone  representing  B^  flat,  middle  tur- 
binated bone  representing  G^  and  the  inferior  turbinated  bone 
representing  E^?  However,  having  left  three  whole  turbinated 
bones  as  resonators  on  the  right  side,  and  having  perfect  space  to 
breathe  through  on  the  left  side,  with  undisturbed  septum,  in  this 
case,  has  given  the  patient  perfect  voice.  The  voice  improved 
markedly  in  its  overtones,  and  opened,  as  the  patient  said,  "a  new 
resonance  cavity,"  giving  him  an  entirely  new  placement  for  tone. 
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Query:  When,  how,  and  where  should  the  turbinated  tissues  be 
removed  in  singers? 

Case  4:  In  February,  1907,  removed  double  C-sharp  node  with 
forceps.  Sang  in  three  weeks.  December,  1909,  removed  one  node 
from  left  cord — a  double  C-sharp  node,  that  is,  nodes  at  anterior 
third  of  cord.  Recovered  in  three  months.  December,  1910,  re- 
moved three  nodes,  two  C-sharp  and  one  F-sharp,  or  nodes  oc- 
curing  midway  -between  the  anterior  third  and  the  thyroid  end  of 
the  cord.  The  F-sharp  node  was  found  on  the  left  vocal  cord, 
leaving  the  cords  in  a  ragged  and  apparently  torn  state.  After  re- 
moval in  1910  the  return  of  the  voice  was  exceedingly  slow,  and  at 
the  end  of  six  months  two  enlarged  and  atrophied  faucial  tonsils, 
and  also  a  lingual  tonsil,  were  removed,  the  removal  of  which 
(though  not  very  large)  was  deemed  best,  when  it  was  recalled 
that  our  beloved  and  esteemed  Dr.  Knight  wrote  an  article  on  this 
subject,  suggesting  this  procedure.  Patient  did  not  speak  for  six 
months  and  did  not  sing  for  nine  months.  Has  now  been  singing 
for  two  years  in  a  perfectly  reliable  manner,  probably  due  to  the 
{act  that  after  the  nodes  were  taken  out  both  faucial  and  lingual 
tonsils  were  removed.  However,  I  leave  that  for  the  Society  to  de- 
cide. Much  interest  was  centered  about  this  case,  because  of  the 
Curtis  method  of  reducing  nodes  by  singing  arpeggios,  scales  and 
notes,  focussing  in  the  mask,  and  pronouncing  "mazu-mazu-mazv" 
with  chin  resting  on  the  sternum ;  or  the  Howard  Brown  method, 
which  is  singing  the  thirds,  arpeggios,  on  the  syllables,  "ha-ha-hay- 
he"  with  ha-ha  on  the  same  note,  hay  made  nasal  on  the  third  above, 
and  he  returning  to  the  same  note  as  ha  below.  This  produces  an 
elevation  of  the  edges  of  the  cord  with  a  new  form  of  alignment, 
which  in  turn  is  due  to  the  change  of  the  arytenoid  in  its  position 
in  the  facet  of  the  cricoid-cartilage,  which  does  away  with  the  fal- 
setto notes  used  in  the  Curtis  production,  since  segmentation  only 
occurs  above  C,  the  production  of  which  gives  the  first  division  of 
cord  for  the  formation  of  overtone,  no  division  being  perceived 
in  the  first  octave  of  the  C  upward;  the  Curtis  method  being  sung 
in  falsetto  tone  above  this  C,  and  being  focussed  in  the  mask,  with 
notes  carried  upward  in  pitch,  it  would  seem  not  to  be  practical  for 
the  removal  of  nodes  which  have  an  affinity  for  the  anterior  third 
of  the  cord,  as  seen  in  all  cases  of  the  C-sharp  node,  or  the  com- 
mon node  of  singers. 

Nodes  follow  the  laws  of  segmentation.  If  falsetto  is  sung  it  in- 
volves only  the  portion  of  the  cord  in  vibration  above  the  first 
octave;  manifestly  as  the  swing  of  the  other  notes  goes  below  the 
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cord,  there  is  now  vibration  in  them.  Again,  in  singing  the  iaY- 
setto  tone  on  maw-maw-maw,  the  pitch  is  taken  In  the  vicinity  of 
E  and  F  and  cannot  be  carried  down  farther  than  C  without  break- 
ing of  the  voice,  as  a  rule,  but  with  practice  it  can  be  done.  Now 
as  we  can  generally  sing  from  C  to  the  C  above  without  any  difficulty, 
it  is  not  necessary  to  sing  falsetto  at  all,  unless  we  get  into  a  bad 
habit,  which  the  word  "falsetto"  indicates.  True,  we  know  that  if 
one  looks  through  the  anterior  nares  of  a  person  who  has  a  very 
large  and  long  patent  choana  he  will  observe  that  for  every  change 
of  pitch  there  is  a  very  limpid  and  accurate  adjustment  of  the  soft 
palate.  It  will  be  seen  to  fly  up  and  hold  its  position  for  a  moment, 
with  every  suggestion  of  the  pitch-producing  apparatus,  in  a  man- 
ner bordering  on  the  marvelous.  It  resembles  a  column  of  water 
thrown  to  a  certain  height,  alternately  rising  and  receding  in  per- 
fect rhythm.  Hence  we  know  that  the  palate  is  arranging  the  post- 
nasal cavity  for  the  production  of  an  overtone  and  pitch,  and  the 
necessary  resonance  of  tone-production,  for  then  there  is  a  reflec- 
tion from  the  post-nasal  cavity  and  that  is  reflected  upon  the  vocal 
cords  at  the  point  of  segmentation.  Will  not  any  singing,  correct 
or  incorrect,  cause  nodal  formation?  Or  does  the  production  of  a 
false  tone  cause  inharmonic  conditions  which  rearrange  the  nodal 
formation  on  the  cord  in  a  different  manner,  so  that  an  attempt 
might  be  made  to  change  the  position  of  these  nodes  and  in  this 
way  help  eradicate  our  difficulty.  The  scheme  of  the  Browns,  of 
the  "ha-ha-hay-he"  through  the  nose,  involves  both  the  use  of  the 
fundamental  note  of  the  cord  and  the  segmentation  system  above 
the  point  where  the  fundamental  begins  to  be  reinforced  by  the 
superstructual  tone — because  with  the  aspirant  "ha-ha"  they  bring 
the  cords  slowly  together  for  the  sake  of  massage,  and  with  the 
"hay"  through  the  nose  they  get  the  massage  and  reflex  activity  of 
the  space  which  is  used  for  overtone  formation,  also  a  positive  and 
different  alignment  by  the  action  of  the  palato-pharyngeus  in  cord- 
stretching. 

Or  shall  we  employ  another  method  by  applying  an  astringent, 
such  as  adrenalin,  cocain,  zinc,  tannin  and  argyrol.  thus  absorbing 
the  small  infiltration  into  these  tissues? — all  of  which  have  been 
known  to  apparently  absorb  fresh  nodal  appearances  on  the  cord. 
All  of  these  methods  have  been  observed  by  many  men,  and  have 
been  successful  to  a  certain  extent,  but  one  thing  is  very  positive, 
when  acute  inflammations  exist,  combined  with  infections,  colds  and 
the  like,  the  voice  can  not  be  used  without  great  danger  to  the  vocal 
cords.     When  a  node  begins  to  be  organized,  as  indicated  by  its 
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size  and  redness,  it  practically  becomes  necessary  that  the  patient 
must  have  absolute  rest.  A  fibroma  is  decidedly  different  tissue 
from  fibrinous  development  in  node  formation;  so  is  papilloma. 
Our  energetic  Secretary,  Dr.  Harris,  in  writing  to  me  on  the  ques- 
tion of  etiology  of  node  formation,  said  he  did  not  believe  that  I 
could  prove  successfully  before  a  jury  of  our  Fellow  Laryngologists 
that  cheesy  degeneration  of  the  tonsil  caused  nodes.  I  have  never 
been  able  to  prove,  by  reading  my  articles,  that  I  made  such  a  state- 
ment, nor  wish  to  have  such  an  idea  hold  sway,  although  I  have 
never  seen  a  node  form  without  at  some  time  in  its  formation 
cheesy  deposits  were  expressed  from  the  tonsil. 

The  patient  had  no  other  sensation  than  that  of  a  weakness  of 
the  left  side  of  the  throat  in  the  vicinity  of  the  vocal  cords,  with  a 
tendency  to  clear  (as  it  were)  and  a  sensation  of  mucus  in  the 
throat,  "but  no  mucus  would  come."  Examination  revealed  (as  il- 
lustrated in  one  of  the  oil  paintings  brought  with  me)  white  cheesy 
deposit  in  the  atrophied  tonsil,  several  thickened  papules  lying  on 
the  surface  of  the  mucous  membrane  of  the  anterior  pillar,  or 
palato-glossus ;  some  of  the  circumvallate  papillae  are  thickened 
and  red;  several  papules  appear  upon  the  mucous  membrane  over 
the  palato-pharyngeal  fold,  and  several  (generally  one)  upon  the 
mucous  membrane  over  the  ary-epiglottic  fold,  or  ligament.  In  this 
condition  when  the  secretions  cease,  and  these  papules  become 
irritated  through  lack  of  moisture,  a  sudden  tickling  sensation  en- 
sues,— the  palato-pharyngeus  contracts  in  an  irregular  manner,  act- 
ing upon  that  part  of  the  palato-pharyngeus  which  regulates  the 
part  of  the  palate  which  is  concerned  in  the  formation  of  the  super- 
structural  or  partial  overtones.  A  sudden  spasm  ensues,  and 
relaxation  occurs  in  the  whole  of  that  side  of  the  voice  apparatus, 
the  larynx  presenting  an  akinesis,  or  sub-luxation  of  all  the  parts, 
entering  into  the  formation  of  the  glottis,  especially  on  the  side 
affected.  In  experimentation  several  years  ago,  by  tying  off  the 
middle  fascic^plus  of  the  thyroid-arytenoid-externis,  it  was  seen  to 
cause  the  middle  third  of  the  cord  to  bulge.  This  occurs  not  at 
once,  but  after  several  spasmodic  efforts,  especially  with  the  clear- 
ing of  the  voice.  At  first  it  resembles  an  outward  curved  condi- 
tion of  both  true  and  false  cords,  and  in  a  short  time  it  is  seen  that 
this  part  bulged,  also  that  all  the  intrinsic  muscles  are  in  a  state  of 
akinesis.  When  the  action  of  phonation  ensues,  the  cord  of  the 
opposite  side  will  be  observed  to  exhibit  the  following  characteris- 
tics : 
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As  if  to  protect  its  injured  fellow,  the  arytenoid  will  be  drawn 
in  front  of  the  injured  one,  and  the  cord  at  its  arytenoid  end  seems 
almost  to  cross  over  and  above  that  of  the  injured  cord.  Strange 
to  say,  the  node  more  often  appears  on  the  well  side  than  upon  the 
weakened  side;  thus  the  cause  of  the  fibrinous  deposit  toward  the 
arytenoid  end  could  possibly  have  been  accounted  for  in  this  way. 
and  in  one  of  the  illustrations  from  the  twelve  records  which  I 
have  had  prepared  will  be  heard  this  peculiarity — in  a  few  seconds 
of  a  Victor  record  which  I  have  copied  for  this  occasion,  as  well 
as  a  few  seconds  of  another  record  wherein  the  patient  had  been 
singing  for  two  years  with  a  papilloma  the  size  of  a  pea  existing 
between  his  true  and  false  cords.  This  artist  has  not  lost  a  single 
performance,  and  when  I  saw  him  on  March  24,  1912,  for  the  last 
time,  every  vestige  of  this  papilloma  had  been  absorbed,  without 
taking  one  drop  of  medicine,  the  artist  himself  preferring  to  go 
on  in  his  anxious  condition  with  much  more  care  than  in  former 
years,  satisfied  with  the  constant  encouragement  of  an  ever  de- 
creasing tumor.  Such  are  vagaries  of  vocal  troubles!  His  own 
expression' was :  "I  formerly  abused  my  voice,  but  now  I  use  it 
with  care."  I  believe  that  with  this  principle  in  vogue,  there  will 
come  a  time  when  the  examining  laryngologist  will  say  that  "he  never 
had  a  tumor !" 

While  we  are  on  this  question,  I  will  ask  you  to  look  at  some  of 
the  effects  of  the  voice  upon  modem  instrumentation :  Yonder  is  a 
piano,  and  the  first  thing  that  commands  your  attention  is  a  "V" 
which  resemble  a  pair  of  inverted  vocal  cords.  This  indicates  that 
this  piano  is  constructed  with  its  break  between  E  and  F,  or  at  the 
crucial  points  of  the  singing  voice.  F  is  the  note  of  cosmos,  of  all 
the  great  natural  things, — the  humming  of  bees, — the  roar  of  the 
mighty  Niagara.  Why?  Because  God  attuned  these  great  natural 
things  to  respond  to  the  vibration  of  this  note.  And  now  be  have 
discovered  that  C  is  the  note  of  man.  Why?  Because  the  voice 
of  man  responds  to  that  note  in  such  a  manner  as  -it  responds  to 
no  other  vibration.  Upon  what  foundation  do  I  ba^e  this  asser- 
tion? Through  the  poverty  of  instrumentatiou,  having  no  mechan- 
ical resonators  at  hand,  and  endeavored  to  solve  the  problem  of  a 
standard  pitch  for  the  production  of  tone  by  the  human  voice, 
my  assistant,  Dr.  Perrault,  while  playfully  twirling  a  tuning  fork, 
placed  it  in  front  of  his  mouth.  I  seized  the  instrument  and  re- 
peated the  effort,  with  the  discovery  that  the  human  mouth  will 
give  the  same  result  as  the  brass  resonator,  but  in  a  more  beautiful 
form,  and  in  experimentation  with  over  a  hundred  different  pa- 
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tients  the  conclusion  was  forced  upon  me  that  the  human  voice  will 
respond  to  the  natural  key  of  C  as  it  will  to  no  other  note.  In  a 
male  voice  C-512  gives  the  desired  result,  and  in  the  female  C'-i024. 
Different  forks  were  found  to  respond  more  readily  to  different 
voices,  but  "C"  responds  to  all. 

Then,  why  not  take  the  key  of  C  as  our  standard  pitch  for  tone- 
production?  For  the  sake  of  harmony  and  unison  in  orchestra- 
tion, the  key  of  A  was  selected  as  the  desired  universal'  pitch  by 
which  to  tune  their  many  and  widely  differing  instruments.  Just 
as  necessity  demands  a  standardization  for  the  mechanical  produc- 
tion of  tone,  a  correct  attainment  of  voice  production  can  be 
achieved  by  just  such  a  standardization.  This  fact  merely  estab- 
lishes a  law  which,  though  ignorant  of  the  basic  principle,  has  been 
adopted  by  the  musical  world  even  from  the  early  ages. 

The  natural  scale  of  C,  without  sharps  or  flats — the  most  diffi- 
cult of  all — should  be  our  standard,  for  in  it  lies  every  difficulty 
for  vocal  art  science  to  overcome.  In  this  scale  lies  the  two  breaks 
the  same  as  in  the  human  voice.  In  playing  the  scale  of  C  on  the 
piano,  after  playing  the  first  three  notes,  you  place  your  thumb 
ready  to  apply  to  the  fourth,  and  in  ascending  the  scale  from  the 
fourth  note,  you  again  prepare  to  apply  your  thumb  to  the  eighth 
note,  thus  giving  you  two  breaks  in  the  registration  of  the  notes  by 
the  hand.  In  the  majority  of  voices,  male  or  female,  high  or  low, 
you  will  find  that  there  is  a  necessity  to  make  a  great  change  in 
voice  production  at  these  points,  yet  this  must  be  done  in  the  same 
position  so  as  not  to  change  the  quality.  It  marks  distinctively  the 
closing  of  the  soft  palate  against  the  post-pharyngeal  wall.  We 
notice  at  this  point  that  the  posterior  fasciculus  of  the  palato- 
pharyngeus  glides  up  under  the  palate  and  becomes  associated  with 
the  tensor  palati  and  the  levator  palati,  one  of  which  stretches  the 
palate  and  the  other  raises  the  curtain  in  such  a  manner  that  the 
air  can  positively  pass  under  the  soft  palate,  and  on  either  side  of 
the  soft  palate,  which,  with  the  levator  palati,  has  bunched  up 
against  the  posterior  wall,  so  that  an  air  space  exists  on  either  side 
of  the  raphe  which  regulates  nasal  resonance,  or  produces  nasality, 
as  required,  and  the  tensor  palati  arranges  this  space  in  a  most 
accurate  manner  for  the  overtones  which  are  formed  above  this 
point, — namely:  octave,  fifth,  octave,  third,  fifth,  seventh,  octave. 
This  leaves  four  overtones  to  be  governed  by  the  rearrangement  of 
the  post-pharyngeal  space  by  the  palato  pharyngeus,  the  tensor 
palati  and  the  levator  palati. 
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In  May,  1912,  we  tested  the  voice  of  Miss  Lillian  Kiel,  soprano, 
and  found  a  most  peculiar  condition  present.    Although  the  young 
lady  possessed  a  cleft  palate  of  large  proportion,  she  was  able  to 
sing  a  tone  of  very  good  quality  in  the  middle  range.    The  higher 
notes  were  present,  but  there  was  a  tendency  at  F  for  falsetto  to 
intervene  in  place  of  the  natural  tone.    It  was  found  that  the  tongue 
was  held  too  low  for  perfect  freedom  of  tone-production  and  thar 
there  was  some  stiffening  of  the  chin  muscles.     Breath  pressure 
was  inadequate.     The  supposition  in  a  case  of  this  kind  would  be 
that  the  voice  must  contain  nasality,  but  this  was  not  the  case,  due 
to  a  natural  musical  sense  causing  the  throat  to  form  a  combination 
which  simulated  the  artistic  tone.     It  was  noticed  upon  looking  in- 
to the  throat  that  there  was  a  contraction  of  the  palato-pharyngeus 
muscles  which  play  such  an  important  part  in  adjusting  the  buccal 
cavity  to  the  requirements  of  good  tone.    This  evidently  prevented 
the  nasal  sound,  peculiar  to  cleft  palate,  in  the  middle  tones,  but 
was  not  strong  enough  to  prevent   falsetto  on  the  higher  tones. 
On  being  told  her  condition  she  began  to  try  to  sing  the  same 
quality  of  tone  throughout  her  range,  and  in  doing  so  she  brought 
the  tensor  palati  and  the  levator  palati  into  action  with  the  pharyn- 
geus,  thus  distributing  the  balance  better  and  causing  a  freer  emis- 
sion of  tone  and  a  natural  quality  throughout  the  whole  range.  The 
young  lady  herself  was  able   to   feel  the  new  action   which   was 
present  in  her  tone  and  it  could  be  seen  with  the  eye.    The  quality 
of  tone  became  smoother,  more  resonant,  and  greater  in  volume, 
and  without  any  break  at  F,  tones  could  be  produced  as  high  as  D 
natural,  either  forte  or  piano.     The  best  result  was  obtained  upon 
the  descending  tonic  arpeggios.     There  is  no  question  but-  that  in 
time  vocalization  of  this  voice  will  produce  control.     It  was  tried 
to  produce  the  same  quality  in  the  speaking  voice  as  in  the  singing 
voice,  and  whien  this  was  done;  there  was  an  instantaneous  gain  in 
distinctness  of   enunciation  and  the  nasal  quality  present   in   the 
speaking   voice   almost    disappeared.      Laryngoscopic   observations 
showed  practically  no  variation  in  cord  alignment  between  the  fal- 
setto and  the  natural"  tonq,  but  the  action  of  the  palatal  muscles 
was  stronger  in  the  latter  than  in  the  former,  owing  to  lack  of  ob- 
struction from  the  roof  of  the  mouth  the  ends  of  these  muscles 
were  exposed  to  vievv^  and  the  following  is  an  eye-picture  of  the 
throat  singing  ah  on  soprano  F" :  Approximation  of  vocal  cords. 
Arytenoids  pull  upwards  and  backwards.     Stylo-pharyngei  pull  up- 
ward,' outward  and  backward  on  the  horns  of  the  thyroid  cartilage, 
throwing  the  larynx  backward  to  the  spine,  assisting  applification 
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of  t6ne.  Pillars  of  the  palato-pharyngei  approach  each  other  in 
the  back  of  the  mouth  on  contraction  and  pull  upward  and  for- 
ward on  the  horns  of  the  thyroid  cartilage.  Levator  palati  pulls 
straight  upward.  Tensor  palati  pull  in  a  straight  line  outward  to- 
ward hamular  hooks  to  give  a  balance  between  palato  and  levator. 
Constrictors  contract  toward  a  median  horizontal  line  across  them. 
The  stylo-pharyngeus  is  a  muscle  of  fixation,  but  the  rest  of  these 
muscles  aid  in  cord  stretching  by  pulling  upward  on  the  back  of 
the  thyroid  cartilage  and  aiding  the  crico-thyroid  muscle  which 
pulls  the  thyroid  cartilage  forward  in  cord  stretching.  The  tongue 
lies  in  such  a  position  that  unless  voluntarily  pulled  downward  the 
above  things  cannot  be  seen.  On  an  ascending  scale  the  tongue 
rises  evenly  throughout  its  surface  to  aid  the  hyo-glossi  to  pull  up- 
ward on  the  hyoid  bone  and  also  aid  the  tilting  of  the  thyroid 
cartilage. 

The  concerted  action  of  the  palate  muscles  and  stylo-pharyngei 
contributes  largely  to  artistic  quality,  seemingly  furnishing  just  the 
right  position  to  produce  that  peculiar  ring  in  the  tone  which  is 
necessary.  In  addition  to  their  physiological  action  in  cord-stretch- 
ing they  give  the  proper  size  and  shape  to  that  part  of  the  cavity 
which  they  bound ;  thus  materially  adding  to  resonance. 

Just  as  these  muscles  have  a  typical  natural  quality  in  tone-pro- 
duction, upon  derangement  they  produce  false  sounds  easily  detect- 
ed by  the  ear.  If  the  levator  or  tensor  palati  become  relaxed  the 
tone  will  have  a  relaxed  sound.  Should  the  palato-pharyngei  be- 
come relaxed  or  stretched  the  top  of  the  tone  will  seem  to  have  a 
hollow  sound.  There  are  three  false  qualities  caused  by  bad  tongue 
action:  (Hollow  tone — caused  by  grooved  or  lowered  tong^ie; 
thick  tone — caused  by  tip  of  tongue  being  drawn  back  and  thick- 
ened; muffled  tone — caused  by  tilting  tongue  upward).  These  false 
tongue  positions  usually  derange  palate  action  and  they  in  turn  up- 
set the  vocal  cords,  causing  all  kinds  of  trouble. 

In  using  the  tuning  fork  a  most  remarkable  thing  occurred  in 
three  different  cases  in  which  caries  and  necrosis  of  the  bone  was 
detected  by  means  of  the  tuning  fork  applied  to  the  teeth.  In  all 
of  these  cases  it  occurred  in  the  region  of  the  anterior  ethmoid 
cells  at  the  junction  of  the  frontal  and  superior  maxillary  bones  in 
the  orbit,  and  acute  pain  was  evinced  at  the  moment  the  vibrating 
fork  was  applied  to  the  teeth  and  the  diseased  parts  could  be  abso- 
lutely detected  by  the  area  aflfecte^,  and  subsequently  in  all  of  these 
casies  has  been  found  necrosis  of  that  part,  proving  that  it  was  one 
of  the  first  diagnostic  signs  of  bone  disease.     The  probable  ex- 
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planation  is  that  the  fragments  of  dead  bone  vibrated  against  the 
acutely  inflamed  tissue  at  that  point. 

Four  weeks  ago  I  journeyed  to  Boston  to  meet  that  remarkable 
man,  Dr.  Edgar  Holmes,  who  has  done  so  much  with  the  nasal 
endoscope,  to  observe  these  facts  which  I  had  previously  observed 
with  his  instrument,  but  not  as  clearly  as  I  have  been  able  to  see 
and  demonstrate  the  wonderful  limpid  and  rhythmic  movements  of 
"the  palato-pharyngeus  through  a  patent  nose,  without  the  endo- 
scope, while  singing  the  vowel  E,  movements  which  definitely  change 
with  every  change  of  pitch.  1  have  not  yet  been  able  to  see  what  was 
the  action  of  the  vocal  cords  through  the  nose.  I  had  used 
Hay's  endoscope  with  remarkable  success  in  looking  above,  but  not 
being  able  to  tell  much  by  mouth  examinations  on  account  of  dis- 
turbance of  the  parts  by  vowel  sounds  and  articulate  efiforts, — so  I 
appealed  to  him.  He  gave  me  to  understand  that  careful  and  cor- 
rect examination  could  not  be  made  through  the  nose.  Careful 
and  correct  examinations  can  not  be  made  through  the  month,  I 
find  however,  so  well  as  they  can  be  made  with  the  celebrated 
laryngoscopic  mirror  of  Garcia. 

Again  to  the  piano :  We  see  that  it  has  three  breaks,  or  registers 
— the  same  as  the  human  voice.  We  also  observe  that  the  long 
eight  foot  6  string  regulates  and  governs  the  temperment  of  the 
piano.  Every  tuner  knows  this.  The  great  problem  is:  how  to 
there  is  a  string  about  one-half  its  size,  but  another  string  is  wound 
divide  13  by  12, — that  is  to  temper  the  scale  of  13  notes  into  12 
so  that  the  steps  between  them  are  equal  in  relative  pitch,  and  to 
make  all  these  notes  arrange  themselves  perfectly  as  they  go  from 
one  to  another.  This  Dillingham  piano  is  the  first  harmonic  scale 
piano  made  in  the  world  on  this  principle.  You  will  observe  next 
to  the  C  string  that  I  have  spoken  of,  which  is  eight  feet  long,  ihat 
around  it,  about  one-half  its  length,  which  ma*kes  it  equal  in  weight 
to  the  long  eight  foot  C  string.  This  is  done  to  have  a  properly 
regulated  scale,  also  so  that  the  eight  foot  string  may  be  a  con- 
venient length  for  a  piano,  otherwise,  when  you  are  half-way  down 
the  scale,  it  would  be  manifestly  a  very  awkward  piano  when  you 
have  finished  several  octaves  below  the  eight  foot  C  string  that  the 
piano  requires.  It  would  be  necessary  to  have  a  string  sixteen 
feet  long,  and  to  get  the  effects  that  the  ear  would  be  able  to  appre- 
ciate, you  would  have  to  have  a  sounding  board  that  would  occupy 
the  length  of  a  room ;  hence  the  eight  foot  C  string  seems  to  be  the 
most  reasonable  and  practicable.  The  winding  of  this  increases  the 
weight  of  the  string  and  makes  the  pitch  correspond,  and  makes 
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it  possible  to  begin  with  a  length,  so  that  when  you  have  finished 
the  construction  of  the  piano  it  will  be  no  longer  than  the  C  eight 
foot  string  required.  Now  how  are  these  two  strings,  so  wonder- 
fully different  in  construction,  arranged  so  that  the  quality  is  not 
changed  by  the  manner  of  arrangement  and  the  manner  of  being 
struck?  I  have  explained  to  you  the  arrangement.  The  hammer, 
you  will  see,  is  placed  at  different  angles  of  the  string,  at  different 
points  for  the  new  arrangement  than  it  was  for  the  eight  foot  tone. 
Now  this  is  quite  analagous  to  the  voice.  The  palato-pharyngeus 
is  the  longest  string,  or  longest  muscle  that  we  have  in  the  human 
mechanism.  It  is  concerned  with  the  three  constrictors,  wherein 
we  have  the  two  breaks,  as  arranged  in  the  piano.  It  is  connected' 
with  the  pitch  of  the  voice,  just  as  the  eight  foot  C  string  regulates 
the  pitch  of  the  piano.  It  has  many  arrangements,  same  as  the 
string  which  is  eight  foot  long  and  the  string  which  is  not  half  as 
long,  with  its  weight  increased  by  wrapping  the  extra  string  around. 
It  is  automatic  and  has  to  endure  a  certain  tension,  the  same  as  the 
eight  foot  string  does,  and  it  has  to  arrange  the  whole  singing 
apparatus,  to-wit:  Suppose  you  have  a  case  of  cleft  palate,  as  in 
case  No.  lo,  the  upper  portion  of  the  palato-pharyngeus  hangs  in  a 
thickened  mass,  in  an  entirely  different  arrangement,  along  the 
sides  of  the  pharynx.  What  occurs  to  the  piano  if  anything  hap- 
pens to  the  eight  foot  C  string?  The  whole  piano  loses  its  regula- 
tion? What  happens  to  the  human  voice  in  the  case  of  the  cleft 
palate  ?  The  fineness  of  overtones  and  partials,  and  the  whole  fea- 
ture of  articulation  is  changed.  Even  the  obturator,  or  plate, 
would  not  overcome  this, — the  even  timber  and  position  is  changed. 
— yet  in  how  great  and  wonderful  a  manner  it  helps  to  regulate  the 
action  of  the  stylo-pharyngeus,  and  maintains  the  pitch  mechanism. 
Such  do  I  believe  is  the  function  of  the  palato-pharyngeus.  Yet  it 
is  perfectly  evident  from  the  study  of  this  palato-pharyngeus  that 
it  is  a  striped  muscle,  and  governed  by  the  will.  The  reason  that 
a  node  is  formed  is  that  this  muscle  gives  way  in  its  autonomy. 
Along  this  same  argument,  let  us  take  the  crico-thyroid  muscle. 
This,  which  according  to  the  best  authorities  is  absolutely  a  striped 
muscle  and  vQluntary,  is  supposed  to  work  in  harmony  with  the 
other  intrinsic  muscles  of  the  larynx.  On  the  theory  that  the  pitch 
mechanism  is  voluntary,  it  would  seem  that  the  internal  muscles  of 
the  larynx  are  involuntary,  both  in  structure  and  by  nerve  arrange- 
ment. The  crico-thyroid  is  said  to  act  in  harmony  with  the  in- 
trinsic muscles.  It  is  one  of  the  principal  cord-stretching  agents, 
and  never  changes  in  its  actions  in  the  larynx,  yet  autonomy  com- 
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pels  it  to  act  with  the  intrinsic  muscles  of  the  vocal  cords,  which 
are  all  imstriped  fiber,  and  involuntary,  showing  that  by  innerva- 
tion at  least  we  have  an  opposition  to  the  argument  of  involuntary 
action.  I  am  therefore  compelled  to  assume  for  the  sake  of  simple 
comparisons  of  voice  subjects,  from  the  study  of  the  palato-pharyn- 
geus  and  the  crico-thyroid  muscle,  that  the  only  way  to  look  prac- 
tically at  the  voice  question  is  to  study  it  from  the  standpoint  of 
autonomies,  which  are  controlled  by  the  medulla  of  the  spinal 
column,  as  well  as  in  the  brain. 

Why  not  take  the  first  of  the  great  autonomies,  beginning  within 
from  above — the  naso-palatal — for  instance:  There  seem  to  be 
autonomies  governed  by  the  valve-like  sphincter,  or  fan-like  muscle, 
such  as  the  nostrils,  the  slightest  compression  of  which  will  alter 
the  quality  of  our  tone.  This  cavity  is  closed  off  by  another  fan- 
like or  sphincter-like  muscle,  the  palate.  The  study  of  one  por- 
tion of  this  muscular  development  which  I  have  just  shown  you 
determines  just  how  they  should  act  to  produce  the  partial  over- 
tones governing  the  quality  and  timber  of  the  voice. 

The  second  great  autonomy  is  the  oral  cavity,  governed  by  the 
three  great  valvular,  fan-like  or  sphincter  muscles,  the  lips,  tongue, 
soft  palate  and  epiglottis.  From  the  wonderful  chart  "Consonants," 
which  is  painted  by  H.  W.  Merton,  one  can  work  out  a  very 
correct  action  of  the  tongue,  for  you  see  the  action  of  every  vowel 
and  consonant  by  applying  the  tongue  as  suggested  on  the  chart;,  and 
in  so  doing  you  can  obtain  as  perfect  a  result  as  the  instrument  is 
capable  of  producing. 

The  third  great  autonomy  exists  between  the  palate,  base  of 
tongue,  epiglottis,  and  the  vocal  cords, — or  glottis.  This  may  be  ^ 
styled  the  "momentic  cavity."  Here  a  wonderful  mechanism  exists 
in  all  the  valves  surrounding  this  cavity,  and  as  I  have  said  before, 
every  valve  portrays  its  action  on  the  vocal  cords,  and  produces  that 
wonderful  phenomena  of  voice-production,  and  also  the  formation 
of  segmentation  of  the  cords,  which  is  revealed  synchronously  in  the 
action  of  ieach  upon  the  vocal  cords. 

Another  and  fourth  great  autonomy  is  the  space  between  the 
vocal  cords  and  the  diaphragm,  another  great  fan-like  muscle.  It 
regulates  and  controls  in  the  same  wonderful  automatic  way,  and 
can  be  governed  in  the  same  automatic  way  as  above,  and  as  above 
we  can  see  by  certain  macroscopic  lines  that  it  is  not  necessary  to. 
go  into  the  individual  muscular  action  or  innervation. 

The  same  principles  as  apply  to  the  fourth  autonomy  apply  to 
the  fifth,  or  the  space  between  the  diaphragm  and  sphincter  ani ; 
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and  the  foundational  power  of  all  between  the  diaphragm  and  the 
sphincter  ani  will  require  but  a  slight  study  of  all  these  various  auto- 
matic arrangements  to  determine  exactly  how  the  human  voice 
should  act  under  its  forces,,  just  what  the  care  of  each  should  be, 
and  just  what  abuse  they  will  tolerate,  instead  of  the  present  ar- 
rangement which  will  require  the  memory  of  78,000,000  muscular 
actions  or  15,000,000,000  nerve  impetuses  for  one  "ah"  of  tone. 

Case  5 :  Trouble  began  six  years  ago ;  all  turbinated  bones  re- 
moved in  England  four  years  ago;  has  suffered  ever  since  with 
catarrh  from  dust  exposure  and  cold,  in  fact,  all  through  his  life  he 
has  had  one  round  of  colds  after  another ;  left  tonsil  atrophied,  and 
filled  with  cheesy  deposit;  left  vocal  cord  and  side  of  larynx  in  a 
state  of  akinesis.  Query:  Shall  the  left  tonsil  be  removed?  Whole 
larynx  has  turned  more  to  the  left  side  owing  to  the  contraction 
which  has  taken  place  from  the  palato-pharyngeus. 

Case  6:  Exquisite  high  voice  formerly  reached  C-.  At  18,  had 
both  tonsils  removed,  largest  ever  seen;  weight,  175  grains.  Is 
now  singing  in  Philadelphia;  at  present  singing  songs  every  night, 
reaching  high  C,  and  now  at  the  age  of  23  sings  high  E'  at  all 
times  and  sometimes  high  F. 

Case  7:  Very  careful,  persistent  singer.  Sings  solos  in  one  of 
the  New  York  churches.  Had  submucous  resection,  removal  of 
two  middle  turbinated  bones,  and  tonsils  removed.  Had  constant 
break  in  voice  between  C  and  F,  Voice  at  present  very  even  and 
sonorous,  with  increase  in  range  and  ease  of  production. 

Case  8:  Removal  of  right  middle  turbinated  bones  for  right  an- 
trum and  right  frontal  sinus  trouble.  Has  very  small  pharynx,  and 
large  larynx,  with  an  epiglottis  which  clamps  down  the  tone- 
production,  leaving  a  small  circular  hole  resembling  half  a  washer. 
The  result  is — although  one  can  see  from  her  understanding  of 
music,  when  she  sings,  that  the  mental  attempt  is  correct — the  in- 
strument refuses  to  respond  to  the  impulse:  She  has  a  voice  that 
promises  much,  but  does  little,  and  is  very  limited.  Voice  in  lower 
part  resembles  Schumann-Heink's — as  can  be  seen  in  a  few  seconds 
of  a  Victor  record,  an  excerpt  from  Schumanti-Heink's  "Mei  und 
my  Boy."  The  upper  voice  resembles  Madame  Guisippina  Huguet's. 
as  can  be  seen  from  a  record  prepared  for  this  occasion,  but  never 
used. 

Case  p:  Used  as  illustration  by  Mr.  and  Mrs.  Howard  Brown. 
American,  stout,  mature,  self-possessed,  good  style.  Has  sung  solo 
bass  in  four  of  the  principal  churches  of  New  York,  Always  sang 
from   boyhood.      Father   and   brother    Episcopal   ministers.     Bass 
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voice.  New  York  Yacht  Club  address.  Weight  192  pounds,  6  feet 
in  height,  florid  complexion.  Class  90,  first  class  bass  for  concert, 
church,  and  oratorios.  Range  C,  below,  to  G.  Volume  rich,  full, 
carrying  power  splendid.  Tongue  normal  action,  and  regular  in 
shape  and  action.  Flexibility  and  agility  fair^  resonance  irregular, 
breath  control  good,  but  not  always  sustained.  Pitch  correct.  Tim- 
ber heavy.  Studied  with  Webb  Chester  Allen,  Miss  Hattie  Clapper 
and  Charles  Hawley.  Close  affiliation  with  Mendelssohn  Glee 
Club. 

Diagnosis:  Epithelioma  of  tongue,  occupying  right  side  and  right 
border  and  middle  of  tongue.  Operation  November  20,  1911,  five- 
sixths  of  tongue  removed,  leaving  greater  part  of  stump  on  left 
side.  Operation  performed  by  Dr.  Frank  Hartley,  New  York  Hos- 
pital. Cases  have  been  heard  of,  of  mutilated  tongue,  who  spoke 
well,  but  none  where  tongue  was  cut  out  entirely,  or  the  equivalent 
(approximately)  of  the  condition.  To  test  his  condition  patient 
was  requested  to  sing  arpeggios  on  all  vowels  from  C  to  E,  also 
scales,  also  to  recite  the  alphabet,  while  comparing  the  procedure 
with  Merton's  accurate  and  complete  chart  in  oil  (See  Figure  4). 
His  speech  for  the  first  three  weeks  was  unintelligible.  ''Ah"  made 
with  the  only  portion  of  the  tongue  left,  was  all  that  could  be  de- 
sired ;  "00"  was  fair,  but  "B"  was  impossible.  The  removed  tongue 
seemed  to  have  created  havoc  in  his  speech  and  automatism  that 
was  well  nigh  impossible  to  be  understood.  Now,  six  months 
later,  by  a  constant  course  of  reading,  repetition  of  vowels  and  the 
alphabet,  his  voice  is  good,  and  his  articulation  fair.  At  my  sug- 
gestion, Dr.  V.  E.  Mitchell  made  a  movable  tongue,  fastened  by  a 
pivot  and  slide  catch  attachment  to  the  lower  molars  that  gave  a 
tilting  and  upward  thrust  of  about  ^-inch,  which  gave  a  much  bet- 
ter B  and  Ah,  and  also  helped  materially  in  the  formation  of  con- 
sonants and  in  eating,  but  which  became  irksome  to  the  patient.  It 
is  marked  exhibit  No.  16.  A  remarkable  rearrangement  of  the  floor 
of  the  mouth  occurred,  in  that  the  four  layers  of  chin  muscles  have 
advanced  upward  almost  flush  with  the  teeth,  the  palate  is  relaxed, 
with  smaller  arch,  sinks  lower,  and  seems  to  have  come  forward 

Case  10:  Cleft  Palate,  referred  to  in  Case  No.  4. 

Case  II :  Able  to  sing  one  week  after  tonsillectomy,  and  will 
continue  to  sing.    Great  artist,  and  very  beautiful  voice. 

Case  12  \  Removal  of  turbinated  bones  of  one  side,  with  opening 
into  the  sphenoidal  sinus,  which  upon  opening  allowed  her  to  have 
%e  or  six  extra  notes,  and  increased  nasal  resonance. 


MILLER:    VOCAL  ART  SCIENCE.  47 

Case  Jj :  Young  man,  13  years  of  age,  voice  not  yet  changed, 
just  about  to  change.  Beautiful  charming  voice.  Tonsil  and  ade- 
noids taken  out  two  years  ago  has  not  caused  his  voice  to  change  a 
bit.  It  retains  its  beautiful  quality.  Is  capable  of  singing  any 
mezzo  soprano  aria  written. 

Case  14 :  Young  man  sang  high  soprano,  C-,  with  ease.  Sang 
ballads,  oratorios  and  opera  selection.  Sang  in  vaudeville  and  has 
been  recognized  as  a  first  class  singer,  capable  of  earning  $200  per 
week.  High  soprano  with  woman's  quality ;  voice  in  constant  use 
up  to  twenty-ninth  year.  Had  a  rather  small  nose,  small  features, 
retreating  chin.  About  6  feet  tall.  When  he  was  five  years  old, 
entering  into  a  melee  with  the  boys,  was  kicked  iti  the  spine  just 
above  the  coccyx.  The  result  was  that  he  was  very  ill  and  could 
not  walk ;  suffered  great  pain  along  the  spine  in  back  of  neck  for 
several  months.  It  was  noticed  at  this  time  that  there  was  a 
marked  arrest  of  the  genitals ;  this  remained  until  he  was  29  year- 
of  age,  when  he  married.  From  December  to  August  his  featured 
began  to  change,  and  now  he  has  a  well  formed  nose.  The  ti:r- 
binates,  which  were  crowded,  have  lengthened  out,  and  his  nose  on 
the  inside  seems  to  be  quite  normal.  His  epiglottis,  which  was  verv 
small,  has  grown  rapidly,  and  is  now  a  normal  size.  A  large  blue- 
black  vein  extends  from  the  top  of  the  epiglottis  to  the  epiglottic 
fold.  The  tonsils  are  very  much  larger,  though  far  from  normal, 
yet  well  formed  and  regular.  The  voice  has  changed  from  a  high 
soprano  to  a  full-fledged  low  voice,  baritone  quality.  Nothing  ab- 
normal is  seen  in  this  man,  and  nothing  abnormal  in  his  family. 
The  condition  is  probably  due  to  the  arrest  of  the  genitals,  and 
possibly  also  of  the  pituitary  body.  This  whole  thing  reminds  me 
of  the  condition  which  I  am  accustomed  to  take  very  strict  notice 
of  in  children  between  the  ages  of  12  and  14  when  co-incident  with 
the  establishment  of  menstruation  and  the  sexual  function,  the  nose, 
especially  the  nasal  bone  and  the  vomer,  and  those  in  front  of  the 
pituitary  body,  seem  to  take  on  a  special  growth,  during  which 
time  I  advise  against  operations  which  affect  those  parts  just  re- 
ferred to,  as  likely  to  arrest  development  of  the  same.  At  the 
bridge  of  the  nose  the  greatest  macroscopical  change  is  noticed. 

Case  75:  Has  baritone  voice  with  range  from  F  to  F,  two  octaves. 
Produces  big  tone.  Studied  in  Milan,  Italy.  Very  fond  of  dra- 
matic singing.  Lacking  in  nasal  resonance.  Good  breath  control. 
The  pitch  is  fair.  Complains  of  general  heaviness,  and  general 
lassitude ;  right  undescended  testes,  with  distended  vescicles ;  large 
lingual   tonsils   and   faucials,   in  which  there  are   cheesy  deposits. 
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Query :  What  effect  would  vesciculotomy  and  resection  of  the 
testes  have  on  the  voice? 

Vocal  art  science  abounds  in  abnormal  conditions  and  in  the 
study  of  these  rare  cases  we  must,  from  the  very  paucity  of  ma- 
tierial  for  observation,  be  considered  as.  mere  students  of  singing. 

Physiology  is  equally  precise,  and  psychology  is  beyond  the  bor- 
der line  of  vibrating  influence  of  the  other  two,  and  is  based  upon 
the  interpretation  of  the  mental  attitude.  Pedagogy  permits  of  the 
expression  of  all  three,  with  due  reference  to  both  mechanical  and 
psychological.  It  remains,  therefore,  for  the  four  to  come  together 
and  re-arrange  out  of  this  mass  of  facts  and  theories  something 
which  is  equally  tangible  to  all.  For  it  is  plainly  evident  that  not 
one  can  stand  alone.  Hov;  shall  we  inaugurate  such  a  movement? 
By  the  actual  meeting  of  the  four  parties  concerned,  with  living 
examples,  each  giving  his  findings  in  his  own  terms,  and  then  pro- 
viding expression  to  cover  the  requirements  for  correctness  for 
every  phase  of  vocal  art  science,  to-wit : 

I  now  present  to  you  Mr.  Munter  and  Miss  Graham.  Miss  Gra- 
ham has  never  taken  a  lesson,  but  has  attended  both  concert  and 
opera  as  an  auditor.  Nothing  is  known  of  the  range  of  her  voice ; 
she  has  absolutely  no  knowledge  of  music,  nor  does  she  possess 
any  musicianship.  I  will  now  take  a  disc  from  the  phonograph, 
which  Mr.  Munter  knows  very  well,  but  of  which  Miss  Graham 
has  no  knowledge.  Assuming  that  he  be  endowed  with  all  requisites 
for  the  correct  vocal  art  science  demonstration,  he  will  show  you 
how  easily  he  can  by  his  psychic  method  produce  a  Melba,  with 
due  allowance  for  psychic  disassociation  and  limitation. 

Miss  Graham  called  at  my  office  February  261,  1912,  suffering 
from  an  enlarged  gland  at  the  angle  of  the  right  jaw,  result  of  a 
follicular  tonsilitis. 

Before  coming  into  the  office  had  heard  a  singer  tried  out  with 
F  scale.  In  course  of  the  consultation  she  remarked  that  the  one 
wish  of  her  life  was  that  she  might  sing  like  an  operatic  artist.  Her 
voice  was  tried  in  the  usual  manner,  with  a  very  low  marking,  to 
which  she  replied, — "I  don't  see  why  I  cannot  sing  like  the  great 
artists."  The  answer  given  was  elusive  and  to  the  effect  that  she 
should  be  hypnotized  like  Trilby.  To  my  surprise  she  told  me  that 
her  employer  had  often  hypnotized  her  to  stop  her  headaches.  The 
idea  suggested  itself  that  he  hypnotize  her  to  sing  with  a  Victor 
as  a  medium  of  communication  of  the  vocal  song  from  his  mind  to 
hers. 
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March  2 :  Patient  returns  with  gland  much  more  swollen  and 
tonsil  again  fuHdf  cheesy  deposits.  The  advice  given  was  to  allow 
the  gland  to  suppurate  and  when  a  little  more  pointed  to  make  a 
very  small  incision  in  order  to  avoid  scarring  the  neck,  During 
this  visit  the  patient  informed  me  that  her  employer  had  hypnotized 
her  as  I  had  suggested  before,  and  that  he  said  she  sang  wonder- 
fully well,  but  she  could  not  realize  it. 

March  3,  10,  13,  17,  24,  I  was  invited  to  witness  the  hypnotiza- 
tion.  March  3,  met  at  the  house  of  Mr.  Munter,  who  hypnotized 
her  by  direct  methods,  using  only  eye  mastery  and  occasional  brow 
stroke,  both  sitting  in  upright  chairs  for  twenty  minutes,  until  the 
patient  was  in  profound,  deep  hypnotic  sleep,  head  lying  relaxed 
and  back  on  chair.  At  this  point  he  began  suggesting  very  quick 
and  deep  abdominal  breathing,  with  lips  closed  and  nose  open,  de- 
claring that  breath  was  the  power  of  song.  His  next  step  was  a 
command:  "Arise,  you  always  wished  to  be  an  opera  singer,  now 
you  are  the  greatest  singer  in  the  world."  The  Victrola,  already 
adjusted  at  76,  was  started  on  Mme.  Schumann-Heink's  record  of 
"The  Rosary."  The  subject  with  eyes  closed  arose  slowly,  with  the 
help  of  Mr.  Munter.  In  less  than  thirty  seconds  she  began  to  sing 
in  a  very  irregular  way,  then  suddenly  straightened  up  and  burst 
forth  into  excellent  rhythm,  into  as  excellent  an  imitation  of  . 
Madame  Schumann-Heink  as  one  could  expect. 

On  consultation  with  Mr.  Munter  it  was  deemed  best  to  bring 
her  out  of  the  hypnotic  state  and  try  the  subject's  voice  with  some- 
thing that  every  one  should  be  familiar  with.  With  several  vigor- 
ous shakes  of  her  head  and  the  statement  that  her  mother  was 
waiting  for  her,  she  opened  her  eyes  slowly  and  began  to  laugh 
heartily.  Although  everyone  in  the  room  complimented  her,  she 
denied  that  she  had  sung — that  she  knew  nothing  of  what  she  had 
done,  and  failed  to  recognize  the  songs.  After  two  minutes  of  in- 
terrogation she  was  asked  to  sing  "Home  Sweet  Home."  Her  ren- 
dition was  so  devoid  of  all  the  artistic  points  of  the  hypnotical  re- 
production of  "The  Rosary,"  wanting  in  all  the  requirements  of 
even  an  ordinary  girl's  singing,  the  voice  so  piping  and  constrained", 
that  it  made  all  laugh.  In  seven  and  one-half  minutes  the  subject 
was  again  put  under  hypnosis,  and  Mme.  Guisippina  Huget's  record, 
"Mignon-Polonese"  was  started,  but  the  patient  did  not  seem  to 
respond.  In  fact,  the  hypnotist  did  not  seem  to  like  the  record  and 
explained  that  the  music  was  unknown  to  him,  and  that  he  could 
not  suggest  to  her  anything  that  he  did  not  know,  and  that  she 
could  only  receive  what  he  was  able  to  transmit.    The  record,  "I 
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Love,  Love  You,"  from  the  Red  Mill  was  selected.  This  record 
was  attached  and  in  forty  seconds  she  began  and  continued  until 
the  e'r;d  without  a  break  in  rhythm,  and  in  a  finished  and  finer  form 
than  the  recording  artist.  \ 

March  7 :  A  meeting  was  held  with  Prof.  Hallock  and  Dr.  Muck- 
ey  in  which  she  sang  for  many  hours  under  less  favorable  condi- 
tions— the  gases  in  the  colon  seeming  to  prevent  a  complete  hyp- 
nosis in  spite  of  violent  abdominal  massage.  In  an  hour's  time, 
however,  she  was  thoroughly  under  control  and  sang  at  least  seven 
times  in  good  form. 

March  24:  She  was  hypnotized  in  seventeen  minutes  and  sang 
almost  continually  before  several  physicians  and  other  folk  from 
8  p.  m,  until  i  a.  m.  At  times  thiere  seemed  to  be  physical  exhaus- 
tion, but  upon  the  suggestion  of  deep  and  rapid  breathing  she  arose 
to  the  suggestion  of  song,  in  splendid  shape  and  sang  just  as  Mr. 
Munter,  Dr.  Muckey  or  myself  suggested.  Mr.  Munter  conveyed 
his  power,  each  one  compelling  his  idea  to  the  mind  of  the  singer, 
but  I  must  say  her  rendition  as  a  whole  was  better  under  Mr. 
Munter's  influence  for  the  reason  that  both  Dr.  Muckey  and  my- 
self were  more  interested  in  the  science  than  in  the  art,  hence  our 
suggestions  were  coupled  with  the  desire  for  pure  tone,  while  the 
hypnotist  was  for  the  art  of  the  singer,  of  the  song,  and  who  knows, 
perhaps  of  the  idea  of  the  composer.  It  would  seem  from  this 
singular  and  remarkable  case  that  the  hypnotic  suggestive  powier  of 
the  pedagogue  might  be  given  often  enough  to  have  her  realize  by 
automatism  just  the  necessary  organic .  union  between  the  psy- 
chology and  the  physiology  of  voice-teaching. 

The  great  list  of  those  artists  who  have  gone  before,  with  their 
great  breath  control,  their  phenomenal  phrasing,  their  wonderful 
range,  quality,  and  their  various  and  magnificent  attributes,  attest 
that  there  always  have  bieen  great  singers  and  always  will  be.  We 
examine  their  histories  and  find  that  there  is  a  steady  demand  for 
a  higher  standard.  Medical  schools  have  given  us  line  upon  line 
and  precept  upon  precept  until  we  embody  their  sayings  and  start 
their  systems  of  education  upon  the  present  results  of  these  self- 
samie  schools.  The  standard  method  adopted  by  our  medical  critics 
have  forced  us  at  present  to  read  along  certain  lines  that  are  most 
beneficial  to  our  present  state  of  living.  Standardization  only  re- 
sults from  approximation  of  the  real  truth. 

And  now  we  arrive  at  the  all  important  and  vital  question :  can 
we  establish  a  different  nomenclature  from  a  medical  standpoint? 
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Singing  teachers  and  laryngologists,  as  a  rule,  use  arbitrary  ex- 
pressions to  convey  meanings  which  words  as  generally  used  do 
not,  but  a  "standard  system"  no  doubt  would  produce  its  own 
phraseology,  provided  more  expressive  and  suitable  terms  could 
be  coined.  How  shall  this  be  done  practically,  so  as  to  be  appre- 
ciated and  understood  by  all  ?  First — by  having  a  concert  given  by 
a  soprano,  and  alto,  a  tenor,  a  baritone  and  a  bass, — solo  and  en- 
semble. Stationed  about  the  hall  with  cards  of  critical  analysis,  as 
per  sample  card  already  presented  to  you  in  this  lecture,  will  be  a 
committee  of:  (i)  Ten  voice  teachers;  (2)  ten  anatomical  experts; 
(3)  ten  physiological  experts;  (4)  ten  psychological  critics.  Their 
findings  and  expressions  dictated  from  their  special  view— points 
will  be  handed  to  a  committee  of  grammarians  from  Yale,  Har- 
vard, Columbia,  Princeton  and  Trinity  who  will  read  and  review 
these  criticisms  from  Victrola  records,  and  establish  a  nomenclature 
for  the  world  to  use,  so  that  we  may  establish  for  all  to  understand 
•»nd  to  make  progress,  a  conciseness  and  unanimity  of  expression. 

In  this  little  essay  we  have  presumed  to  present  a  rather  original 
grouping  of  so-called  autonomies.  I  have  referred  to  the  autonomy 
situated  between  the  nares  and  the  soft  palate.  By  calling  this  the 
"Em-en-ing"  space,  or  autonomy,  we  will  have  done  away  with  a 
huge  number  of  inadequate  words  and  terms  formerly  used  in  the 
description  of  this  space,  and  at  the  same  time  we  will  have  con- 
veyed an  accurate  comprehension  of  it  by  the  very  sounds  used  in 
pronouncing  the  letters,  bringing  about  the  precise  effect  which  is 
most  desirable.  By  this  method  we  could  construct  a  new  nomen- 
clature or  language,  increasing  its  scope  and  defining  it  more  ac- 
curately than  it  could  have  been  done  in  any  other  way. 

Take  the  next  space,  or  autonomy,  which  has  taken  over  ten 
lines  to  describe — from  the  lips  to  the  soft  palate,  to  the  base  of 
the  tongue  and  posterior  pharyngeal  wall — this  could  be  called  the 
"phonoric"  space,  and  the  next  the  "pharyngic"  or  "resonantic," 
and  the  last,  the  "momentic"  or  "laryngine."  All  this  gives  us  an 
accurate  and  concise  idea  of  the  different  spaces  in  which  distinctive 
vocalization  takes  place. 

When  it  was  foutid  out  that  the  reception  could  not  be  given 
to  President  Taft,  and  other  severe  features  of  the  program  would 
not  be  practicable,  Miss  Conlin,  the  daughter  of  an  eminent  phy- 
sician, agreed  to  sacrifice  herself  at  the  altar  of  criticism,  but  inas- 
much as  in  all  these  great  occasions,  "Man  proposes  and  God  dis- 
poses," all  thoughts  of  criticism  were  lost  in  the  beauty  of  her 
singing, — although  no  one  noticed  the  fact  that  one  month  before 
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this  event  she  had  the  turbinates  removed,  a  sub-mucous  resection 
for  an  enormous  deflection  of  the  septum,,  which  facts  no  one  no- 
ticed, nor  called  attention  to  the  defect  in  her  singing,  so  absorbed 
were  they  in  the  beauty  of  it.  This  operation  was  performed  just 
one  month  before  her  appearance  at  this  meeting  and  this  was  the 
first  time  of  her  appearance  in  public  following  the  operation. 

Vocal  art  science  stands  for  the  consummately  true  and  beauti- 
ful in  singing.  In  it  are  joined  the  God-given  intuition  that  we  call 
Art,  and  Science,  which  is  the  "exact  knowledge  of  cause  and  effect. 
Science  arrives  at  the  same  conclusion  as  Art  intuitively  grasps, 
but  Science  laboriously  works  its  way  to  the  point,  while  Art  is 
transported  thither  on  the  magic  carpet  of  the  fairy-tale.  Art  is  to 
singing  wliat  the  soul  is  to  the  body.  Science  is  sure,  even  when, 
as  must  often  be  the  case,  inspiration,  the  breath  of  life  to  Art,  is 
lacking;  and  finally  plodding  Science  can  often  awaken  sleeping 
Art  under  the  most  adverse  circumstances. 

However,  neither  vocal  art,  nor  vocal  science  is  sufficient  alone. 
That  art  is  most  perfect  whose  basis  is  science, — and  who  shall  say 
where  art  begins  and  science  ends?  The  singer  must  weld  art  and 
science  into  indissoluble  union.  He  who  does  this  practices  the 
most  exquisite  and  ennobling  of  arts,  giving  messages  of  ines- 
timable uplift  directly  to  the  human  soul;  he  is  the  true  exponent 
of  vocal  art  science. 

If,  with  the  perfected  oscillograph,  and  the  telegraphone,  we  can 
record  and  produce,  at  will,  all  the  tones  of  the  human  voice,  with 
all  its  ramifications  of  timber  and  overtones;  if  we  can  construct 
scales  of  perfect  tones,  such  as  would  be  sung  by  a  Melba  or  a 
Caruso;  if  we  can  combine  with  this  the  kinetoscopic  representa- 
tions of  the  artists  singing  these  tones,  and  the  x-ray  photograph,, 
when  this  has  been  done, — ^then,  it  seems  to  me,  the  millenium  oi 
vocal  art  science  will  be  at  hand,  for  a  real  standard  of  voice-pro- 
duction will  have  been  established. 

To  the  brave  of  spirit,  to  the  steady  of  purpose,  to  the  earnest  of 
endeavor,  then,  are  presented  these  observations  upon  vocal  art 
science ! 
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Summary  of  Suggestio>'s  Developed  from  the  Study  of  Vocax  Art 
SciEisCE  AND  Tone  Standardization,  from  the  Standpoint  of  Use  and 
Abuse  of  the  Voice,  in  Connection  with  which  the  Following  Finding 
IS  Presented: 

(1)  Suggestion  of  a  natural  basic  law  for  a  standard  pitch  of  male 
voice  C512  and  C1024  for  female  voices. 

(2)  Establishment  of  phonetic  values  for  turbinated  bones,  dome  of 
pharynx,  hard  palate  and  epiglottis. 

(3)  Demonstrated  before  Convention  that  removal  of  both  middle  tur- 
binated bones,  where  in  male  and  female  voices  the  "G"  overtone  had 
been  destroyed  by  double  frontal  and  antrum  sinus  trouble,  and  hyper- 
trophy with  poor  drainage,  restored  the  overtone  "G,"  developing  mag- 
nificent overtone  and  fundamental  at  Bb  as  shown  by  these  two  cases  at 
the  Convention. 

(4)  Developed  the  fact  that  vocal  cyclones  detonate  in  the  nares  an^ 
cause  special  reinforcement  of  overtones  in  dome  and  turbinated  resonat- 
ing spaces,  by  particular  apparatus,  in  which  the  cyclonic  movements  of 
smoke  in  the  cavities,  showed  the  desired  results. 

(5)  Developed  the  possibility  of  limiting  the  compass  of  the  human 
voice  from  C_^  to  Cs,  because  after  that  period  of  the  scale,  overtones  are 
inharmonic. 

(6)  Developed  the  idea  of  live  vocal  units  in  voice  production;  that 
these  units  are  automatic  and,  when  combined  with  psychologic  action, 
correct  voice  is  produced,  by  simplifying  augmenting  methods  already  in 
use. 

(7)  Demonstrating  by  four  cases  of  mutation,  the  possibility  of  muta- 
tion in  causing  subsequent  development  of  turbinated  ethmoid  and  vomer 
bones,  as  well  as  genital  enlargement,  occurring  after  marriage — at  29  in 
one  case — and  the  usual  development  of  those  bones  in  mutation  in  those 
cases,  especially  the  transformation  of  the  retrorse  conditions  of  the  nasal 
bones  into  finely  formed  bridge;  the  complete  rest  of  those  cases  for  at 
least  three  years  after  mutation  begins  and  the  necessity  of  complete 
eradication  of  all  deformities  and  all  abnormalities  at  this  period,  especi- 
ally tonsillotomy,  with  the  eliptical  bevelled  MacKenzie  after  forced  ex- 
pression, always  leaving  capsule  intact  or  in  correct  condition. 

(8)  Special  illustration  of  psychic  voice,  allowing  sleeping  art  to  be 
liberated  and  brought  forth  by  hypnotism. 

(9)  Inspiration  through  nose,  using  psycho-physical  sense  of  smell, 
causes  contrapuntal  poles  or  control  at  nostrils  and  sphincter  ani,  their 
influence  is  concentrated  at  the  middle  of  the  manubrium,  the  cyclones  of 
air  generated  at  the  cord  with  detonation  into  mouth  and  nostrils,  thence 
converted  into  articulate  sound  and  reinforcing  resonance  by  oral  and 
nasal  cavities. 

(10)  In  voice  production  there  are  five  voice  units  to  be  considered, 
which  are  governed  by  the  medulla  and  brain:  (a)  Nasal  or  resonatic 
autonomy,  or  first  voice  unit;  (b)  Oral  or  articulate;  (c)  Laryngeal  or 
momentic,  where  the  momentum  is  developed;  (d)  The  thoracic  or  gas- 
eous, the  bellows  part  of  the  voice;  (e)  The  abdominal  or  semi-solid  sup- 
port of  the  voice. 

We  have  the  first  voice  unit  (nasal  or  resonatic  autonomy)  when  the 
physiological  control  depends  upon  the  contrapuntal  poles  of  power  at  the 
ends  of  the  nasal  cavities.  These  are  situated,  first,  at  the  opening  of 
the  nostrils  and  the  closures  of  the  palate.  Its  point  of  poise,  or  me- 
chanical center  of  resistance,  is  at  the  bridge  of  the  nose. 

The  second  voice  unit  (oral  or  articulate)  is  physiological  control  de- 
pending upon  the  contrapuntal  poles  of  power  at  the  ends  of  the  oral 
cavities:  (a)  At  the  lips;  (b)  at  the  junction  of  the  tongue  and  palate, 
against  the  posterior  walls  of  the  pharynx.  Its  point  of  poise  or  me- 
chanical center  of  resistance,  is  at  the  arch  of  the  hard  palate  of  the 
mouth,  on  the  level  of  the  eye  teeth. 
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The  third  voice  unit  (the  laryngeal  momentic  cavity  or  autonomy)  is 
momentum  developed  by  air  against  the  vocal  cords.  Its  physiological 
control  depends  upon  the  contrapuntal  poles  of  power,  the  vocal  influ- 
ences of  which  are  felt  between  the  crico-thyroid  niche  and  fifth  verte- 
bra. Its  point  of  poise,  or  mechanical  center  o(f  resistance,  is  at  the 
crico-thyroid  niche. 

The  fourth  voice  unit  (or  autonomy)  is  the  thoracic,  gaseous  or  bel- 
lows-like cavity,  which  contains  everything  between  the  vocal  cords  and 
the  diaphragm.  Its  physiological  control  depends  upon  the  contrapuntal 
poles  of  power;  (a)  at  the  vocal  bands;  (b)  at  the  diaphragm.  The 
point  of  poise,  or  mechanical  center  of  resistance,  is  in  the  manubrium, 
or  breast  bone. 

The  fifth  voice  unit  (tlie  semi-solid  supporting  autonomy)  is  confined 
between  the  diaphragm  and  sphincter  ani,  the  physiological  control  of 
which  depends  upon  the  contrapuntal  poles  of  power;  (a)  at  the  dia- 
phragm; (b)  at  the  sphincter  ani.  Its  point  of  poise,  or  mechanical  cen- 
ter of  resistance,  is  at  the  umbillicus  or  navel. 

The  combination  of  units  by  mental  control  gives  us  the  cavity  be- 
tween the  nostrils  and  sphincter  ani,  or  end  of  spine,  and  its  physiologi- 
cal control  depends  on  the  contrapuntal  poles  of  power  at  mouth  and  end 
of  spine.  Its  point  of  combination  of  the  various  units  of  poise,  or  me- 
chanical centers  of  resistance,  is  at  the  center  of  the  manubrium,  or 
middle  of  breast  bone,  called  by  the  old  Italian  School  "Voice  de  pectore.' 

The  psycho-physical  senses,  namely,  sight,  smell,  hearing,  taste  and 
touch,  are  called  into  activity  by  inspiration  through  the  nostrils,  re-ac- 
tivated by  its  egress,  thus  affecting  the  aforesaid  senses,  so  that  by  their 
correlation  we  have  an  added  mentality  or  psychical  force. 

(11)  Laryngo-pharyngeal  observations  inaccurately  owing  to  lack  of 
a  standard. 

(12)  Physicians,  physicists^  teachers  and  performers  must  work  to- 
gether for  harmony  of  ideas. 

(13)  Vocometers  for  measuring  voices  suggested  in  1891  by  me.  Ear 
of  the  maestro  should  have  the  accuracy  of  a  vocometer. 

(14)  Ignorance  of  any  method  and  acquaintance  with  incorrect  meth- 
ods, said  by  Mr.  W.  J.  Henderson  to  be  the  most  prolific  causes  of  voice 
failure. 

(15)  How  is  tone  produced?  Correct  voice  analysis  necessary.  Stan- 
dard system  must  involve  control  of  physiological  functions,  coupled  with 
command  of  the  metaphysical. 

(16)  Marking  scale  should  be  100  points — so  much  for  each  range, 
resonance,  breath  control,  intonation,  attack,  volume,  flexibility,  agility, 
legato,  mezza  di-voce,  articulation,  pronunciation,  temperament,  imagi- 
nation timber,  etc. 

First-class,  90  points;  second,  75  to  80;  third,  below  75;  voice  produc- 
ing mechanism  one  of  valves,  autonomies  and  polar  centers  of  power. 

(17)  Caruso,  Melba,  the  standard  of  vocal  excellence  at  present. 

(18)  Diseased  conditions  should  be  treated  and  when  necessary  oper- 
ated, in  order  to  have  throats  clear  for  singing.  In  order  to  produce  a 
standard,  abnormal  conditions  must  be  considered,  in  order  to  arrive  at 
the  normal. 

(19)  Present  nomenclature  misleading  and  often  meaningless,  vocal 
art  science  will,  of  itself,  evolve  a  better  one. 

(20)  Committee  of  investigation  needed  to  determine  a  new  value  to 
vocal  apparatus,  assigning  positive  pitch  to  partials.  Human  tone  con- 
tains eight  parts — fundamental  overtone.  1.  Octave  made  in  thyroid 
cartilage;  2,  at  epiglottis;  3,  octave  by  hard  palate;  4,  third  in  pharyn- 
geal dome  back  of  posterior  walls;  5,  octave  by  inferior  turbinate;  6,  fifth 
by  middle  turbinate;  7,  diminished  seventh,  by  superior  turbinate,  the 
frontal  and  sphenoidal  sinuses,  antrum,  ethmoid  cells  and  Eustachian 
prominences  are  auxiliary  resonators  for  the  upper  partials. 
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(21)  From  the  study  and  results  of  various  operative  procedures,  it 
Is  necessary  to  establisti  a  standard  for  plionetics  and  voice  production. 

(22)  Causes  influencing  the  autonomies:  a — We  may  consider  the 
depression  of  any  of  the  hollow  spaces,  or  autonomies,  or  any  particular 
depression  of  same,  likely  to  modify  their  size  or  form,  thus  changing  the 
character  of  the  sound  produced. 

(23)  b — Anything  which  would  occur  within  these  autonomies  to 
change  a  proper  action  of  the  nerves  or  muscles,  or  to  interfere  with  a 
healthy  condition  of  the  mucous  membranes,  also  the  cleft  palate,,  en- 
larged tonsils,  stricture  of  the  anterior  nasal  passage,  or  anything  of  a 
like  abnormal  character  growing  within  posterior  nasal  cavities,  as  well 
as  inflammations,  which  make  it  difficult  to  arrange  autonomies  in  the 
usual  and  necessary  way. 

(24)  c — The  influence  of  diseased  tonsils,  swollen  uvula,  cystic 
growths,  enlarged  lingual  tonsils,  paralysis  of  the  pharyngeal  muscles, 
paralysis  or  tumors  of  the  epiglottis.  In  this  connection  I  might  also  add 
that  false  teeth  play  an  important  role  in  the  modification  of  the  natural 
production  of  sound  from  these  autonomies. 

The  septum  of  the  nose  has  an  important  role.  For  example,  I  call  to 
mind  one  of  my  patients  who  said  that  there  was  something  the  matter 
with  his  nose,  .because  in  singing  the  termination  of  words  ending  in 
"ing"  he  found  that  he  had  a  very  disagreeable  nasal  quality,  which  be- 
longed really  to  "nasality"  than  to  nasal  resonance.  To  illustrate:  In 
singing  the  word  "morning"  it  would  seem  to  have  a  peculiar  nasality. 
No  matter  whether  he  produced  it  with  his  finger  applied  to  his  nose,  or 
whether  he  put  other  vowels  before  it  so  as  to  get  it  out,  the  result  was 
the  same. 

On  examining  him  I  found  that  the  tubercle  of  the  septum  impinged 
against  the  right  middle  turbinated  bone,  causing  considerable  catarrh 
and  greatly  aggravating,  if  not  producing,  coryza  at  times.  The  nasality 
disappeared  entirely  from  his  voice  on  the  removal  of  the  trouble. 

Still  another  instance  was  that  of  an  operatic  tenor  of  prominence,  in 
whom  I  noticed  a  tendency  to  break  in  scale  sounding.  This  break  was 
more  pronounced  at  Ci  and  at  Ei  in  the  medium  voice.  In  addition,  he 
had  a  reprehensible  tendency  to  give  nasal  or  catarrhal  color  to  all  tones 
above  Ei.  I  found  an  adenoid.  It  was  quite  as  large  as  a  good-sized 
hickory  nut,  and  served  to  block  up  completely  the  dome  of  the  pharynx. 
From  this  growth  hung  stalactic  forms  of  mucous.  At  first  he  was  un- 
willing to  submit  to  adenotomy.  A  little  cocain  'was  applied  and  with 
a  single  sweep  of  the  curette  this  singer  was  minus  an  adenoid.  Within 
ten  days  his  voice  had  extended  from  Bi  to  the  high  Dn,  and  even  to  high 
Ell  natural,  which  revealed  to  me  the  fact  that  the  muscles  and  mucous 
membranes  could  draw  the  hollow  spaces  or  autonomies  into  five  or  six 
additional  spaces  of  required  size  sufficient  to  add  five  half  tones  to  his 
voice. 

If  it  is  true  that  the  tones  of  the  voice  are  exclusively  formed  in  the 
lairnx  and  that  the  autonomies  are  nothing  but  reflecting  resonators, 
that  man  could  not  have  gained  from  the  small  operation  the  additional 
five  or  six  tones.  But  the  autonomies  being  necessary  for  the  tone  build- 
ing of  the  additional  tones  and  also  being  able  to  form  after  adenotomy 
was  performed,  five  additional  tones  could  easily  and  quickly  be  sung 
without  the  physician  treating  the  larynx.  In  this  case  the  larynx,  or 
rather  the  vocal  cords,  vibrated  easily  for  production  of  these  tones,  but 
without  the  proper  autonomies  the  tones  could  not  be  produced.  Conse-. 
•guently.  the  autonomies  must  have  more  to  do  with  tone  building  than  is 
generally  admitted  to-day. 

Again,  I  had  as  a  patient  a  singer  in  one  of  the  Catholic  churches;  dur- 
ing a  holiday  festival  her  throat  became  filled  with  the  smoke  of  the  in- 
cense. This  irritated  her  throat  and  caused  a  troublesome  cough,  which 
affected  slightly  the  vocal  cords,  producing  as  well  an  absolute  inability 
to  form  proper  hollow  spaces  or  autonomies.     She  lost  her  voice  entirely 
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above  the  top  Fn.  It  required  fourteen  days  to  effect  a  cure.  Then  she 
stopped  singing  for  six  days  and  afterward  sang  in  church,  and  the  diffi- 
culty returned  in  augmented  form.  The  succeeding  week  she  wisely 
rested  and  a  cure  was  perfected.  However  it  might  have  been  adminis- 
tered, rest  did  far  more  than  any  amount  of  medicine  would  have  done 
in  this  case. 

There  comes  vividly  to  my  mind  in  this  connection,  a  prominent  New 
York  singer  who  is  a  staunch  advocate  of  my  views.  While  on  a  concert 
tour  he  suffered  from  acute  laryngitis  and  sought  advice  from  a  physi- 
cian who  honestly  tried  to  aid  him,  without  success  however,  because  of 
injudicious  use  of  the  spray  and  lack  of  special  knowledge  and  most  ef- 
fective treatment.  He  used  menthol  and  eucalyptus  as  a  curative  in  the 
spray,  a  combination  affected  much  by  a  certain  class  with  good  inten- 
tions, which,  for  a  time,  gives  to  the  throat  a  delightful  sense  of  coolness. 
He  stopped  singing  and  lost  nearly  $1,000  in  engagements.  He  then  went 
to  his  room  and  to  bed,  where  he  remained  for  three  weeks,  his  tempera- 
ture being  carefully  watched.  He  was  most  careful  not  to  expose  him- 
self nor  to  use  his  voice,  and  a  perfect  cure  was  the  outcome. 

As  the  result  of  years  of  practical  observation,  I  am  of  the  opinion  that 
most,  if  not  all,  of  the  defects  of  voice-production  are  dependent  on  the 
relationship  of  the  autonomies  to  the  vocal  cords;  that  the  muscles  and 
mucous  membranes  of  these  autonomies  are  generally  the  first  ones  to  be 
afflicted.  Resultant  sicknesses,  I  have  observed,  are  reflected  to  the  vocal 
bands;  in  a  manner  peculiarly  unique  and  systematic,  to  parts  of  the- 
larynx,  and  from  the  appearance  of  the  vocal  bands  themselves  the  phy- 
sician is  enabled  to  locate  some  of  the  troubles  in  the  autonomies. 

From  what  I  have  noticed,  the  frequency  of  nodes  occur  in  the  follow- 
ing order:  (a)  at  C  sharp;  (b)  at  G  sharp;  (c)  at  F  sharp,  and  (d)  at 
B  flat. 

These  keep  a  relative  position  in  ascending  the  scale,  showing  that  the 
tension  and  increased  muscular  energy  that  are  brought  to  bear  in  the 
autonomies  in  upper  note  singing,  create  a  like  effect  upon  the  vocal 
cords,  beginning  from  the  arytenoid  to  the  thyroid  end  of  the  vocal  cords. 
In  brief,  the  higher  the  break  in  the  voice  the  more  anterior  the  develop- 
ment of  the  nodes  in  the  vocal  cords. 

Despite  the  fact  that  the  conclusions  of  celebrated  writers  seem  to  in- 
dicate that  these  nodes  occur  only  at  the  junction  of  anterior  one-third 
and  posterior  two-thirds  of  the  cords,  I  have  observed  these  nodules  on 
five  distinct  cases. 

I  will  cite  here  the  method  which  1  have  followed  in  diagnosing:  The 
patient  is  to  take  a  position  opposite  the  examiner,  and  the  E  scale  is  to 
be  used.  The  method  pursued  is  as  simple  as  that  of  a  man  passing  out 
on  his  own  doorstep  and  listening  to  the  sound  of  the  approaching  cars. 
In  my  own  case,  within  a  few  yards  pass  the  trains  of  the  elevated  rail- 
road, the  Sixth  Avenue  and  Broadway  lines.  1  am  able  to  tell  which  of 
these  cars  is  passing  and  the  direction  it  is  taking.  In  a  way  similarly 
intuitive,  from  continuous  observation  the  debility  of  the  patient  will  be 
revealed  to  the  trained  ear  of  the  physician  while  displaying  his  vocal 
powers,  in  speaking  or  singing,  and  often  by  reaction  on  corresponding 
muscles  in  ourselves.  1  first  make  my  patient  sing  the  scale  of  E  in 
single  notes.  This,  it  will  be  noticed,  brings  in  G  sharp  and '  C  sharp, 
which  are  vital  points  in  the  changing  of  our  autonomies.  Should  the 
voice  break  at  either  point  we  will  know  whether  the  injury  exists  at  the 
junction  of  the  base  of  the  tongue  with  the  pharynx,  or  with  the  epiglot- 
tis, or  whether  this  has  been  severe  enough  to  cause  a  node  at  G  sharp. 
By  this  break,  1  mean,  in  a  cultivated  singer,  the  perceptible  change  of 
voice  in  timber;  1  do  not  mean  a  change  of  the  register  of  the  voices. 
Should  it  be  at  G  sharp,  then  we  know  that  there  is  possibly  some  injury 
in  the  region  of  the  soft  palate,  or  in  the  pillars  of  the  pharynx,  or  at  the 
base  of  the  tongue,  or  some  follicular  enlargement  which  interferes  with 
the  reflexes  in  the  posterior  wall  of  the  pharynx.     Should  there  be  a  blow- 
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ing  sound  down  the  scale,  between  G  sharp  and  E,  we  must  look  out  for 
thickening  of  the  arytenoid  or  interarytenoid  spaces.  Should  this  be  a 
higher  voice,  we  will  then  try  on  the  G  sharp  scale,  and  should  the  voice 
be  unable  to  reach  the  portion  of  the  scale  above  G  sharp,  then  there  is 
some  difficulty  with  the  pharynx,  perhaps  a  post-nasal  growth  or  secre- 
tion, which  had  interfered  with  the  action  of  the  muscles  of  the  soft  pal- 
ate. Should  the  quality  of  the  high  G  sharp  be  forced,  v/e  then  direct  the 
patient  to  sing  through  the  nose.  And  if  there  be  an  inability  to  produce 
nasality  by  pinching  the  nose  to  get  the  interruption  of  sound,  then  we 
will  know  that  there  is  some  growth  or  some  constriction  of  the  cavity 
or  caliber  of  the  nares  interfering  with  the  auxiliary  autonomies  of  the 
nasal  cavity. 

I  submit  to  you  one  other  case — a  most  wonderful  instance  of  cleft  pal- 
ate, which  nearly  upset  my  observations  of  autonomies:  This  patient 
had  a  very  marked  cleft  palate  and  by  opening  the  mouth  you  could  see 
the  posterior  nares  in  all  its  details.  Her  ordinary  conversation  was  thor- 
oughly blurred  by  the  usual  defects  presented  in  such  cases,  yet  she  was 
able  to  sing  a  range  from  A  flat  to  high  En  without  any  perceptible  break, 
and  that,  too,  in  the  beginning  of  her  singing  career,  before  a  false  palate 
had  been  introduced,  which  markedly  helped  her  ordinary  conversation. 

The  breaks,  however,  were,  to  a  certain  extent,  visible  in  this  voice 
from  Ci  flat  to  E-,  in  the  usual  points  of  so-called  change  in  registers. 
For  a  long  time  I  could  not  reason  this  out,  until  the  thought  was  sug- 
gested to  me  by  Mr.  Wangemann  that  the  same  condition  was  produced 
by  the  thickened  oral  wall  so  prominent  in  these  cases,  viz.,  dividing  the 
air  chambers  in  such  a  manner  as  to  produce  the  same  effect  that  she 
would  have  had  had  she  possessed  a  normal  palate. 

(25)  d — Autonomies  even  more  than  vocal  cords  account  for  the 
changes  in  quality  and  timber,  registers  or  so-called  passages  in  the  hu- 
man voice;  vice  versa,  lack  of  harmony  in  muscular  action  and  distur- 
bances of  mucous  membranes  governing  autonomies  must  of  necessity 
cause  voice  failure  in  formation  of  tone.  Disturbances  on  the  surfaces 
of  autonomies  are  invariably  reflected  on  vocal  cords. 

(26)  e — It  is  an  axiom  almost  that  troubles  in  the  higher  resonator 
chamber  (nasal  cavity)  reflect  themselves  in  the  anterior  part  of  vocal 
bands.  A  lack  of  proper  use  of  the  i)ost-nasal  cavity  will  cause  irritation 
or  nodes,  and  if  tney  be  produced  they  will  occur  on  the  anterior  end  of 
the  vocal  cord. 

(27)  f — Disturbances  in  the  middle,  second  or  oral  hollow  spaces  re- 
flect their  weakness  upon  the  middle  of  the  cords. 

(28)  g — In  the  lowest  hollow  space  the  same  principle  exists  to  cre- 
ate disturbances  in  the  jmsterior  end  of  the  cords,  especially  if  anything 
interferes  with  its  normal  position  of  pressing  on  the  spinal  column. 

(29)  h — A  device  for  showing  the  possibilities  of  accomplishing  the 
isolation  of  the  difterent  resonating  chambers  is  shown  by  simple  proce- 
dure as  used  by  me.     E!     Ah!     Oh! 

In  E  the  tongue  closes  ofl:  the  oral  and  partly  the  laryngeal  hollow 
spaces.  Ah  allows  the  oral  space  to  vibrate  and  not  the  laryngeal.  In 
oh  we  have  all  of  the  spaces  in  action. 

This  simple  combination  of  vowels  shows  in  a  primitive  way  how  a 
tone  can  be  qualified  or  amplified  through  force  applied  to  the  vocal  bands 
necessarily  sustained  by  the  Actions  of  the  autonomies.  The  action  of  the 
larynx  alone  cannot  do  this. 

(30)  i — Again,  in  my  experience,  it  is  almost  axiomatic  that  troubles 
of  the  lower  part  of  the  body  reflect  their  ills  upon  the  anterior  portion  of 
the  vocal  apparatus  and  vice  versa. 

(31)  j — It  is  a  fact  heretofore  not  known  that  the  autonomies  must 
be  drawn,  form  and  shape  themselves  into  a  proper  condition  for  tone 
and  production  of  voice,  including  pitch,  before  there  can  be  any  laryn- 
geal action  for  the  production  of  such  tone. 
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(32)  k — The  timber,  '"klangtint"  and  quality  of  a  tone  and  the  char- 
acter of  its  emittance  is  shaped,  formed  and  sustained  in  any  and  all  the 
different  vowel  sounds  entirely  in  the  autonomies,  subject  to  and  influ- 
enced by  vibrations  of  the  vocal  bands;  and  I  would  like  to  state  here 
that,  while  we  do  know  that  the  vocal  bands  vibrate,  the  shape,  form, 
manner,  character  and  number  of  such  vibrations  for  any  given  tone  of 
and  by  the  vocal  bands  are  not  positively  and  absolutely  known,  and 
must,  necessarily,  be  a  subject  of  investigation  by  physicians  and  physi- 
cists for  years  to  come;  for  while  there  are  a  great  many  different  asser- 
tions about  the  action  of  the  vocal  bands  and  larynx,  the  proof  of  the 
truth  has  yet  to  be  made. 

(33)  I — Disturbances  in  nerves,  mucous  membranes  and  muscles  nec- 
essary for  action  of  autonomies  are  anterior  and  prior  to  muscular  action 
of  larynx  and  vocal  bands,  and  severe  disturbances  of  mucous  mem- 
branes, nerves  and  muscles  in  hollow  spaces  deprive  the  larynx  of  the 
possibility  to  vibrate  for  the  production  of  proper  tones. 

(34)  m^ — The  action  of  the  autonomies  influences  the  vibrations  of  the 
vocal  bands  to  such  an  extent  that  in  different  voices  the  vocal  band  ac- 
tion appears  to  be  radically  ditterent,  going  even  so  far  in  one  class  of 
tone  (falsetto!)  to  vibrate  for  tone  either  "whole"  or  "one  respective  two- 
thirds"  in  different  individuals.  In  consequence,  it  seems  evident  that 
segmentation  in  vocal  bands  may  be  caused  by  the  action  of  autonomies, 
but  the  manner  and  character  of  vocal  band  vibration  or  segmentation  is 
still  quite  an  unknown  quantity  to-day.  In  this  connection,  I  may  say  that, 
in  several  very  beautiful  baritone  voices,  we  observed  that  for  the  very 
lowest  tones  the  vocal  bands  shortened,  which  indicates  the  exact  reverse 
vocal  band  action  of  the  present  theories  as  generally  held  to-day. 

(25)  n — The  superior  laryngeal  nerve  supplies  both  motion  to  the 
larynx  and  sensation  to  its  mucous  membranes,  consequently  application 
of  sprays  to  its  mucous  membrane  will  at  first  increase  tension  of  the 
muscular  apparatus  of  vocal  bands  and  ultimately  over-stimulation  by 
spraying  causes  their  collapse. 

Suggestion  of  a  possible  influence  of  the  peneal  gland  and  pituitary 
body  in  the  development  especially  of  the  nasal  turbinated,  ethmoid  and 
vomer  bones  at  the  time  of  mutation. 

Finally,  combining  this  summary  into  the  complete  tests  for  the  cor- 
rect action  of  these  autonomies,  as  indicated  by  a  macroscropic  study  of 
nose,  tongue,  palate,  chin,  neck,  chest  and  abdomen,  will  have  abbreviated 
present  systems  of  voice  production,  as  well  as  added  to  their  comprehen- 
siveness, a  matter  which  will,  later  on,  be  more  fully  gone  into. 
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Local  Anesthesia  of  Larynx  by  Nerve=bIocking  with  Alcohol.    M. 

Pavesi  and  E.  Curti,  Gas.  degli  Osped.  c  delle  Clin.,  May  30, 

1912,  p.  681. 
The  authors  report  excellent  results.  Before  the  injection,  a  2 
per  cent  stoyain  solution  is  injected  to  lessen  the  pain  resulting 
when  the  alcohol  comes  in  contact  with  the  nerve.  An  anesthesia  of 
from  one  to  four  days  was  obtained.  There  are  no  contra-indica- 
tions  to  the  operation.  A  few  blood  extravasations  resulted  but 
were  of  no  consequence.  Ed. 


REPORT  OF  A  CASE  OF  APHTHONQIA. 

DR.  F.  VICTOR  LAURENT,  PITTSBURGH. 

Aphthongia  is  a  very  rare  affection,  only  three  cases  having  been 
recorded.  The  condition  was  first  named  and  described  by  Fleary, 
but  according  to  Kussmaul,  the  first  case  was  recorded  by  Panthel 
of  Ems  in  1855.  Fleury  defined  it  as  cramps  in  the  territory  of  the 
hypoglossi,  which  set  in  whenever  an  attempt  to  speak  was  made 
and  which  rendered  articulate  expression  extremely  difficult  or  im- 
possible. •  The  cause  is  great  emotional  excitement  or  fright. 

My  patient,  Lillie  S.,  is  15  years  old,  tall  and  well-developed  for 
her  age,  and  nas  enjoyed  good  general  health^  although  she  was 
extremely  nervous  when  she  first  came  to  me  for  treatment. 

She  has  hypertrophied  tonsils  and  adenoids  and  has  had  frequent 
attacks  of  tonsillitis.  I  hope  to  remove  the  tonsils  and  adenoids, 
but  so  far  the  patient  and  her  mother  both  object  strenuously  to 
any  operative  procedure.  The  hypertrophied  tonsils  and  adenoids 
are  not  the  cause  of  this  condition,  but  tend  to  prevent  her  from 
using  her  voice  properly  and  increase  her  nervousness  and  diffi- 
dence.    Her  respiration  was  also  very  poor. 

When  9  years  of  age  she  fell  'down  a  flight  of  st'eps  and  hit  her 
head  on  the  pavement,  and  while  not  injured  apparently,  she 
suffered  a  great  fright.  Before  this  time,  she  had  had  no  speech- 
difficulty,  but  after  this  fall,  on  attempting  to  speak,  the  tongue 
would  be  pulled  back  and  the  lower  jaw  pulled  downward  and  to 
the  right  side.  This  condition  has  lasted  for  six  years,  for  when  I 
first  saw  her  she  still  had  these  symptoms  and  I  noticed  also  that 
when  she  attempted  to  speak,  the  extrinsic  muscles  of  the  larynx 
supplied  by  the  hypo-glossal  nerve  (the  sterno-thyroid  and  thyro- 
hyoid) and  the  sterno-hyoid  muscle  fell  into  violent  vibrating  move- 
ments. This  was  only  on  the  right  side.  Patient  said  she  felt  as 
though  a  hand  was  clutching  her  throat  and  pulling  her  tongue 
back  and  that  she  felt  great  pain  when  trying  to  speak. 

Now,  after  six  months,  she  says  it  does  not  hurt  her  at  all  to 
talk,  the  feeling  of  constriction  in  the  throat  has  disappeared,  and 
there  is  no  muscular  spasm,  although  there  is  still  the  backward 
traction  of  the  tongue  to  a  slight  degree.  She  still  has  some  trouble 
with  the  linguals  and  will  have  to  remain  in  my  care  for  further 
training. 
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The  treatment  used  was  massage  of  the  offending  muscles  and 
teaching  her  to  remove  the  strain  from  the  laryngeal  muscles  by 
"bringing  the  voice  forward."  This  was  done  by  making  the  at- 
tack of  the  initial  tone  with  the  lips  closed,  (in  which  way  only  a 
pure  head-tone  can  be. produced)  and  afterwards  using  the  head 
tottes  with  the  lips  just  far  enough  apart  to  permit  of  articulation. 

Jenkins  Arcade  Building. 


Acoustic  Nerve  and  Salvarsan.  George  Gelle,  Rev.  hebd.  de 
Laryngol.  d'Otol.  et  de  RhinoL,  Oct.  19,  1912. 
Gelle  believes  that  in  the  present  state  of  our  knowledge,  mer- 
cury and  the  iodids  are  preferable  in  the  treatment  of  syphilitic 
auricular  lesions,  while  in  nasal  and  laryngeal  lesions  preference  be 
given  to  salvarsan  as  its  effect  in  these  cases  is  remarkable. 
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Treatment  of  Acute  Mastoiditis  and  Severe  Otitis  by  Bier's  Hyper- 
emia. EscHWEiLER,  Ztschr.  f.  Ohrenh.  u.  f.  Krankh.  d.  Luftw., 
Band  65,  Heft  2-3,  1912. 

The  writer  reports  ten  cases  of  severe  mastoiditis  that  have  been 
cured  by  puncture  of  the  mastoid  abscess  followed  by  repeated  suc- 
tions or,  in  the  absence  of  a  fluctuating  mastoid  abscess,  by  applica- 
tions of  the  "hyperemia  ribbon."  This  treatment  is  contra-indicated 
in:  (i)  Suspected  cerebral  complications;  (2)  labyrinthine  sup- 
puration; (3)  so-called  masked  mastoiditis,  where  little  or  no  sup- 
puration of  the  middle-€ar  is  present  and  where  n6  abscess  is  form- 
ed over  the  middle-ear;  (4)  suspected  sequestrum  formation  and 
cholesteatoma. 

The  treatment  of  mastoiditis  by  hyperemia  has  to  be  interrupted 
in:  (i)  High  fever;  (2)  the  absence  of  a  marked  improvement  dur- 
ing the  third  week  of  treatment.  The  cases  of  mastoiditis  most 
suitable  for  hyperemia  treatment  are  those  with  abscess-formation 
above  the  mastoid  plane  or  below  its  top  (Bezold).  Glogau. 


EIGHT  YEARS  OF  CHLOROFORM  ANESTHESIA  IN  NOSE 
AND  THROAT  SURGERY.* 

DR.  CHARLES  PREVOST  GRAYSON,  PHILADELPHIA. 

When  for  a  number  of  years  one  has  obstinately  defied  the  opin- 
ions and  prejudices  of  his  friends  and  colleagues  about  some  un- 
conventionality  of  surgical  procedure,  and  when  for  this  long  time 
he  has  turned  a  deaf  ear  to  their  warnings  and  their  prophecies  of 
ultimate  disaster,  the  time  finally  arrives  when  he  must  either  cry 
peccavi  and  renounce  his  heresy,  or  else  claim  that  his  persistency 
has  been  fully  justified.  Perhaps  it  might  be  considered  some- 
what premature  for  me  to  make  this  claim  now  with  reference 
to  my  use  of  chloroform  as  an  anesthetic,  but  even  if  I  avoid  this 
possible  criticism  by  postponing  the  claim  for  a  few  more  years, 
it  may  not  be  too  soon  for  me  to  offer  you  what  I  may  at  least 
venture  to  call  a  preliminary  report  of  my  experience  with  it.  So 
general  and  deeply  rooted  is  the  prejudice  in  this  northeastern  sec- 
tion of  our  country  against  the  use  of  chloroform  as  a  general 
anesthetic,  that  I  could  not  fail  to  realize  when  I  began  to  employ 
it  for  this  purpose  that  I  was  exposing  myself  to  the  shafts  of  crit- 
icism and  I  have  been  perfectly  conscious  throughout  these  eight 
years  that  the  occurrence  of  sonie  otherwise  inexplicable  fatality 
would  at  once  put  chloroform  and  myself  on  the  defensive  and  that, 
to  slightly  alter  the  words  of  Thomas  Jeflferson,  I  would  be  forced 
iDy  a  decent  respect  for  the  opinions  of  my  fellows  to  declare  the 
causes  which  had  impelled  me  to  dissolve  the  bonds  which  had 
hitherto  connected  me  with  ether.  As  a  preface  to  this  declara- 
tion, I  wish  to  say  that  my  use  of  chloroform  has  beeii  largely  lim- 
ited to  the  briefer  operations  of  nose  and  throat  surgery.  I  mean 
by  these  the  removal  of  adenoid  growths  and  of  the  faucial  tonsils, 
the  straightening  of  septal  deviations,  certain  of  the  sinus  opera- 
tions and  several  tracheotomies.  In  giving  you  the  reasons  for  my 
abandonment  of  ether,  I  do  not  propose  to  try  your  patience  by 
■dwelling  at  any  length  upon  the  relative  merits  and  demerits  of 
■ether  and  chloroform  as  general  anesthetics,  for  I  think  I  may 
assume  that  if  it  were  not  for  the  immediate  and  remote  dangers 
that  have  been  attributed  to  it,  chloroform  would  be  regarded  as 

•Read  at  the  meeting  of  the  American  Laryngological,  Rhinological  and 
Otological  Society,  May,   1912. 
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an  ideal  anesthetic  for  such  operations  as  I  have  mentioned.  Its 
inoffensive  odor,  its  freedom  from  irritating  effect  upon  the  air- 
passages,  the  quickness  not  only  of  the  narcosis  that  it  produces,  but 
of  the  patient's  emergence  from  it,  and  finally  the  comparative,  if 
not  complete  absence  of  the  nausea,  retching  and  vomiting  that  fol- 
low as  a  rule  the  administration  of  ether,  all  these  features  combine 
to  make  its  appeal  to  both  the  surgeon  and  the  patient  a  very  pow- 
erful one. 

Almost  always,  I  think  I  may  say,  the  entire  upper  air-tract  of 
the  patient  who  has  a  pathologic  nose  or  throat  is  apt  to  be  both 
.  hyperemic  and  hyper-sensitive,  and,  as  a  consequence  of  these 
clinical  features,  an 'anesthetic  the  vapor  of  which  is  irritating  to  the 
respiratory  mucous  membrane  is  objectionable.  Such  an  anesthetic 
is  ether,  and  although  its  disturbing  effect  may  be  partially  over- 
come "by  preceding  its  administration  with  that  of  nitrous-oxid,  yet 
this  Tandem  method  of  employing  the  two  is  apt  to  result  in  even 
an  increase  of  the  vascular  engorgement  which  for  several  reasons 
is,  to  say  the  least,  undesirable.  Again,  the  post-atiesthetic  nausea 
and  retching  characteristic  of  ether  narcosis  certainly  tend  to  pro- 
mote and  prolong  a  capillary  hemorrhage  that  in  their  absence 
would  usually  quickly  subside.  It  was  for  these  reasons  that  I 
thought  myself  justified  in  disregarding  for  a  time  our  local  prej- 
udice against  chloroform  and  in  satisfying  myself  as  to  whether 
or  not  it  was  well-founded.  The  time  has  lengthened  to  eight  years. 
the  number  of  operations  in  which  I  have  used  it  has  reached  and 
passed  3,800,  and  I  have  yet  to  experience  my  first  regret  for  hav- 
ing ventured  to  tread,  what  many  seem  to  consider,  the  crape-bor- 
dered pathway  of  chloroform.  And  to  do  full  justice  to  chloroform 
I  must  acquaint  you  with  several  risks  to  which  I  have  subjected 
both  it  and  myself,  in  spite  of  the  fact  that  they  might  perhaps  have 
been  avoided.  In  our  private  work  we  naturally  have  for  varying 
periods  of  time,  one  or  two  thoroughly  competent  anesthetists  whose 
skill  and  care  reduce  the  element  of  danger  to  the  minimum,  but 
in  a  general  hospital  where  the  official  anesthetist  may  be  wanted  in 
a  half  dozen  different  operating-rooms  at  the  same  moment,  w.e  are 
forced  very  often  to  depend  upon  the  young  interne  who  happens 
to  be  attached  to  our  service  at  the  time.  I  have  done  this,  not 
occasionally,  but  habitually,  and  therefore  in  the  course  of  these 
eight  years  my  chloroform  anesthesias  have  been  conducted  by  a 
series  of  twenty-five  or  more  inexperienced  young  men.  In  addi- 
tion to  this  risk,  I  have  assumed  another — that  of  not  withholding 
chloroform  in  a  number  of  cases  that  presented  cardiac  valvular  in- 
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sufficiency.  If  in  such  cases  there  is  an  increased  risk  to  be  con- 
sidered, it  seemed  to  be  entirely  neutralized,  or  at  least  controlled, 
by  a  somewhat  lighter  anesthesia  and  a  greater  rapidity  of  operat- 
ing. Finally,  I  have  not  limited  the  use  of  chloroform  to  children, 
but  have  employed  it  also  in  a  considerable  number  of  adults  of 
both  sexes. 

I  am  quite  aware  that  the  mere  statement  that  in  all  this  time  I 
have  not  met  with  a  single  accident,  will  not  protect  me  from  the 
criticism  of  those  who  have  used  and  who  know  chloroform  as 
well,  or  better  than  I  do,  and  who  have  abandoned  its  use  because 
of  what  have  seemed  to  them,  good  and  sufficient  reasons.  Any 
opinion  that  is  founded  upon  the  results  of  personal  experience,  has 
its  scientific  value,  but  the  opinion  or  the  criticism  that  is  merely 
academic,  that  is  based  upon  a  study  of  statistics  and  current  lit- 
erature rather  than  upon  a  personal  and  practical  investigation  of 
the  matter  that  it  concerns,  although  this  sort  of  opinion  may  pos- 
sess some  abstract  interest,  it  is  wholly  lacking  in  concrete,  clinical 
value.  And,  therefore,  I  am  venturing  to  give  you  my  opinion  of 
chloroform  because  it  has  at  least  the  one  merit  of  coming  straight 
from  the  operating-room,  and  since  I  have  frankly  confided  to  you 
the  several  risks  that  I  have  taken,  I  think  I  may  be  pesmitted  to 
tell  you  also  the  measures  that  I  have  taken  to  combat  them.  And 
these  are  connected  with  the  patient,  the  anesthetic  and  the  manner 
of  its  administration. 

In  the  first  place,  the  general  condition  of  the  patient,  his  aggre- 
gate vitality,  has  always  been  reckoned  as  closely  as  possible. 
Naturally  there  can  be  no  arbitrary  standard  about  a  matter  of  this 
kind,  but  experience  will  usually  enable  one  to  make  a  sufficiently 
accurate  estimate  of  the  patient's  physical  strength  to  permit  the 
making  of  a  safe  choice  between  two  or  more  anesthetics.  If,  for 
instance,  the  patient  shows  in  a  marked  degree  what  we  ordinarily 
call  "poor  condition,"  if  he  is  distinctly  anemic  or  septic,  or  if  he 
has  been  suffering  from  a  long-continued,  suppurative  process  such 
as  would  have  rendered  him  a  little  more  liable  to  what  has  been 
termed  "delayed  chloroform  poisoning,"'  then  ether  was  always 
chosen.  These  several  conditions  had  to  be  pronounced,  however, 
to  make  me  guilty  of  this  infidelity  to  chloroform. 

It  is  almost  as  unfortunate  as  it  is  remarkable  that  an  article  like 
chloroform  which,  for  purposes  of  anesthesia,  is  presumed  to  be 
always  of  the  same  standard  of  chemical  purity  and  physiological 
energy  should  display  the  inequalities  that  it  does  when  produced 
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by  different  makers.  If  we  compare  the  results  obtained  from 
half  a  dozen  different  brands  of  chloroform,  all  the  product  of 
reputable  manufacturing  chemists,  we  will  find  that  they  may  differ 
quite  noticeably  in  the  amount  required  for  anesthesia,  the  rapidity 
with  which  this  effect  is  produced,  its  duration,  the  degree  of  irrita- 
tion that  they  severally  occasion,  and  their  effect  upon  the  circula- 
tion and  respiration.  It  was  because  of  this  variation  that  after 
some  months  of  comparative  tests  I  finally  selected  one  brand-  and 
have  employed  it  exculsively  since  that  time.  And  since  it  is  ex- 
tremely important  that  a  freshly-opened  bottle  be  used  for  each 
private  or  for  each  series  of  dispensary  patients,  the  convenience 
of  having  it  marketed  in  one  ounce  containers  is  by  no  means  an 
inconsiderable  one.  The  rapidity  with  which  chloroform  deteri- 
orates when  once  exposed  to  the  air,  is  well  known. 

Finally,  and  probably  most  important,  the  method  of  administra- 
tion claims  attention.  From  the  beginning  I  have  used  the  "open 
method"  and  have  carried  it  out  with  the  Esmarch  mask.  Instead 
of  stretching  upon  this,  however,  a  single  sheet  of  thick  lint,  as  is 
advocated  by  several  expert  anesthetists,  I  have  always  employed 
ordinary  surgical  gauze  and,  according  to  the  age,  sex,  and  condi- 
tion of  the  patient,  I  have  used  from  four  to  six  layers  of  this  in 
the  attempt  to  adapt  to  each  case  the  proportionate  admixture  of 
air  that  he  should  have.  Although  a  two  per  cent  strength  Of 
chloroform  vapor  may  answer  very  well  as  a  general  rule,  yet  I 
think  that  there  are  many  cases  in  which  we  may  either  lessen  or 
increase  this  strength  with  advantage.  Of  course,  there  can  be  no 
such  thing  as  mathematical  accuracy  in  this  matter  when  the  open 
method  of  administration  is  practiced,  but  it  becomes  in  time  fairly 
easy  to  approximate  it  with  sufficient  closeness.  I  follow  the  advice 
of  almost  all  the  authorities  in  starting  the  anesthetic  very  slowly 
and  in  not  quickening  it  until  the  patient's  breathing  has  become  of 
normal  rhythm  and  depth.  Even  then  I  do  not  permit  it  to  be 
crowded  for  any  reason  whatever.  If  vomiting  should  seem  im- 
minent, the  skin  becoming  pale  and  moist,  the  breathing  shallow, 
and  the  pulse  scarcely  perceptible,  instead  of  pushing  the  chloro- 
form as  is  the  custom  with  ether  in  the  presence  of  this  threatened 
interruption,  it  is  at  once  suspended  and  I  wait  either  for  the  stom- 
ach to  be  emptied  or  for  the  retching  to  subside ;  and  it  is  not  until 
the  color,  respiration  and  pulse  have  regained  their  normal  state 
that  the  anesthesia  is  resumed.  The  depth  to  which  this  is  carried 
naturally  varies  according  to  the  probable  duration  of  the  opera- 
tion.   It  is  always  deep  enough  to  preclude  any  possible  shock  and 
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vet  not  so  deep  that  it  will  be  unnecessarily  prolonged  beyond  the 
conclusion  of  the  operation.  In  fact,  I  am  apt  to  be  more  pleased 
than  disturbed  if  the  patient  gives  noisy  evidence  of  returning  con- 
sciousness before  1  have  quite  finished. 

This  suggests,  in  passing,  another  advantage  that  chloroform  pos- 
sesses over  ether,  namely,  that  if  the  etherized  patient  comes  out 
sufficiently  to  interrupt  the  progress  of  the  operation,  several  min- 
utes may  be  needed  to  get  him  under  again,  whereas,  with  chloro- 
form a  half  dozen  inspirations  of  the  vapor  will  usually  be  sufficient 
to  enable  one  to  continue. 

And  now,  I  have  only  to  add  a  few  details  of  a  general  nature. 
It  is  almost  self-evident  that  terror  on  the  part  of  the  child  or  any 
great  apprehension  on  that  of  the  adult  patient  will  delay  narcosis 
and  increase  the  quantity  of  chloroform  necessary  to  produce  it. 
Moreover,  unless  particular  care  is  observed,  the  screaming  child 
with  its  exaggerated  depth  of  inspiration  is  apt  to  carry  a  certain 
percentage  of  chloroform  beyond  the  tidal  into  the  residual  air  of 
its  lungs,  and  unless  the  vapor  is  greatly  attenuated  by  holding  the 
mask  at  a  distance  from  the  face,  the  possibility  of  sudden  toxemia 
may  be  dangerously  increased.  You  are,  no  doubt,  familiar  with 
Henderson's  views  concerning  the  condition  to  which  he  has  given 
the  name  acapnia.  If,  as  he  contends,  carbon  dioxid  is  the  sole 
stimulus  to  the  respiratory  center,  then  it  is  easily  conceivable  that 
the  excessive  pulmonary  ventilation  associated  with  the  struggles 
of  an  alarmed  child  may  so  reduce  the  carbon  dioxid  content  of  the 
blood  that  the  possibility  of  apnea  may  become  a  probability.  It  is 
for  these  reasons,  much  more  practical,  you  will  admit,  than  senti- 
mental, that  I  never  grudge  the  several  minutes  sometimes  required 
to  allay  a  child's  fear  and  quiet  its  cries. 

In  this  connection  it  is  of  importance  also  to  remember  that  the 
superior  laryngeal  nerve  is,  if  you  will  pardon  my  using  so  ven- 
erable a  figure  of  speech,  the  watch-dog  of  the  lower  air-tract,  and 
'that  if  this  be  subjected  to  such  irritation  as  would  proceed  from 
too  rich  an  anesthetic  mixture,  its  powerful  inhibitory  action  will 
be  exerted  not  only  upon  the  respiratory,  but  upon  the  cardiac 
centers  as  well.  In  explanation  of  my  apparent  rashness  in  using 
chloroform  in  cases  of  heart  murmur  due  to  valvular  lesion,  I  need 
only  state  my  belief  that  the  valvular  defect  has  very  little  contra- 
indicative  significance  if  the  myocardium  itself  is  above  pathologic 
reproach.  If,  however,  there  should  be  any  evidence  of  degenera- 
tive change  or  lack  of  vigor  on  the  part  of  that  muscle,  I  hope  you 
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will  need  no  assurance  that  I  would  not  disregard  the  warning  con- 
veyed by  these  conditio'ns. 

Finally,  to  anticipate  the  question  that  I  may  be  asked  as  to  why 
I  exposed  my  patients  to  the  dangers  associated  with  such  a  number 
of  young  and  inexperienced  anesthetists,  I  wish  to  say  that  I  always 
make  it  clear  to  each  new  interne  that  it  is  I  who  assume  the  full 
responsibility  of  the  chloroform  anesthesia,  and  that  therefore  I  do 
not  expect  his  feelings  to  be  wounded. if  I  venture  to  utter  an  occa- 
sional suggestion  or  warning.  At  the  beginning  of  his  service  with 
me  each  of  them  is  shown  exactly  how  I  wish  the  anesthetic  given, 
he  is  warned  concerning  every  possible  accident  and  is  carefully  in- 
structed in  the  clinical,  signs  that  foretell  the  occurrence  of  each. 
And  from  then  on  the  chloroform  is  not  given  solely  by  him  or  by 
me,  but  we  give  it  together;  it  is  an  example  of  team-work,  we  both 
of  us  watch  the  patient's  color  and  respiration,  his  finger  is  on  the 
temporal  and  mine  on  the  radial  artery,  and  not  only  do  our  eyes 
watch  the  rhythm  of  breathing,  but  our  ears  listen  to  its  smooth- 
ness and  are  intent  upon  catching  any  evidence  of  obstruction  or 
irregularity.  From  time  to  time  the  pupil  and  other  reflexes  are 
tested,  and  until  the  last  drop  of  chloroform  has  been  given  and 
the  mask  removed  from  the  face,  absolutely  nothing  is  permitted 
to  distract  our  attention  from  the  patient's  condition. 

In  conclusion,  it  must  have  become,  quite  evident  from  all  that 
I  have  said,  that  I  think  it  much  more  prudent  and  infinitely  easier 
to  prevent  accidents  than  to  cope  with  them  successfully  should 
they  occur.  I  do  not  believe  that  the  cardiac  failure  and  other 
more  or  less  serious  mishaps  of  chloroform  anesthesia,  however 
sudden  they  may  seem,  ever  occur  without  both  warning  and  pro- 
vocation. In  other  words,  I  do  not  believe  that  there  is  anything 
treacherous  in  the  toxic  action  of  this  anesthetic;  but,  if  any  man 
because  of  a  few  score  or  even  a  few  hundred  successful  admin- 
istrations of  it  is  going  to  be  lulled  into  a  state  of  over-confidence 
and  beguiled  into  the  carelessness  that  is  so  commonly  begotten  of 
it,  then  it  is  he  rather  than  chloroform  that  is  to  be  held  accountable 
for  any  unfortunate  consequence.  And  I  am  perfectly  willing  that 
you  should  draw  from  this  the  very  obvious  inference  that  in  my 
opinion  many  of  the  fatalities  that  have  occurred  under  chloroform 
anesthesia  have  been  attributable  no  more  to  the  chloroform  itself 
than  to  the  carelessness  or  ignorance  of  those  who  have  given  it  on 
those  occasions. 

In  this  connection  and  as  a  distinctly  parallel  case,  I  need  scarcely 
recall  to  you  the  disfavor,  the  disrepute  with  which  cocain  was 
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threatened  during  the  first  year  or  two  following  its  introduction. 
Death  after  death,  we  shrink  from  any  calculation  of  the  actual 
number,  was  laid  at  the  door  of  this  immensely  useful  but  very 
much  abused  drug.  Idiosyncrasy,  that  favorite  refuge  of  incom- 
petency and  recklessness,  was  dragged  forward  again  and  again  to 
explain,  or  rather,  to  excuse  these  often  inexcusable  fatalities,  just 
as  for  many  years  past  the  status  lymphaticus  has  been  made  to 
serve  as  the  scape-goat  for  numbers  of  deaths  that  have  been  really 
due  to  the  incautious  handling  of  chloroform  and  other  anesthetics. 
Unhappily,  the  therapeutic  efficiency  of  many  of  our  most  useful 
drugs  is  very  closely  associated  with,  if  not  dependent  upon  their 
power  as  poisons,  and  it  has  often  seemed  rather  singular  to  me 
that  instead  of  being  content  with  the  safety  that  is  afforded  by  an 
appropriate  measure  of  caution  in  their  administration,  we  are  so 
apt  to  turn  to  s}"nthet]c  chemistry  in  the  search  for  a  substitute 
that  will  have  all  of  the  virtues  and  none  oi  the  dangers  of  the 
original  drug.  However  successful  chemistry  may  have  been  in 
providing  us  with  such  make-shifts,  for  they  are  seldom  more  than 
that,  I  scarcely  anticipate  contradiction  when  I  say  that  nothing 
can  ever  completely  substitute  care  and  common  sense.  Emphasiz- 
ing, therefore,  the  essentiality  of  these  and  all  that  they  imply,  and 
insisting  upon  the  freshness  and  purity  of  the  drug,  I  say  in  closing, 
that  my  experience  with  chloroform  up  to  this  time  leads  me  to 
ask  for  no  pleasanter,  safer  nor  more  wholly  satisfactory  an  anes- 
thetic. 

1435  Spruce  Street. 


Role  of  Emotion  in  Stuttering  and  Lisping.  Chervin,  Semaine 
Med.,  Jan.  24,  191 2. 
Chervin  recalls  that  both  surgical  and  medicinal  treatment  of 
stuttering  have  long  since  been  discarded  and  the  only  remedies  lie 
in  education  and  the  increasing  age  of  the  subject.  As  to  lisping,  it 
is  often  complicated  with  a  sort  of  deafness  comparable  to  Dal- 
tonism in  the  eye,  the  subject  confusing  e.  g.  k  with  t,  sounds  per- 
fectly distinct  to  the  normal  ear.  The  education  of  subjects  who 
lisp,  be  this  from  hereditary  predisposition  or  some  obscure  organic 
defect,  bristles  with  difficulties. — Ex. 
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John  F.  McCoy,  Chairman. 
(Continued  from  page  1316.) 

What  has  been  entirely  overlooked  by  the  rhinologist  in  the  considera- 
tion of  orthodontia  is  the  important  forces  of  the  muscular  tissues  con- 
tained within  the  oral  cavity,  and  those  surrounding  it.  It  would  be 
safe  to  say  that  those  tissues  do  more  orthodontia  than  all  the  appliances 
taken  together.  If  we  should  trace  the  development  of  the  maxilla,  for 
instance,  to  the  early  embryonic  stages,  we  will  find  that  it  is  closely  as- 
sociated with  the  development  of  the  tongue.  Thus  we  will  find  the 
tongue  bud  is  given  off  at  about  the  third  week  of  embryonic  develop- 
ment, and  when  the  palate  processes  are  given  off',  at  about  the  seventh 
week,  the  tongue  fills  the  entire  primitive  oral  cavity — the  stomodeum — 
and  lies  at  the  base  of  the  brain.  And  as  the  palate  processes  continue 
to  develop,  they  creep,  as  it  were,  over  the  dorsum  of  the  tongue,  and  so 
are  shaped  and  molded  by  it.  The  tongue,  therefore,  at  this  early  period 
exerts  the  greatest  influence  upon  the  form  of  the  vault.  As  development 
goes  on,  the  tongue  is  the  most  important  organ  in  maintaining  the  form 
and  shape  of  the  oral  cavity  and  of  all  the  bony  structures  surrounding 
it,  until  the  time  of  eruption  and  functionating  of  the  teeth,  when  it  is 
assisted  by  them  in  this  capacity. 

On  the  other  hand,  you  have  all  observed  the  effect  of  the  lack  of  func- 
tion of  this  organ;  you  are  all  very  well  acquainted  with  the  narrow  up- 
per dental  arch  in  individuals  afflicted  with  adenoids.  Vn  those  individu- 
als that  have  to  resort  to  mouth-breathing,  the  tongue  cannot  perform 
its  normal  function,  since  the  mouth  must  be  kept  open  during  respira- 
tion, the  vault  of  the  mouth  Immediately  begins  to  lose  its  normal  shape, 
while  the  mandible  is  invariably  somewhat  widened  in  the  molar  region 
from  the  pressure  of  the  tongue  which  is  compelled  to  rest  on  the  floor 
of  the  mouth.  Another  phenomenon  that  you  are  well  acquainted  with 
in  connection  with  adenoids  is  the  protruding  upper  incisors.  But  if 
you  will  remember  that,  due  to  the  existence  of  mouth-breathing  also,  the 
lips  fail  to  functionate  normally,  then  you  will  realize  to  what  extent 
these  muscles  affect  the  shape  of  the  jaw-bones. 

Therefore,  by  gradual  stimulation  and  consequent  reshaping  of  these 
bones,  as  is  followed  by  the  best  practitioners  in  orthodontia,  and  by  es- 
tablishing normal  occlusion,  i.  e.,  the  normal  mechanical  relation  of  the 
teeth,  as  taught  by  Angle,  the  muscles  involved  can  be  given  an  oppor- 
tunity to  adapt  themselves  to  their  new  environment  and  assist  further 
In  maintaining  the  normally  established  conditions.     Only  thus  can  we 
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hope  for  the  successful  accomplishment  of  all  orthodontic  treatment. 
While  by  rapid  and  forcible  spreading  of  the  upper  dental  arch,  not  only 
is  the  mechanical  relation  of  the  teeth  disturbed,  but  a  sudden  condition 
is  created  for  the  muscular  tissues  which  they  are  not  prepared  to  cope 
with,  and  the  final  result,  from  an  orthodontic  standpoint,  will  be  a 
failure. 

Dii.  Emil  Mayer  said  that  he  would  like  to  make  a  correction  of  the 
statement  made  by  Dr.  Corwin  that  he  had  nevef  seen  any  reference  in 
literature  to  the  resiliency  of  the  cartilaginous  septum,  and  would  like 
to  call  his  attention  to  a  paper  entitled  "a  New  Operation  for  the  Relief 
of  the  Deviations  of  the  Cartilaginous  Septum,"  by  Dr.  Morris  J.  Asch, 
read  before  this  academy. 

Dh.  Corwix  thanked  Dr.  Mayer  for  the  reference. 

Dr.  Haskix  thanked  the  gentlemen  for  their  interest  in  his  paper,  but 
regretted  that  the  discussion  had  been  so  limited  on  the  part  of  the 
rhinologists,  and  that  Dr.  Stanton  should  accuse  him  of  a  deliberate  at- 
tempt to  mislead  anyone.  Dr.  Corwin's  observation  as  to  the  resiliency 
of  the  cartilage  when  removed  was  most  instructive,  although  it  had 
probably  not  been  noted  except  casually  by  most  men.  It  shows  con- 
clusively that  the  cartilage  is  under  constant  tension  in  these  cases.  Dr. 
MacKee  had  seen  these  illustrations  and  said  that  the  median  sutures 
were  open.  Dr.  Caldwell,  even  without  seeing  the  plate,  said  that  noth- 
ing else  could  possibly  have  occurred  in  these  cases.  It  is  well  to  real- 
ize that  the  illustrations  only  show  the  pre-maxillary  suture.  As  for  the 
work  Dr.  Staunton  had  done  on  the  skull,  the  head  was  that  of  an  adult 
negro  and  no  one  would  expect  to  accomplish  it. 

Dr.  Haskin  said  that  he  had  three  heads,  aged  5,  8,  and  20  years,  under 
spreading  apparatus,  but  they  had  been  under  operation  for  only  four 
days  and  were  not  ready  for  demonstration.  These  heads  would  be 
shown  in  Philadelphia  at  the  meeting  of  the  Triological  Society. 

In  regard  to  the  question  of  expansion,  he  made  no  pretence  to  being 
an  orthodontist.  The  question  of  whether  the  work  is  best  accomplished 
by  spring  or  by  firm,  strong  screw-pressure,  was  one  that  was  open  to 
discussion,  and  if  the  men  would  stop  and  realize  the  point,  and  think 
about  it  themselves  they  could  easily  judge  for  themselves  as  to  which 
is  the  more  scientific.  The  models  here  show  the  spring  and  the  screw 
methods.  He  had  not  presented  his  own  opinions  or  ideas  on  the  sub- 
ject of  rapid  expansion.  Drs.  Hellman  and  Stanton  seemed  to  think  that 
the  rapid  separation  could  not  be  done.  Dr.  Haskin  said  that  he  had 
letters  from  men  who  have  been  doing  this  work  for  years,  and  the  testi- 
mony of  such  men  as  Dr.  N.  M.  Black  and  Dr.  BroM'n  of  Milwaukee,  Dr. 
Strong  of  Bridgeport,  Dr.  Bogue,  of  New  York,  Dr.  Barnes  of  Cleveland 
and  others  who  demonstrate  that  it  can  be  done  is  surely  worth  consid- 
eration as  they  have  been  using  this  method  for  many  years. 

No  man  who  studies  bones  long  enough  will  question  that  if  the  al- 
veolar processes  are  moved  widely  outward,  the  teeth  must  pull  apart 
the  walls  of  the  nose  and  the  walls  of  the  antrum.  In  several  skulls,  he 
has  separated  the  median  suture  with  his  thumbs,  applying  pressure 
against  the  alveolar  processes- 
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As  for  the  question  of  getting  nasal  relief  with  slow  spring  expansion, 
Jie  does  not  believe  in  it.  That  is  a  purely  personal  feeling,  for  if  one 
is  going  to  move  teeth  to  secure  nasal  width,  and  that  is  what  is  desired, 
the  apices  must  be  moved  out.  If  you  tilt  the  teeth,  you  will  lessen  the 
apical  arch  and  thus  lessen  the  nasal  space,  for  the  apices  of  the  teeth 
will  be  forced  inwards.  You  may  get  an  enlarged  coronal  arch  in  this 
manner,  but  where  the  teeth  apices  have  been  formed,  you  will  get  a 
diminution,  of  the  nasal  space,  rather  than  an  enlargement.  Another 
question  is  as  to  the  backward  movement  of  the  teeth.  In  the  skull 
shown,  if  you  attempt  to  use  the  first  permanent  molars  as  the  anchors 
for  the  spring  arch  to  force  the  teeth  out,  any  attempt  to  move  them 
that  will  force  the  molar  back,  even  one  millimeter,  will  cause  still  great- 
er impaction  of  the  second  and  third  molars  and  will  greatly  increase 
the  distress  of  the  patient.  The  skull  shows  very  clearly  how  the  max- 
illae have  failed  to  develop  downwards  and  forwards  and  this  failure 
has  caused  impactions  of  all  four  molars,  the  bicuspids  and  the  lateral 
incisors.  The  following  letters  are  evidences  of  what  other  men  feel 
and  as  said  before  are  surely  worth  considering. 

Dr.  Black  writes  that  Dr.  Brown  has  been  doing  rapid  spreading  for 
him  for  fourteen  years  and  that  the  cases  run  up  in  the  hundreds.  He 
says  that  in  every  case  the  deflected  septum  has  been  straightened  out 
when  the  patient  was  seen  early  enough,  and  had  remained  straight. 
This  straightening  did  not  take  place  when  spurs  had  been  thrown  out, 
the  spur  apparently  interfering  with  the  resiliency  of  the  cartilage.  He 
is  convinced  that  it  is  perfectly  permissible  to  alter  perfect  occlusion  in 
order  to  obtain  greater  width  and  increased  breathing  space. 

Dr.  Bbgue  writes  me  as  follows:  "You  are  quite  right  in  your  atti- 
tude as  regards  the  influence  of  orthodontia  upon  the  nasal  passages. 
li"'requently  the  spreading  of  the  dental  arches  also  corrects  crooked  nasal 
septa — especially  if  the  spreading  be  quickly  done  and  the  teeth  be  moved 
bodily  apart  and  not  merely  tipped,  and  if  the  septal  crookedness  be  hori- 
zontal. I  have  had  considerable  experience  along  these  lines,  sometimes 
having  as  many  as  twenty  or  twenty-flve  cases  at  one  time  and  I  have 
come  to  look  for  nasal  improvement  now  in  all  cases  save  those  in  which 
the  force  employed  is  so  gentle  as  not  to  be  perceptible  excepting  after 
some  weeks  of  application.  In  all  the  cases  of  rapid  spreading,  especial- 
ly where  screw-pressure  was  used,  I  have  yet  to  find  the  first  case  in 
which  nasal  improvement  was  not  immediately  perceptible  to  the  pa- 
tient. This  statement  refers  to  arches  that  were  enlarged  by  moving 
the  teeth  bodily  en  masse,  not  by  tipping  them  sideways  individually." 

Some   Observations   on   the   Treatment   of   Chronic    Inflammation    of   the 
Nasal  Accessory  Sinuses.         By  C.  G.  Coakley,  M.  D. 

DISCUSSION. 

Db.  Harmon  Smith  said  that  he  disliked  to  offer  his  few  experiences  in 
comparison  with  Dr.  Coakley's  as  evidence  of  any  positive  conclusions, 
'  but  that  one  was  bound  to  be  influenced  more  by  his  personal  clinical 
experience  than  by  the  observations  of  others.  In  his  clinic  in  the  Man- 
hattan Eye,  Ear,  and  Throat  Hospital,  for  a  number  of  years,  even  when 
the  reader  of  the  paper  advocated  more  ardently  than  now  the  external 
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method  of  operation,  the  unwritten  law  of  the  clinic  was  that  no  ex- 
ternal operation  should  be  performed  until  all  internal  measures  had 
proved  unavailing  and  ample  time  and  perseverance  had  been  expended 
upon  each  case.  The  vast  majority  of  these  cases  had  all  recovered  un- 
der internal  operation  and  treatment. 

After  the  advent  of  the  X-ray,  it  was  possible  to  determine  accurately 
the  amount  of  space  between  the  inner  and  outer  plate,  and  he  felt  con- 
fident that  the  internal  operation  on  the  ffontal  sinus  was  one  that  could 
be  safely  performed  by  an  operator  having  a  thorough  knowledge  of  the 
anatomy  of  this  region.  Curettage  of  the  frontal  sinus  or  of  the  tract 
leading  to  it  was  a  mistake;  the  membrane  was  often  destroyed  and  a 
periosteitis  followed,  which  presented  the  beneficial  results  that  are 
obtained  by  clean  cuts. 

He  also  disagreed  with  Dr.  Coakley  in  regard  to  the  internal  injection 
of  such  suDstances  as  chlorid  of  zinc,  lactic  acid  bacilli,  enzymol  and 
argyrol.  One  has  to  try  out  various  medicaments,  and  where  one  of 
these  does  not  succeed,  frequently  another  will.  He  himself  had  tried 
lactic  acid  with  poor  results  where  enzymol  would  be  productive  of  good 
ones.  The  secret  of  success,  however,  was  frequent  operation,  and  not 
doing  too  much  at  one  time. 

In  his  opinion,  a  good  cieaA  cut  in  this  region  was  far  preferable  to 
using  rasps  or  any  of  the  curettes  that  were  advocated.  The  curetting  of 
the  polypi  from  the  antrum  does  not  facilitate  the  healing  process,  for 
the  pyogenic  membrane  remaining  will  create  more  granulations,  and 
the  mucous  membrane  has  been  destroyed  where  it  is  necessary  to  pro- 
tect the  bone.  Ventilation  and  drainage  are  the  two  essentials  to  the 
curing  of  these  cases;  he  prefers  to  douch  these  cases,  and  uses  the 
Douglass  douche.  Bier's  suction  method  is  also  a  good  method  of  treat- 
ment, if  one  does  not  employ  too  much  force.  If  suflBcient  force  is  ex- 
ercised to  create  a  hemorrhage,  the  method  is  detrimental,  but  if  only 
sufficient  be  employed  to  draw  out  the  pus,  very  good  results  could  be 
obtained  if  used  in  conjunction  with  other  methods  of  treatment. 

Dr.  Haskix  said  that  Dr.  Smith's  last  remark  had  interested  him  very 
much,  inasmuch  as  for  years  he  himself  had  not  operated  on  the  nose 
intra-nasally  for  the  treatment  of  acute  inflammation  of  tie  ethmoids  or 
other  sinuses,  having  used  suction  with  the  vacuum-pump  entirely.  He 
had  had  severial  cases  within  the  past  few  weeks — frontal  sinuses,  eth- 
moids, and  sphenoids — all  treated  in  this  way.  By  using  a  silver  cathe- 
ter bent  to  suit  the  case  and  applying  the  vacuum-pump  or  suction-method 
one  could  obtain  results  that  no  blowing  or  spraying  would  produce.  He 
liad  often  employed  Douglass'  douche  in  the  office,  and  afterwards  there 
would  still  be  secretions  under  the  turbinate  bodies,  but  by  applying  the 
catheter  and  suction  one  could  draw  out  long  strings  ot  mucus  and  pus 
and  the  patient  would  be  almost  immediately  relieved.  There  was  a 
drying  and  shrinking  of  the  processes  and  applications  could  be  made 
directly.  He  generally  uses  a  twenty-tive  per  cent  solution  of  argyrol. 
I'he  suction-method  was  the  most  sanitary  method  of  cleaning  out  the 
Sinuses  and  the  least  distressing  to  the  patient.  In  many  instances  it 
could   be   used  without  cocainizing  the  region.     As  soon  as  the   mucus 
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was  removed  the  mucous  membrane  would  shrink  down  and  give  a  large 
nasal  space  so  that  one  could  see  the  conditions  in  the  nose.  Of  course^ 
polypoid  conditions  were  different,  and  would  have  to  be  operated  upon. 

Dk.  Abraham  complimented  Dr.  Coakley  on  his  most  interesting  and 
instructive  paper,  and  was  pleased  that  the  doctor  had  come  back  to  the 
conservative  operators  among  whom  he  counted  himself.  His  first  pa- 
tient was  operated  on  in  the  fall  of  1897.  Nearly  every  operation  for 
chronic  empyema  of  the  antrum  and  frontal  sinus  was  performed  exter- 
nally. These  cases  required  not  weeks  but  months  tc^  heal,  some  even 
running  along  for  a  year,  or  possibly  longer,  some  passed  out  of  his 
hands  and  no  doubt  were  treated  by  some  of  you  present.  A  few  years 
later  it  occurred  to  him  that  intra-nasal  surgery  would  answer  in  many 
of  these  cases,  especially  in  cases  of  the  antrum,  and  in  1899  he  began 
intra-nasal  work  on  chronic  cases  of  the  antrum,  and  since  then  has  not 
performed  a  radical  operation  on  the  antrum.  In  his  cases,  last  sum- 
lier,  the  average  duration  of  treatment  was  only  three  weeks.  Some  of 
these  cases  had  been  under  treatment  for  years  and  some  had  been  oper- 
ated upon  previously.  He  thoroughly  agreed  with  the  statement  that  in 
some  of  these  cases  the  opening  healed  up  quickly.  He  was  now  so  con- 
servative that  he  merely  removed  the  lower  border  of  the  inferior  tur- 
binated bone  to 'a  sufficient  degree  to  see  the  inferior  meatus  and  not 
the  entire  anterior  one-third  of  the  inferior  turbinate. 

Speaking  again  of  his  private  cases,  he  does  not  allow  any  of  his  pa- 
tients to  wash  out  the  antrum,  but  does  it  himself,  once  a  day.  At  the 
time  of  operation  he  curettes  mildly  all  the  exuberant  granulation-tissue 
and  polypoid  masses,  and  depends  on  weak  solutions  of  silver  nitrate, 
perhaps  as  high  as  ten  per  cent,  and  in  four  to  six  weeks  all  of  the  cases 
are  cured.  In  the  acute  cases  simple  opening  and  drainage  is  usually 
sufficient.  He  also  agreed  with  Ur.  Coakley's  statement  that  the  injec- 
tion of  antiseptics  for  diagnostic  purposes  should  be  discarded.  This  is 
especially  true  of  hydrogen  peroxid. 

As  for  the  ethmoids  he  does  not  operate  upon  them  externally,  as  he 
had  not  seen  a  case  demanding  it.  The  great  majority  of  these  cases 
can  be  cured  if  the  ethmoid  is  simply  diseased,  without  involvement  of 
the  sphenoid  and  'frontal.  They  may  require  from  one  to  six  operations 
to  completely  remove  all  diseased  tissue. 

He  had  under  observation  three  cases  of  chronic  frontal  sinus  empy- 
eriia,  of  two  or  three  years'  duration,  operated  upon  intra-nasally  during 
the  past  year.  These  cases  will  run  along  for  several  weeks  or  months 
perfectly  well  until  they  contract  a  severe  acute  rhinitis;  re-infection  fol- 
lows with  purulent  discharge,  but  under  a  few  treatments  they  will 
clear  up.  In  one  case  he  has  advised  a  radical  Killian  operation  as  he 
does  not  think  the  case  will  ever  get  well  from  the  intra-nasal  operation 
He  believes  in  giving  the  patients  the  benefit  of  the  doubt  and  prefers 
first  intra-nasal  operation  and  drainage.  If  after  a  given  length  of  time 
the  case  fails  to  improve,  then  he  performs  a  Killian  operation. 

Removal  of  the  anterior  wail  of  the  sphenoidal  sinus. followed  by  local 
application,  especially  of  nitrate  of  silver  solution  would  heal  the  ma- 
jority of  these  cases. 
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D«.  Emel  Mayek  expressed  his  pleasure  at  noting  the  swing  of  the  pen- 
dulum to  what  may  he  helieved  to  be  the  saner,  safer,  slower,  and  per- 
haps the  more  sure  methods  of  intra-nasal  operation,  for  the  vast 
majority  of  these  cases.  It  was  a  source  of  gratitication  to 'know  that 
even  so  contirmed  an  external  operator  as  Hajek  was  now  inclining  to 
what  most  of  us  have  been  hoping  and  preaching.  Let  us  not  forget, 
however,  that  there  are  occasions  when  the  external  operation  has  to  he 
performed,  that  we  sometimes  have  to  deal  with  marked  anomalies,  and 
each  case  has  to  be  studied  from  its  own  standpoint.  One  young  man 
came  to  Mt.  Sinai  Hospital  suffering  from  severe  headaches  and  great 
rise  of  temperature  every  afternoon.  A  diagnosis  of  frontal  sinusitis 
had  been  made  before  he  came  in,  and  this  diagnosis  was  promptly  and 
easily  verified,  except  that  there  was  no  evidence  of  any  pus  on  that  side 
of  the  nose  where  he  had  the  headaches.  On  the  opposite  side  of  the 
nose,  however,  there  was  a  very  large  cystic  turbinate,  and  he  questioned 
as  to  whether  or  not  it  was  best  to  submit  the  patient  to  an  intranasal 
operation.  Bearing  in  mind  the  experience  of  Killian  and  others  who 
particularly  caution  against  an  intra-nasal  operation  if  there  is  reason 
to  believe  that  within  a  reasonable  length  of  time  you  may  be  compelled 
to  do  a  radical  operation;  he  finally  decided  against  the  intra-nasal  meth- 
od and  operated  externally.  He  was  very  glad  indeed  that  he  had  so 
decided  when  he  found  a  frontal  sinus  extending  almost  to  the  edge  of 
the  eyebrow,  running  over  to  the  oposite  side.  A  remarkable  feature  ot 
the  case  was  that  the  frontal  sinus  was  tilled  with  a  gelatinous  mass,  but 
no  pus.  A  number  of  streptococci  were  found  in  the  mass.  A  case  of 
this  kind  was  quite  apropos  in  considering  the  subject  before  us,  and  Dr. 
Coakley  would  doubtless  admit  that  such  things  should  be  thought  of 
in  deciding  what  kind  of  operation  should  be  done.  If  he  had  attempted 
in  this  case  to  remove  the  middle  turbinate,  the  patient  would  certainly 
have  been  put  in  a  condition  in  which  he  was  liable  to  be  reinfected. 

He  wished  to  emphasize  his  gratification  that  these  intra-nasal  opera- 
tions had  been  shown  again  to  be  so  lasting  and  so  satisfactory. 

Dr.  Yaxkal'kb  said  that  the  question  of  intra-nasal  operation  on  the 
antrum  had  been  settled  some  years  before.  When  we  first  began  to  do 
the  more  radical  intra-nasal  operation,  we  had  a  nurhber  of  cases  which 
had  been  operated  through  the  mouth  and  they  continued  to  discharge 
tor  a  long  "while,  but  this  was  controlled  after  the  antrum  was  opened 
intra-nasally.  Dr.  Coakley  mentioned  that  the  nasal  wall  of  the  antrum 
has  a  tendency  to  close.  He  also  had  noted  this,  but  had  found  a  method 
which  usually  overcame  that  tendency.  The  closure  of  the  nasal  wall 
is  due  to  the  fact  that  the  opening  is  not  high  enough,  so  that  the  natu- 
ral orifice  of  the  antrum  is  left  intact.  If  you  look  at  the  natural  orifice 
from  the  antrum  side,  the  drainage  of  the  secretions  from  the  interior 
of  the  antrum  takes  place  toward  the  natural  orifice,  the  cilia  of  the  epi- 
thelium move  toward  the  natural  orifice.  If  any  of  the  inner  wall  is 
left,  the  tendency  will  be  for  the  secretion  to  come  out  through  the  natu- 
ral orifice  and  not  through  the  artificial  opening.  If,  however,  the  arti- 
ficial opening  is  carried  upwards  and  backwards,  so  as  to  include  the 
natural  orifice,  this  drainage  is  destroyed,  and  under  these  circumstances 
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the  secretion  must  escape  from  the  artificial  opening,  and  it  remains  pat- 
ent. It  is  not  necessary  to  have  the  artificial  opening  level  with  the 
floor  of  the  nose.  It  sometimes  happens  that  the  floor  of  the  antrum  is 
on  a  lower  level  than  the .  pasal  floor.  In  order  to  destroy  the  antral 
drainage,  it  is  necessary  to  remove  the  anterior  end  of  the  lower  tur- 
binate, and  he  had  always  done  so,  but  it  is  not  necessary  to  remove  the 
turbinate  as  far  back  as  the  antral  orifice.  But  if  the  anterior  third  is 
removed  and  the  opening  continued  upward  into  the  middle  meatus,  the 
opening  will  remain  patent. 

In  speaking  of  the  opening  of  the  cells.  Dr.  Coakley  had  spoken  of  ex- 
enteration. Dr.  Yankauer  said  that  he  did  not  know  what  Dr.  Coakley's 
practice  was,  but  he  wished  to  protest  against  the  use  of  the  curette  in 
the  ethmoidal  region.  It  was  not  only  dangerous  but  it  was  useless.  If 
it  were  possible  to  remove  all  the  mucous  membrane  so  as  to  leave  the 
OS  planum  bare,  the  bone  would  never  be  covered  with  epithelium.  It 
would  granulate  and  form  polypi.  It  was  his  practice  in  removing  the 
ethmoidal  cells  to  remove  their  inner  walls,  and  to  cut  away  the  septa, 
using  cutting  forceps,  being  careful  that  they  are  sharp  so  as  to  cut 
through  the  mucous  membrane  without  tearing.  If  that  is  done,  and  the 
mucous  membrane  of  the  outer  wall  of  the  cells  is  left  in  place,  there  is 
only  a  small  area  of  bone  to  heal  over,  and  a  considerable  amount  of 
mucous  membrane  is  left,  which  afterward  assumes  the  function  of  the 
nasal  mucosa.  SSome  years  ago  he  had  devised  an  instrument  for  the 
removal  of  the  anterior  half  of  the  naso-frontal  ducc,  leaving  the  mucous 
membrane  of  the  posterior  half  in  situ.  He  had  treated  a  number  or 
cases  with  moderate  success,  but  a  large  frontal  sinus  filled  with  polypi 
cannot  be  cured  by  the  intra-nasal  method. 

Dr.  Hurd  said  that  he  agreed  with  Dr.  Coakley's  paper  in  every  re- 
spect.    Last  June  he  had  read  a  paper  on  this  same  subject,  which  ex- 
pressed practically  the  same   views.     One   point,   however,   that  he   had 
brought  out  was  that  the  polypoid  varieties  were  not  as  a  rule  suitable 
cases.     Much  cannot  be  done  for  that  condition  through  the  nose.     They 
will  reproduce  this  inflammatory  polypoid  tissue,  and  a  good  many  of 
them  will  have  to  be  opened  externally.     Eight  or  nine  years  ago  there 
were  two  schools,  the  radicals  and  the  conservatives..   The  conservatives 
have  trailed  along,  and  some  of  the  radical  men  have  stated  their  views 
more  clearly.    The  treatment  of  private  patients  is  different  from  that 
of  clinical  patients.     The  latter  want  a  quick  cure,  whereas  the  private 
patients  will  stand  more  manipulations  and  give  more  time  to  a  cure, 
and  one  of  the  ideal  features  of  private  practice  is  the  cure  of  an  antrum 
without  doing  more  than  washing  out  with  saline  solution.     He  has  had 
a  number  of  cases  that  were  cured  without  any  operation — simply  by 
cleaning  them  out  thoroughly  every  day  with  saline  ?olution.     Bismuth 
paste  is  an  aid  in  some  of  the  sinuses,  especially  the  sphenoid.     He  em- 
ploys suction  a  great  deal,  not  as  a  cure  but  as  an  aid;  and  after  clean- 
ing the  pockets  out  as  thoroughly  as  possible,  he  uses  the  bismuth  paste, 
and  has  cured  a  number  of  sphenoid  cases  in  that  way.    Another  agent 
which  he  uses  is  nitrate  of  silver  in  strong  solution,  eight  to  ten  per  cent, 
going  as- high  as  fifty  per  cent.     If  that  does  not  relieve  after  an  inter- 
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val  of  some  weeks,  tie  uses  a  saturated  solution  of  nitrate  of  silver.  He 
has  under  observation  a  case  which  had  been  discharging  indefinitely. 
Two  months  ago  he  performed  a  submucous  operation,  and  washed  out 
the  antrum  through  the  intranasal  orifice.  The  man  has  two  orifices, 
an  upper  and  a  lower.  The  cavity  was  washed  out  with  a  saline  solu- 
tion, four  per  cent,  and  a  ten  per  cent  solution  of  nitrate  of  silver  some 
days  after,  using  260  grains  to  the  ounce;  this  not  proving  efficacious,  a 
saturated  solution  was  used.  Two  weeks  ago  he  returned  with  a  dry 
nose. 

Dr.  Coakley  was  speaking  about  chronic  sinuses,  not  acute  ones.  In  a 
case  now  under  observation,  the  patient  had  the  sinuses  on  both  sidw. 
tilled  with  this  productive  inflammation,  and  they  had  been  cleaned  out 
by  several  men  for  two  years.  He  did  a  double  radical  and  she  broka 
down  with  pus  all  through.  There  was  a  perfect  bath  of  purulent  secre- 
tion all  over  the  nose,  and  no  matter  what  he  used  the  productive  inflam- 
mation of  the  mucous  membrane  recurred.  Then  he  gave  her  vaccines, 
using  a  stock  vaccine,  and  after  fifteen  doses  the  pus  had  disappeared. 
The  wound  had  broken  down  twice,  but  seemingly  was  now  healed. 

Ur.  Cocks  said  that  he  would  like  to  speak  for  a  moment  of  the  bad 
cases  of  chronic  antral  suppuration  where  the  antrum  is  completely 
filled  with  polypoid  material  and  pus.  In  these  cases,  he  believes  a  cure 
cannot  be  attained  by  the  intra-nasal  operation.  On  the  other  hand,  the 
old  method  of  operating  by  the  canine  fossa  route,  removing  the  anteri- 
or bony  antral  wall,  and  packing  the  cavity  to  make  it  heal  from  the 
bottom  by  granulation,  involves  so  much  discomfort  to  the  patient  and 
healing  occupies  such  a  long  period,  that  this  operation  has  been  dis- 
carded by  most  operators.  Dr.  Cocks  said  he  preferred  the  Cald well- 
Luc  operation,  which  gives  a  good  exposure  of  the  antral  cavity.  It  is 
his  custom,  when  performing  this  operation,  to  make  a  large  opening 
into  the  nose  from  the  nasal  floor  to  the  natural  opening  of  the  sinus.  At 
the  same  time  a  large  portion  of  the  inferior  turbinate  is  removed.  When 
the  operation  is  concluded,  the  labio-gingival  incision  is  sutured.  No 
packing  is  required.  If  a  sufficiently  wide  nasal  opening  be  made,  no  dif- 
ficulty is  encountered  with  after-treatment.  For  cases  of  extensive 
polypoidal  disease  of  the  lining  mucosa  of  the  antrum,  this  operation 
seems  a  more  surgical  procedure  than  the  intra-nasal  method. 

Dr.  Douglass  said  that  Dr.  Coakley's  paper  contained  the  last  word  of 
our  present  knowledge  of  sinus  conditions.  He  voiced  the  experience 
of  the  best  operators,  particularly  in  that  strong  sentence  in  which  he 
said  that  the  only  method  to  be  relied  upon  for  a  cure  of  chronic  sup- 
puration of  the  sinuses  was  surgery.  If  he  were  to  add  two  words  to 
tliat,  they  would  be,  "and  drainage."  There  is  only  one  method  to  be 
relied  upon  for  the  proper  curd  of  nasal  simusitis,  and  that  method  is 
surgery  and  drainage.  This  branch  of  our  art  is  shifting  faster  than  any 
other,  and  what  is  true  to-day  is  untrue  to-morrow.  "We  pray  and  -hope 
that  the  truths  of  to-day  will  be  the  untruths  of  to-morrow,  for  there  is 
no  branch  of  our  work  that  is  so  unsatisfactory  as  this  sinus  work.  It 
was  well  enough  to  claim  sure  cures  for  sinus  surgery  but  one  never 
knows  when  they  are  really  cured,  for  relapses  are  frequently  treated  by 
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a  change  of  surgeons  and  the  sinus  cases,  especially  the  clinic  ones, 
drift  about  from  hospital  to  hospital.  From  his  own  experience  and  that 
of  his  associates,  he  feels  that  it  is  better  not  to  do  operations  on  the 
frontal  sinus  if  one  can  get  drainage  without  operation,  but  drainage  is 
imperative.  When  operation  is  necessary,  the  best  results  are  obtained 
by  the  radical  operation.  If  the  sinus  is  small,  an  external  operation 
does  no  harm,  and  if  it  is  large,  an  internal  operation  aoes  no  good.  It 
is  well  enough  to  be  careful  of  the  appearance  of  the  patient,  but  the 
first  thing  is  his  welfare. 

As  for  the  antrum  operation,  he  was  usually  satisfied  with  the  intra- 
nasal method  in  private  practice,  but  in  hospital  practice  it  had  better 
not  be  done.  Of  course,  there  are  exceptions  to  that,  but  the  cases  do 
not  get  along  so  well  in  the  clinics.  The  radical  operation  of  Luc  is 
best. 

The  ethmoids  and  sphenoids  had  always  been  his  betes  noires,  and 
still  are.  He  would  be  very  grateful  to  any  one  who  would  tell  him 
how  to  treat  them  successfully.  When  he  does  the  radical  operatioil  he 
is  troubled  forever  by  scabs,  and  if  he  does  not  do  the  radical  operation 
he  is  troubled  with  discharge.  He  never  knows  which  to  choose,  so  far 
as  the  patient  is  concerned.  The  cases  which  give  the  least  satisfactory 
results  are  those  on  the  sphenoid  and  ethmoid,  excepting  of  course 
cases  of  perforation  and  sepsis,  where  operation  is  a  matter  of  life-sav- 
ing. These  views  of  Dr.  Coakley  are  sound,  and  they  should  be  applied, 
and  all  should  try  to  work  up  to  the  standard  which  Dr.  Coakley  had  set, 
but  we  must  get  past  that  to  something  still  better  than  anything  we 
have  now,  before  we  find  anything  that  is  really  satisfactory. 

Dr.  Seymouu  Oppemikimer  said  that  while  it  was  true  that  the  radio- 
graph shows  the  relation  which  the  ethmoidal  tract  bears  to  the  other 
portions  of  the  skull  which  concern  us  as  rhinologists,  yet  it  does  not 
give  the  accurate  information  which  is  necessary  to  pre-determine 
whether  a  group  of  ethmoid  cells  are  going  to  drain  or  not,  after  endo 
nasal  measures  have  been  tried.  In  several  cases  where  he  had  employ- 
ed endo-nasal  surgery  in  cases  where  there  were  supra-orbital  recesses 
(referring  to  cases  that  had  been  seen  over  a  number  of  years,  so  that 
there  is  no  question  as  to  the  facts)  he  was  satisfied  that  much  can  be 
done  occasionally  even  in  some  of  these  cases  which  according  to  the 
radiographic  determination  of  the  anatomical  position  of  the  cellular 
groupings,  speak  for  external  operation  without  subjecting  the  patient 
to  an  external  radical  procedure.  The  question  as  to  whether  endo-nasal 
methods  or  external  ones  should  be  employed  is  oft-times  decided  indi- 
vidually, for  I  think  we  all  set  our  own  indications,  some  more  radically 
than  others.  The  great  trouble  is  that  many  men  start  off  with  radical 
views  and  soon  become  radical  enthusiasts,  and,  seeing  things  from  their 
^wn  view-point  the  indications  for  radical  surgery  are  in  the  majority 
of  their  cases  present.  The  question  which  I  ask  myself,  barring  thoso 
cases  where  definite  evidences  exist  for  the  performance  o"  the  external 
operation  (referring  to  the  frontal  sinus),  is  are  the  results  always  more 
satisfactory  than  by  endo-nasal  methods?  Certain  it  is  I  have  seen  a 
number  of  cases  that  have  been  operated  by  the  most  skilled  and  com- 
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petent  surgeons,  in  which  there  has  not  been  a  cessation  of  nasal  sup- 
puration in  spite  of  what  was  considered  very  thorough  radical  surgery. 

Dr.  McCoy  said  that  his  own  views  coincided  with  those  of  Dr.  Coak- 
ley  and  he  only  wished  to  accentuate  a  few  of  them.  Dr.  Coakley  had 
said  that  it  was  a  delusion  and  a  snare  to  operate  on  the  frontal  sinus 
and  not  touch  the  ethmoid  cells.  One  of  his  Dwn  cases  of  brain-abscess 
which  resulted  in  a  cure  was  due  to  an  attempt  by  another  surgeon  to 
treat  the  frontal  sinus  in  this  way  which  was  followed  by  granulations 
tilling  up  the  naso-frontal  duct,  impaired  drainage,  and  epidural  abscess 
and  brain  abscess.  That  was  due  to  the  fact  that  the  ethmoid  was  not 
touched  by  the  method  of  treating  the  frontal  sinus.  He  would  like  to 
know  what  was  Dr.  Coakley's  experience  in  atrophic  rhinitis  operated 
by  the  external  method.  He  agreed  with  Dr.  Yankauer  in  what  he  had 
said  about  the  antrum  operation  but  did  not  coincide  with  his  rea,5on- 
ing  and  had  himself  been  getting  better  results  when  doing  intra-nasal 
work  on  the  antrum  by  going  up  to  the  normal  oritice.  He  had  succeed- 
ed in  curing  all  his  cases  since  adopting  that  feature. 

De.  Abraham  said  that  Dr.  Douglass  seemed  to  think  that  he  had 
made  the  claim  that  none  of  his  cases  were  under  treatment  for 
more  than  three  weeks,  and  then  fell  in  the  hands  of  other  operators, 
whereas  he  had  said  distinctly  that  in  the  early  part  of  his  practice  they 
were  under  treatment  for  weeks,  months  or  perhaps  several  years^ — some 
of  them  got  out  of  his  hands  after  several  years  of  treatment  without 
cure.  He  had  said,  however,  that  during  May,  June,  and  July  of  last 
year  Ije  had  treated  eight  cases  of  chronic  empyema  of  the  antrum  and 
the  average  duration  was  three  weeks  of  treatment,  and  though  they 
have  been  under  observation  ever  since  not  one  has  had  a  recurrence,  a 
statement  which  he  is  ready  to  prove.  Three  had  attacks  of  acute  rhin- 
itis since  their  operation  without  a  recurrence  of  the  empyema. 


Report  on  a  Case  of  Nasal  Diphtheria.  N.  A.  Christie,  Can.  Prac. 
and  Rev.,  Jan.,  191 2. 
This  is  the  report  of  a  case  of  diphtheria  in  a  lad  of  17  years, 
where  the  usual  throat  condition  was  accentuated,  and  complicated 
by  a  cellulitis  about  the  angle  of  the  right  jaw  which  pushed  it  for- 
ward to  such  an  extent  that  the  upper  and  lower  sets  of  teeth  were 
not  in  line.  On  the  seventh  day,  when  the  pharyngeal  membrane 
was  loosening,  a  complete  membranous  cast  was  expelled  from  the 
right  nostril  followed  by  a  profuse  hemorrhage,  which  necessitated 
plugging.  Subsequently  pharyngeal  paralysis,  diplopia,  numbness  of 
the  arms  and  legs,  regurgitation  of  all  food,  etc.,  developed.  Con- 
valescence occupied  four  months.  Wishart. 
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Handbuch  der  speciellen  Chirurgie  des  Ohres  und  der  oberen  Luftwege. 
Edited  by  Dks.  L.  Katz,  H.  Freysing,  and  F.  Blumenfeld,     Band  1, 
Heft  2,  Lieferung  1;  price,  M.  6;  Band  1,  Heft  2,  Lieferung  1;  pric^, 
M.  6.     Curt  Kabitzsch,  Wuerzburg,  1911. 
The  second  bait  of  volume  11  of  this  exhaustive  treatise  on  the  special 
surgery  of  the  ear  and  upper  respiratory  tract  is  before  us  and  contains: 
(a)  Mechanical  bloodless  treatment  of  stenosis  of  the  upper  respiratory 
tract,  by  Fieniazek  of  Krakau;    (h)   Cosjnetic  operations  including:   Pro- 
thesis,  by  Dr.  G.  Port  of  Heidelberg;  Ctsrrective  operations,  by  Dr.  Jacques 
Joseph  of  Berlin;    Paraffin  therapy,  by  Dr.  Albert  Stein  of   Wiesbaden; 
Plastic   operations,   by   Dr.   Ph.   Bockenheimer  of  Berlin;    (c)    Roentgen 
diagnosis  in  oto-rhinology,  by  Dr.  A.  Kuttner  of  Berlin;    (d)   Phlegmon- 
ous inflammations  of  the  upper  air  tract,  by  Dr.  Edmund  Meyer  of  Berlin; 
(e)   General  and  special  treatment  of  septic  disease,  by  Dr.  Kissling  of 
Hamburg. 

A.  The  treatment  of  stenosis  is  minutely  recorded  by  Prof.  Pieniazek, 
one  of  the  pioneers  in  laryngoscope  and  bronchoscopy,  whose  research- 
work  in  this  new  field  entitles  this  chapter  to  careful  reading  and  special 
recognition. 

He  discusses  the  disposal  of  stenoses  of  the  nose,  especially  those  re- 
sulting from  cicatricial  contraction  after  ulceration  and  inflammation,  as 
induced  by  syphilis,  scleroma,  congenital  deformities;  stenoses  of  the 
naso-pharynx;  stenoses  of  the  larynx  and  trachea  and  of  the  bronchi  by 
bougies  and  other  dilatation  instruments  through  the  bronchus;  intuba- 
tion and  its  various  modifications  of  technic;  stenosis  of  the  larynx  fol- 
lowing tracheotomy  and  the  various  technical  means  of  increasing  the 
lumen  of  the  trachea;  tracheal  flstulae  and  methods  of  dilatation  through 
such  artiflcial  openings;  the  operative  treatment  of  laryngeal  stenosis 
after  tracheotomy;  and  all  the  other  types  of  contraction  and  alteration 
in  the  lumen  of  the  respiratory  tubes,  both  operative  and  mechanically 
non-operative. 

Prosthesis  of  the  defects  in  the  region  of  the  face  and  jaw  that  are  not 
included  in  the  more  diflicult  plastic  surgery,  by  means  of  the  application 
of  various  mechanical  devices  and  apparatus  are  considered  by  Prof.  Dr. 
Port.  Congenital  and  acquired  detects  of  the  palate  and  pharynx,  cleft 
palate,  replacement  of  sections  of  the  tongue,  artificial  noses,  replacement 
of  lips  and  of  cheek,  artificial  ears  by  means  of  plates,  metal  molds,  ob- 
literators  and  metal  casts  are  presented  in  a  most  interesting,  practical 
and  minute  form.  There  is  more  information  in  this  monograph  on  pro- 
thesis  of  these  areas  than  we  have  found  in  any  text-book  on  special  sur- 
gery. 

B.  Corrective  nasal  and  ear  surgery,  by  Dr.  Jacques  Joseph.  Joseph 
classifies  the  deformities  of  the  nose  as  follows:  I.  Hypertrophy  of  the 
nose  (rhinomegaly).  1.  Hypertrophy  of  the  bony  nose,  either  an  abnor- 
nally  convex  profile  or  an  abnormal  breadth  of  the  bony  portion.  2.  Hy- 
pertrophy of  the  cartilaginous  nose:  a.  abnormal  arching  of  the  triangu- 
lar cartilage;  b.  abnormal  length  of  the  nose  due  either  to  a  hanging  sep- 
tum or  to  excessive  length  of  the  entire  nose;  c.  various  deformities  of 
the  wings  of  the  nose;  d.  deformities  of  the  tip  of  the  nose.  The  crooked 
or  oblique  nose.    Nasal  defects. 

This  monograph  by  Joseph  is  one  of  the  most  complete  in  the  entire 
series  in  this  handbook;  for  he  presents  for  the  first  time  many  of  the 
original  and  ingenious  plastic  operations  devised  by  this  skillful  techni- 
cian. Joseph  made  an  extensive  study  of  this  particular  field  of  plastic 
surgery.  Most  of  these  operations  were  performed  intra-nasally  and  bring 
into  practical  application  all  of  the  most  approved  principles  of  cosmetic 
and  plastic  surgery. 
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It  is  the  first  complete  exposition  of  this  delicate  field  of  plastic  surgery 
that  has  ever  been  presented  in  which  the  author  clearly  describes  every 
detail  of  technic,  the  instruments  and  mechanical  devices  that  have  been 
constructed  for  this  purpose,  and  many  little  "tricks"  and  "wrinkles" 
which  previous  authors  have  selfishly  withheld  from  publication. 

We  take  this  occasion  to  congratulate  our  able  confrere  for  his  ingenu- 
ity, liberality  and  originality. 

C.  Paraffin  therapy,  by  Dr.  Albert  Stein.  Dr.  Stein  goes  extensively 
into  the  question  of  paraffin  prothesis  in  its  application  to  the  nose  and 
ear. 

D.  Plastic  operations,  by  Dr.  Ph.  Bockheimer.  The  author  divides 
plastic  operation  on  the  face  into:  (a)  autoplasty;  (b)  heteroplasty,  and 
(c)  alloplasty.  This  field  is  uncommonly  diversified  and  the  operative 
technic  and  methods  employed  are  considered  from  every  view-point.  In 
the  temporal,  the  cheek,  on  the  eyelid,  nose,  ear,  lip,  mouth,  hard  and 
the  temporal,  the  cheek,  on  the  eyelid,  nose,  ear,  lip,  mouth,  hard  and 
soft  palates,  uranoplasty  and  staphylorrhaphy  are  given. 

Hare-lip  and  Cleft-palate.    With  Special  Reference  to  the  Operative  Treat- 
ment and  its  Results. 
By  James  Berry,  B.  S.,  and  T.  Percy  Legg,  M.  S.     London.     Pp.  341,  with 
242    illustrations.     Price,   |4.00.     Philadelphia:    P.   Blakiston's    Sons 
&  Co.,  1912. 
The   most    important    feature    in    an    extensive  surgical  monograph  is 
original   work,   and   the  volume   before   us   presents   the   experiences   of 
Mr.  James  Berry  and  Mr.  T.  Percy  Legg,  in  a  series  of  154  consecutive 
cases  of  cleft-palate  operation  from  1894  to  the  end  of  1911. 

In  this  book  is  described  in  full  detail  the  methods  which  have  been 
found  most  useful  in  the  treatment  of  hare-lip  and  cleft-palate.  The 
authors  prefer  to  operate  on  the  hare-lip  first  and  to  complete  the  cor- 
rection of  the  cleft  in  the  palate  when  the  child  is  older.  Originality  in 
operative  technic,  sound  and  good  judgment  in  the  selection  of  the  time 
and  condition  of  the  operation,  clear  and  terse  description  in  the  text  and 
a  series  of  remarkably  well-executed  drawings  to  illustrate  the  different 
steps  of  the  operation,  great  variety  in  the  hare-lips  and  cleft-palate 
described,  and  technical  points  developed  by  the  authors  characterize 
every  page  of  this  volume. 

In  addition  to  a  truthful  record  of  their  own  work,  the  authors  present 
a  consideration  of  other  methods  introduced  for  the  correction  of  cleft- 
palate  and  hare-lip,  by  Brophy,  Lane,  and  others,  and  have  also  added 
'  chapters  on  the  embryology,  anatomy  and  physiology  of  the  lips  and 
palate,  the  variations  of  hare-lip  and  cleft-palate,  the  training  in  articula- 
tion after  the  operation,  and  a  valuable  appendix  of  154  cases  of  cleft- 
palate  with  a  brief  resume  of  each  case. 

The  illustrations  and  press-work  are  unusually  fine,  and  the  entire  vol- 
ume presents  the  best  treatise  on  hare-lip  and  cleft-palate  as  yet.  pub- 
lished. 
On   the    Physiology   of  the   Semi-circular   Canals   and    Their    Relation   to 

Seasickness. 
By  Joseph  Byrxe.  A.  M.,  M.  D.,  LL.  B.  First  edition;  Octavo;  569  pages. 
Price,  $3.00.  New  York;  J.  T.  Dougherty,  1912. 
The  author  presents  in  this  volume  of  570  pages,  six  years  of  experi- 
ence and  observation  on  the  etiology  of  sea-sickness  and  the  relation  of 
sea-sickness  to  this  long-mooted  question.  The  experiments  on  which 
these  observations  are  based  consisted  in  a  series  of  attempts  to  stimulate 
sea-sickness  by  rotation,  aural  irrigation,  light  stimulation,  galvanism 
applied  to  the  mastoid  region,  etc.  It  also  includes  a  careful  observation 
of  the  effect  of  sea-voyaga  on  the  author  and  several  selected  subjects. 

The  remarkable  development  made  in  the  past  few  years  in  the  study 
of  the  physiology  and  pathology  of  the  labyrinth  justifies  some  of  the 
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conclusions  reached  by  the  author  in  his  assertion  of  the  semi-circular 
canals  as  the  causative  factor  in  sea-sickness. 

The  author  claims  that  his  investigation  of  the  phenomenon  of  nystag- 
mus as  produced  mechanically,  thermically  and  electrically  was  studied 
and  worked  out  by  him  independently,  before  he  had  any  information  of 
the  work  done  by  Barony,  Neumann  and  others. 

These  studies  in  sea-sickness,  and  the  deductions  and  conclusions 
which  are  reached  are  very  interesting.  The  gyroscope  is  a  possible 
means  of  preventing  sea-sickness,  if  the  principle  of  the  gyroscope  can  be 
applied  in  conjunction  with  the  swinging  deck  or  compartment. 

While  no  definite  conclusions  of  practical  value  are  reached  in  this 
investigation,  there  are,  however,  many  avenues  of  thought  and  material 
for  further  experiment  offered. 

Practical  Medical  Series  Comprising  Ten  Volumes  on  the' Year's  Progress 
in    IVledicine   and    Surgery.     Volume    III,   The     Eye,     Ear,     Nose    and 
Throat. 
Edited  by  A.   Woon,   M.   c,  Albert  H.  Andrews,   M.  D.,  and  Gustav   P. 
Head,  M.  D.     The  Year  Book  Publishers,  Chicago,  1912. 
We  are  always  glad  to  see  this  annual  visitor,  for  it  presents  in  crys- 
talized   fofm    the   most   recent   developments   in   ophthalmology   and   oto- 
laryngology, including  anatomy,  surgery,  technic,  new  therapy  and  ad- 
vanced thought  in  our  literature. 

For  the  busy  specialist  who  neglects  to  read  the  progress  in  his  field 
Irom  month  to  month  in  the  special  medical  journals,  this  little  year- 
book should  prove  an  invaluable  companion,  and  afford  a  means  for  fur- 
ther reference  and  an  index  as  to  where  more  detailed  information  may 
be  obtained. 

Primary   IVIalignant  Growths  of  the   Lungs  and    Bronchi — A    Pathological 

and  Clinical  Study. 
By  I.  Adler,  a.  M.,  M.  D.     Pp.  325,  with  16  plates.       Price  16s  net.     Lon- 
don: Longmans,  Green  &  Co.,  1912. 

The  field  which  this  volume  presents  is  a  rather  new  one  in  special 
literature. 

The  monograph  was  originally  intended  as  a  contribution  to  Prof. 
Arnold  in  honor  of  the  seventieth  birthday  of  this  master  in  pathology. 

Prof.  Adler  believes  that  these  primary  malignant  tumors,  while,  in- 
frequent, are  by  no  means  extremely  rare. 

Not  only  carcinoma,  but  also  other  malignant  tumors  of  the  lung  are 
considered  both  from  the  broad  pathological  as  well  as  from  the  clinical 
point  of  view. 

A  very  large  material  has  been  collected  from  the  literature  in  this 
field  towards  this  accomplishment.  In  1896,  Passler  managed  to  collect 
about  seventy-four  cases  of  undoubted  primary  carcinoma  of  the  lungs. 
Edward  Boecker,  in  1910,  remarked  that  100  cases  can  now  be  found  in 
the  literature. 

It  is  a  very  laborious  and  serious  literary  undertaking  to  collect  such 
matter  and  to  eliminate  that  which  adds  but  little  of  statistic  or  scientific 
value.  The  author  has  been  successful  in  this  difficult  task  and  has  pre- 
sented, both  in  analytical  and  tabular  form,  a  series  of  374  cases  of 
primary  carcinoma  of  the  lungs,  90  cases  of  sarcoma,  99  cases  of  malign- 
ancy of  the  pulmonary  organs  of  doubtful  character,  and  18  miscellaneous 
cases  of  probable  malignancy. 

The  pathological  and  clinical  chapters  are  splendid  examples  of  care- 
ful analysis,  sound  pathological  knowledge  and  lucid  deductions.  This 
monograph  cannot  fail  to  be  a  matter  of  much  profit  and  information  to 
all  who  carefully  peruse  it. 
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THE  MODERN  HISTORY  OF  ACCESSORY  NASAL  SINUS 

DISEASE.* 

DR.  JONATHAN  WRIGHT^  NEW  YORK  CITY. 

Director  of  the  Department  of  the  Laboratories  of  the  New  York  Post-Graduate 
Medical  School  and  Hospital. 

The  period  of  my  activities  in  laryngology  covering  as  it  does 
more  than  twenty-five  years  includes  in  its  experiences  the  rise  of 
interest  in  and  the  eager  cultivation  of  our  modern  knowledge  of 
diseases  of  the  accessory  sinuses  of  the  nose.  It  witnessed  the 
absurd  exaggerations  of  notions  as  to  the  frequency  with  which 
sinus  disease  requires  surgical  intervention,  the  rash  resort  to 
devastating  destruction  of  nasal  structure  in  operative  measures 
designed  to  afford  relief  to  affections  more  or  less  trifling  in  them- 
selves. It  experienced  the  disasters,  "the  doctor's  mistakes  which 
the  earth  covers,"  the  disappointments  of  too  enthusiastic  operators 
and  too  credulous  patients.  It  saw  reputations,  world  wide  in  the 
narrow  domain  of  our  specialty  made  out  of  a  manual  dexterity 
perhaps,  but  also  out  of  an  intrepidity  of  spirit  which  often  en- 
croached too  much  upon  the  rights  of  humanity  and  too  often  dis- 
regarded the  precepts  of  conscientious  professional  conduct.  It 
saw  on  the  other  hand  the  unselfish  pursuit  of  knowledge,  the 
single  minded  endeavor  to  spread  its  beneficent  influence  and  make 
it  a  heritage  of  future  medical  men.    A  period  of  twenty-five  years 

*This  article  forms  a  part  of  the  new  matter  to  be  Included  in  the  second 
edition  of  Dr.  Wright's  History  of  Laryngology,  to  be  issued  shortly  by  Lea 
&  Febiger,  the  matter  of  the  first  edition  having  appeared  in  these  columns. 
— The  Editor. 

81 


82  WRIGHT  :    ACCESSORY  NASAL  SINUS  DISEASE. 

had  seen  this  slow  and  modest  toil  rewarded  by  the  fruition  of  a 
more  rational  way  of  looking  on  sinus  disease  as  usually  a  minor 
evil  with  which  the  system  is  often  able  to  cope  unaided  or  assisted 
only  by  moderate  and  comparatively  harmless  intervention.  It  has 
seen  effective  relief  rendered  in  those  dangerous  cases  of  suppura- 
tive and  neoplastic  disease  which  pursued  their  course  unchecked 
to  a  fatal  issue  a  generation  ago. 

There  is  doubtless  stilj  much  to  be  learned,  many  improvements^ 
still  to  be  made,  much  enlightenment  still  to  be  gained  in  the  study 
of  sinus  disease,  but  it  is  safe  to  say  that  the  prefatory  stage  to  the 
sober  scientific  investigation  of  it  has  passed  by. 

There  can  be  no  doubt  that  the  material  causes  of  the  activities 
in  this  field  of  medical  science  had  their  foundations  in  that  de- 
velopment of  mechanical  and  technical  art  which  produced  the 
laryngoscope  and  the  illumination  of  hidden  recesses  of  the  body 
by  means  of  intensified  gas  light,  electric  incandescence  and  the 
mysterious  powers  of  the  actinic  rays  produced  by  atonic  disin- 
tegration. Still  more  far-reaching  in  its  effects  was  the  intellectual 
expansion  which  resulted  in  the  extension  of  anatomical  study, 
both  gross  and  microscopic,  to  the  bony  tissues  and  their  softer 
linings  in  the  nose  and  the  adnexa. 

It  is  unsafe  to  prophesy,  but  it  seems  very  probable,  that  further 
advance  is  to  be  made  in  the  future  along  physiological  lines  which 
must  include  investigations  in  the  micro-biology  and  the  metabolism 
of  the  nasal  mucosa  and  its  ramifications  in  the  sinuses  and  to  this 
there  must  be  allied  the  consideration  of  the  relationship  which  this 
special  micro^biology  and  special  metabolism  bears  to  like  phenom- 
ena in  the  general  system. 

We  have  seen  how  completely  and  exhaustively  the  subject  of 
the  surgical  treatment  of  the  antrum  of  Highmore  has  been  dealt 
with  in  literature,  largely  before  the  nineteenth  century. 

After  the  beginning  of  the  development  of  modern  rhinolog>'  in 
the  early  eighties,  interest  was  gradually  aroused  in  the  subject  of 
accessory  sinus  disease.  In  the  discussion  at  the  meeting  of  the 
German  Naturalists  in  1886,  the  idea,  traces  of  which  we  have 
seen  in  earlier  literature,  again  arose  as  to  the  connection  between 
sinus  disease  and  ozenatous  atrophic  rhinitis.  The  etiology  of 
maxillary  sinus  disease  in  the  vast  majority  of  the  cases  was  at 
this  time  ascribed  to  carious  teeth.  Among  those  who  accepted 
this  view  were  KilHan,^  Schmiegelow,^  and  MacBride." 
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Mikulicz*  brought  into  vogue  his  operation  of  perforating  the 
maxillary  sinus  with  a  trocar  and  canula  from  the  nasal  chambers, 
but  the  perfcration  through  the  alveolus  still  remained  the  more 
common  procedure  as  long  as  the  teeth  were  accepted  as  the  chief 
factors  in  the  etiology  of  suppuration. 

Interest  wcis  soon  aroused  in  America  and  Dr.  J.  H.  Bryan  in 
18.S9  read  a  paper  before  the  American  Medical  Association  on  the 
subject.  Considerable  had  been  said  as  to  the  difficulty  in  diag- 
nosticating the  presence  of  pus  in  the  maxillary  sinus  and  the 
trocar  of  Krause  was  devised  for  exploratory  puncture,  irrigation 
and  the  insufflation  of  iodoform  and  other  powders.^ 

Transillumination :  Another  method  of  diagnosis  attracted  much 
more  attention.  Dr.  Theodor  Heryng**  in  1889  urged  the  idea  of 
Voltolini, — the  electric  transillumination  of  the  antrum.  MacBride 
and  Vohsen  both  read  papers  on  this  subject  at  the  International 
Congress  in  1889.  Even  as  early  as  this,  in  the  discussion  of  Voh- 
sen's  paper  Freudenthal  and  Heymann  pointed  out  that  transil- 
lumination is  not.  by  any  means  a  reliable  method  by  itself  for 
diagnosis  of  sinus  disease  and  in  spite  of  the  considerable  vogue 
the  procedure  has  had  in  rhinology  this  remains,  twenty-five  years 
later,  the  prevailing  sentiment. 

Latent  Suppuration :  Lichtwitz"  and  Jeanty^  described  cases  of 
latent  suppuration  of  the  antrum  of  Highmore,  pointing  out  that 
it  was  frequently  bilateral.  Writers  became  more  cautious  and 
critical  as  to  the  results  of  the  treatment  then  in  vogue,  chiefly 
drainage  through  an  alveolar  perforation.  Many  cases  of  antrum 
disease  alone  failed  to  respond  to  this  treatment,  while  the  fact 
that  the  upper  row  of  sinuses  was  furnishing  the  pus  and  the  an- 
trum was  but  a  reservoir  for  it  was  still  unknown  or  unappre- 
ciated. 

Necrosing  Bthmoiditis :  As  to  the  ethmoid  cells,  in  1887,  Woakes* 
drew  attention  to  a  cleavage  of  the  middle  turbinated  bone  which 
he  declared  to  be  due  to  necrosing  ethmoiditis.  Although  it  has 
subsequently  been  shown  that  this  apparent  cle9.\'^ge  of  the  bone  is 
often  really  a  presentation  of  a  polyp  from  beneath  it,  having  its 
attachment  to  the  hiatus  semilunaris  or  its  neighborhood,  this  work 
of  Woakes  created  great  interest  in  the  pathological  states  of  the 
ethmoidal  labyrinth  and  led  to  the  liveliest  discussions  for  several 
years.  Bosworth^"  in  1891  wrote  on  the  various  forms  of  disease 
of  the   ethmoid   cells.     Gnienwald**   in    1892   published   his   well- 
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known  brochure  on  nasal  suppurations,  special  attention  being 
drawn  to  the  affections  of  the  ethmoid  and  sphenoid  cavities.  Al- 
though there  were  a  number  of  other  articles  on  disease  of  the 
cavities  at  this  time,  these  three  contributions  to  the  subject  in  Eng- 
land, America  and  Germany  formed  perhaps  the  greatest  stimulus 
to  the  flood  of  literature  of  the  subject  which  followed.  Gruen- 
wald's  radical  views  as  to  occurrence,  complications  and  treatment. 
Woakes'  views  as  to  the  connection  of  ethmoiditis  and  nasal  polypi, 
and  still  more  the  views  of  Bosworth  as  to  ethmoiditis  and  the  etiol- 
ogv  of  asthma  and  hay- fever  furnished  themes  for  animated  attack 
and  defense. 

Frontal  Sinus:  Schaeffer"  in  1890  had  proposed  to  drain  the 
frontal  sinus  by  enlarging  its  communication  through  the  infundi- 
bulum  with  the  middle  meatus.  In  1891  Baumgarten,"  Montaz,^* 
Silcock,^^  Gruenwald^"  and  others  wrote  papers  on  frontal  sinus 
disease  most  of  them  counselling  the  trephining  of  the  sinus  ex- 
ternally. Among  the  ophthalmologists,  disease  of  the  frontal  sinus 
es  and  ethmoidal  cells  had  for  a  long  time  been  known  as  the 
origin  of  orbital  abscess"  and  many  operations  were  performed  h} 
them  in  which  these  cavities  were  reached  from  an  incision  at  the 
inner  and  upper  angle  of  the  orbit.  Brain  abscess  having  its  origir 
in  suppuration  of  the  frontal  sinuses  was  noted  in  1892.^*  Licht 
witz^^  in  1893  again  urged  the  practicability  of  reaching  the  frontal 
sinus  through  the  nose,  by  means  of  probe  and  canula.  For  yeari 
this  idea  was  discredited  as  dangerous  and  even  impossible  in  tht 
majority  of  cases  by  many  writers. 

Woakes  had  claimed  ethmoiditis  as  the  chief  factor  in  the  etiology 
of  nasal  polypi  and  Gruenwald  had  traced  that  of  ozena  to  atfec 
tions  of  the  accessory  sinuses,  an  idea  which  is  still  more  or  les-. 
prevalent  among  a  minority  of  rhinologists.  Among  others 
Chiari-"  soon  opposed  these  views,  referring  to  128  cases  of  atro 
phic  rhinitis  with  ozena  without  smus  disease  and  sixty-one  cases 
of  nasal  polypi  without  caries  of  the  ethmoid  cells.  These  matters., 
as  many  others  which  engaged  the  attention  of  clinical  observersr 
in  rhinology  could  not  be  intelligently  discussed  without  a  more 
accurate  knowledge  of  the  anatomical  relations  and  post-mortem 
conditions  of  the  accessory  sinuses. 

Post-mortem  Examinations:  In  1877  Schalle-^  had  described  a 
method  of  examining  these  cavities  in  the  cadaver  without  disfigura- 
tion. This  had  been  the  great  drawback  to  a  thorough  understanding 
of  anatomical  and  pathological  points  of  interest  and  importance 
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and  consequently  a  decided  hindrance  to  clinical  activity.  Since 
1882  the  invaluable  work  of  Zuckerkandl"  subsequently  much  en- 
larged^ Had  been  almost  the  sole  guide  of  surgical  procedure  as  it 
was  subsequently  the  inspiration  of  much  work  in  the  anatomy  and 
patholog)'  of  these  regions.  In  1891  Harke-^  referring  to  the  work 
of  Schalle,  introduced  an  improvement  in  ,the  post-mortem  technic 
of  the  examination  of  the  nasal  chambers  and  the  sinuses.  Subse 
quently  in  1895-96  Harke,-*  Dmochowski-"  and  E.  Fraenkel,-"  did 
a  great  deal  to  extend  our  knowledge  of  the  anatomy,  patholog> 
and  bacteriolog>'  of  the  nasal  accessory  cavities. 

The  discovery,  made  post-mortem,  that  such  a  large  proportion 
of  cases  show  evidence  of  latent  disease  of  or  purulent  collections 
in  the  antrum  of  Highmore  did  much  not  only  to  establish  this 
point,  but  did  much  also  to  show  that  patients  may  carry  around 
with  them  for  years  foci  of  pus  in  the  cavities  of  the  nose  without  in- 
convenience or  danger.  The  prevalence  of  epidemics  of  influenza 
throughout  the  civilized  world  during  the  period  of  growing  interest 
in  these  conditions  stimulated  the  study  of  them,  as  it  gave  rise  to 
the  opportunity  for  it.  It  was  early  recognized  that  this  affection  was 
the  cause  of  the  occurrence  of  many  acute  attacks  and  that  these 
became  the  starting  points  of  much  subsequent  chronic  disease. 
While  these  opportunities  for  clinical  study  doubtless  bore  an  im- 
portant part  in  the  causes  v.hich  underlay  the  study  of  sinus  dis- 
ease, it  could  not  have  been  carried  to  the  fruition  of  the  present 
day  status  of  our  knowledge,  but  for  the  continuation  of  the  pur- 
suit of  the  fundamental  embryological;  anatomical  and  pathological 
facts  brought  out  in  the  works  of  Sieur  and  Jacobs,  Killian,  Onodi 
and  others. 

\'on  Besser-'  in  1889,  had  shown  the  presence  of  pyogenic  or- 
ganisms in  the  normal  maxillary  antrum.  Dmochowski  in  1895. 
showed  that  in  nearly  20  per  cent  of  post-mortem  examinations  of 
cases,  dead  of  various  diseases,  there  was  3  pathological  state  of 
the  mucosa  of  the  maxillary  antrum.  Like  results  were  also  ob- 
tained by  Eugen  Fraenkel  in  post-mortem  examinations  of  a  large 
number  of  cases  about  the  same  time.  For  many  years  these  were 
the  only  investigations  of  importance  which  were  published  on  the 
flora  of  the  accessory  sinuses. 

In  1910  Turner  and  Lewis-^  published  important  papers  on  their 
bacteriology  in  which  they  showed  the  dominant  organisms  were 
not  constant,  but  that  pneumococci,  streptococci,  staphylococci,  bac- 
teriae  coli,  diphtheriae,  influenzae  were  all  found  in  various  cases. 
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They  emphasized  a  point,  which  had  been  occasionally  mentioned 
by  others,  that  when  the  purulent  matter  contained  a  large  number 
of  lymphocytes  and  when  the  prevailing  organism  was  a  strepto- 
coccus the  chronic  cases  were  apt  to  be  rebellious  to  treatment  and 
simple  douching  does  not  suffice.  When  these  conditions  did  not 
prevail  simple  douching  was  often  sufficient.  They  placed  the  fig- 
ure of  proportionate  frequency  of  the  dental  factor  in  maxillary 
sinus  suppuration  at  one  third  of  the  cases.  Sobernheim,-^  in  1910,. 
also  made  observations  on  the  bacterial  flora  in  chronic  empyema  of 
the  maxillary  sinus  in  which  he  came  to  somewhat  analogous  con- 
clusions as  did  Turner,  but  found  in  some  cases  that  the  pus  was 
sterile — in  seven'  out  of  the  twenty-five  cases  examined.  This  cer- 
tainly is  a  surprisingly  large  number  of  negative  results  and  con- 
clusions from  it  must  be  accepted  with  caution. 

Histology  :  Weichselbaum  and  Zuckerkandl,  especially  Zucker- 
kandl,  in  his  later  editions,  (1893)  had  made  a  special  study  of  the 
minute  anatomy  of  the  mucosa  of  the  accessory  sinuses.  Win- 
grave^^  showed  sections  of  granulation  tissue  from  the  frontal 
sinus  in  1898.  Andre^^  had  in  1905  written  a  thesis  on  the  lym- 
phatics of  the  nose,  including  reference  to  those  of  the  accessory 
cavities.  Gruenwald,"^  in  1910,  referring  to  Andre's  work  supple- 
mented it,  and  his  observations  go  to  contradict  the  conclusion  that 
the  lymphatic  vessels  of  the  sinuses  communicate  through  the  bony 
walls  with  those  of  the  nasal  chamber.  On  the  contrary,  they  seem 
only  to  follow  the  mucous  membrane  itself.  It  may  be  remarked 
that  familiarity  with  the  histology  of  the  mucosa  and  an  apprecia- 
tion of  the  limitations  of  the  injection  technic  on  which  this  opinion 
is  based,  may  well  lead  us  to  doubt  that  in  life  infection  is  only 
thus  carried  by  the  lymph  channels.  There  are  many  of  them  so 
very  minute  that  they  may  well  give  passage  to  bacteria  and  not  to 
injected  material.  However,  the  channels  of  infection  along  which 
the  germs  spread  to  new  localities  are  still  mooted  points  in  every 
region  of  the  body.  It  seems  very  probable  that  even  the  nearby 
spread  of  infection  takes  place  in  the  blood  current  rather  than  by 
the  lymph  spaces.  The  work  of  Oppikofer^^  deserves  notice  for  its 
extended  investigation  of  the  normal  and  pathological  anatomical 
conditions  of  the  sinuses,  especially  of  their  histological  anatomy. 
It  signalizes  one  of  the  forward  steps  taken  in  the  more  thorough 
attempts  to  study  the  actual  processes  of  disease  as  revealed  by  the 
microscope,  but  it  also  deals  with  facts  in  the  gross  anatomy  of  the 
parts.  Eschweiler''*  contributed  to  the  histology  of  the  mucous 
membrane  of  the  frontal  sinuses  and  Oppikofer^^  subsequently  ex- 
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tended  his  work.  Goetjes.^*'  in  1909.  devoted  an  essay  solely  to  the 
pathological  anatomy  and  histology-  of  the  sphenoidal  sinus,  having 
examined  it  in  thirty-one  cases  post-mortem.  Like  previous  ob- 
servers he  concluded  that  pathological  changes,  observed  post- 
mortem, were  as  a  rule  acute  conditions  arising  during  the  later 
stages  of  the  affections  of  which  the  patients  died.  They  often  con- 
tained stomach  contents.  He  did  not  agree  with  the  statement  of 
some  of  the  previous  observers  who  claimed  that  in  the  majority 
of  the  cases  there  had  been  an  antecedent  rhinitis  and  there  is  some 
reason  to  believe  thart  this  is  less  frequently  the  case  than  in  in- 
flammatory affection  of  the  other  sinuses. 

Turner/'"  in  1903,  made  valuable  contribution  to  the  patholog)- 
of  bone-cysts  in  the  accessory  sinuses  of  the  nose,  especially  with 
regard  to  those  of  the  maxillary  sinus  developed  from  the  dental 
embryogenetic  foci.  As  to  the  cysts  of  the  ethmoid,  Onodi^^  was 
warranted  in  saying  that  they  are  anomalies  in  the  development  of 
the  ethmoidal  labyrinth.  They  are  of  a  different  character  and 
origin  from  the  cysts  of  the  maxillary  sinus.  In  the  ethmoid  it  was 
found  that  the-  exaggerated  development  or  pathological  processes 
sometimes  led  to  a  cyst  cavity  formed  out  of  the  bulla  or  other 
small  cell  at  the  anterior  end  of  the  middle  turbinate.  This  was 
occasionally  found  to  contain  pus  or  a  glairy  mucus.  The  cause 
of  the  cysts  occasioned  some  discussion.  Their  occurrence  chiefly 
in  women  is  a  curious  phenomenon  of  sex  patholog)'.  Zuckerkandl, 
Glasmacher,^^  MacBride,***  Knight,*^  and  others  noted  their  occur- 
rence and  various  theories  were  advanced  as  to  their  pathogenesis, 
but  it  was  not  until  the  publication  of  Stieda,*-  in  1895,  that  it  was 
recognized  that  they  are  the  products  of  inflammatory  action  set 
up  in  the  walls  of  pre-existing  mucosa-lined  cavities  in  the  tur- 
binated bones,  whereby  the  osteoblasts,  forming  bone  on  the  outer 
or  convex  surface  and  osteoclasts,  absorbing  it  on  the  concave 
or  inner  surface,  result  in  some  cases  in  the  formation  of  a 
very  large  cavity.*"  A  very  exceptional  report  was  made  by  Nol- 
tenius**  in  1895  ^^  Z7  cases  of  "serous  disease"  of  the  maxillary 
sinus  in  which  on  exploratory  puncture  clear  fluid  was  washed  from 
the  antrum.  The  large  number  of  cases  reported  by  one  observer 
attracted  attention  and  is  still  unique,  though  a  less  number  of  cases 
have  from  time  to  time  been  reported,  usually  supposed  to  be  due 
to  cyst  formation  in  the  antrum.  Cysts  of  the  mucous  membrane  of 
the  maxillary  antrum  were  exhaustively  described  by  Alexander*^ 
and  the  differential  diagnosis  of  this  condition  from  antrum  em- 
pyema was  the  subject  of  a  paper  by  Kuhnert*^  in  1897.     Gerber*" 
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and  Shambaiigh*^  in' 1906  wrote  of  nasal  cysts  in  the  nose  and 
maxillary  sinus,  their  relation  to  the  "hydrops"  of  the  latter  and 
their  embryogenetic  origin  from  the  teeth  roots.  Hoffmann/'-*  in 
1911,  extended  his  previous  observation  (1902)  on  cysts  of  the 
maxillary  sinus  in  which  he  described  his  histological  findings  in 
cases  of  dental  origin.  Oppikofer^*'  also  contributed  an  exhaustive 
article  in  1911  to  the  literature  of  dental  cysts  describing  fully  a 
number  of  cases  and  the  histological  findings,  while  many  points  in 
their  pathogenesis  are  yet  unexplained.  He  seemed  to  think  it 
clear  that  they  have  their  origin  in  inflammation  of  the  roots  and 
their  envelopes^caries  and  granulation  tissue  representing  the  ini- 
tial stage  of  their  formation.  There  is  probably  a  proliferation  of 
the  epithelium  thus  aroused,  with  a  subsequent  degeneration  of  the 
epithelium  furnishing  the  fluid-contents  of  the  cyst,  though  this  is 
one  of  the  points  far  from  settled. 

Teeth  in  the  Nose:  Intimately  connected  with  the  subject  of  den- 
tal cysts  of  the  maxillary  sinus  are  those  anomalies  of  development 
of  the  teeth  in  the  upper  jaw  which  lead  not  only  to  cysts  of  their 
roots,  but  to  displacement  and  inversion  of  their  crowns  and  the 
wandering  of  the  teeth  through  the  bony  walls  of  the  superior 
maxillae.  Naturally  many  of  these  become  inhabitants  of  the 
maxillary  sinus  and  instances  of  this  had  been  noted  even  in  pre- 
laryngoscopic  days,  and  early  in  the  study  of  sinus  disease  we  find 
many  reports  in  literature.^^"'*"^  A  number  of  cases  of  teeth  in  the 
nose  and  nasal  sinuses  have  been  reported  in  the  last  two  or  three 
years.^'  Underwood^*  contributed  an  article  in  19 10  to  the  anatomy 
and  pathology  of  the  maxillary  sinus  in  which  he  dealt  with  its 
embryogenetic  origin  in  comiection  with  the  teeth,  comparing  con- 
ditions in  various  races  of  men. 

Mucocele :  Mucocele  of  the  accessory  sinuses,  a  rare  condition 
which  had  been  noted  by  Kuhnt  was  described  by  Avellis''"  in  1900, 
by  Baurowicz""  in  1901,  by  Bowlby"^  in  1902,  by  Guisez"-  in  1903 
and  by  Onodi""  and  Moure***  in  1905.  Since  then  there  have  been 
a  very  large  number  of  reports  recorded. 

Malignant  Tumors:  Reports  of  malignant  tumors  located  in  the 
accessory  sinuses  may  be  found  scattered  through  general  literature 
from  almost  the  very  beginning  of  medical  records  and  I  shall  have 
to  content  myself  with  brief  reference  to  those  reports  for  five 
years  following  the  paper  of  Schwenn"^  inasmuch  as  in  laryngo- 
logical  literature  this  is  the  first  extended  reference  especially  con- 
fined to  malignant  tumors  of  these  cavities.  In  1900  he  reported 
ten  cases  of  malignant  tumors  in  the  accessory  sinuses,  two  in  the 
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maxillary,  seven  in  the  ethmoid,  one  in  the  sphenoid.  Kirschner,^" 
Brindel,**'  Citelli,"^  Onodi,''^  Avellis,'"  Harmer'^  and  Calamida'- 
were  the  chief- reporters  of  cases  of  malignant  sinus  disease  from 
1900  to  1905,  but  since  then  many  more  cases  may  be  found  on 
record. 

Choanal  Polypi:  Observations  were  made  by  several  writers^^ 
who  called  attention  to  the  fact  that  many  of  the  nasal  polypi,  es- 
pecially those  presenting  posteriorly  in  the  choanae,  had  their  origin 
from  and  were  attached  to  the  upper  part  of  the  maxillary  sinus 
and  in  the  hiatus  semilunaris  and  not  in  the  nasal  chambers  proper. 
Kubo  proposed  to  operate  on  these  by  first  exposing  their  base  of 
attachment  by  the  external  operation  (canina  fossa)  on  the  maxil- 
lary sinus.  Subsequent  discussion  has  shown  that  by  no  means  all 
polypi  are  thus  attached.  It  seems  probable  that  this  origin  when 
existing  is  found  only  in  cases  of  the  soft  edematous  polypi,  not 
of  the  hard  growths  of  adolescence.'*. 

Sinus  Tuberculosis:  Weichselbaum^^  in  an  article  on  nasal  tuber- 
culosis in  1 88 1  referred  to  it  as  occurring  in  the  accessory  sinuses. 
Three  or  four  cases  of  tuberculosis  of  the  ethmoidal  labyrinth  have 
been  reported'**  since  then. 

Rhinitis  Caseosa:  Cozzolino  at  the  International  Congress  for 
Otology  and  Laryngology  in  1889  had  spoken  of  rhinitis  caseosa 
or  cholesteatomatosa  as  a  disease  in  itself.  Subsequently  it  became 
evident  that  it  was  a  peculiar  caseation  of  the  retained  nasal  dis- 
charges excited  often  by  the  presence  of  a  foreign  body  but  also 
present  in  cases  of  pus  retained  in  the  sinuses  over  long  periods  of 
time."' 

Sinus  Ozena:  Robertson,'^  in  1893,  advocated  the  ideas  both  of 
W'oakes  as  to  the  origin  of  nasal  polypus  and  of  Gruenwald  as  to 
the  origin  of  ozena.  Alexander,'^  in  1909,  seems  to  voice  the 
present-day  opinion  that  the  only  foundation  for  the  contention  of 
Gruenwald  that  ozena  is  a  disease  of  the  accessory  sinuses  lies  in 
the  fact  that  atrophic  rhinitis  and  ozena  are  primarily  a  bone  dis- 
ease and  the  accessory  sinuses  are  involved  in  the  changes  of  the 
mucosa  producing  ozena  just  in  so  far  as  their  bony  walls  are  in- 
volved in  the  general  pathological  process  of  the  framework  of  the 
nasal  chambers.  I  omit  mention  here  of  the  very  large  number  of 
papers  and  di.scussions  which  have  occurred  since  the  publication  of 
the  papers  of  Gruenwald  in  which  his  views  are  upheld,  because 
they  rest  largely  on  clinical  observations  uncontrolled  by  post-mor- 
tem examination  and  unenlightened  by  a  knowledge  of  histological 
findings. 
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Embryogeny  of  the  Sinuses:  The  exhaustive  investigations  of 
Killian  had  shown  the  embryogenetic  explanation  for  many  anomal- 
ies in  the  anatomy  of  the  frontal  sinuses  and  these  came  to  light  in 
the  practical  observations  of  those  practicing  the  various  forms  of 
frontal  sinus  operations.''^  Anomalies  in  the  configuration  of  the 
frontal  sinuses  had  been  early  noted.  The  absence  of  one  or  the 
other  septa  partial  or  complete  dividing  either  into  compartments 
or  pockets  often  much  embarrassed  the  operators.  These  anomalies 
occasionally  led  to  perforations  through  the  bone  and  to  the 
wounding  of  the  dura  or  even  of  the  brain  substance.  Compart- 
ments were  left  unopened  or  incom.pletely  drained  and  other  com- 
plications were  met  with.  Many  of  these  difficulties  were  avoided 
after  the  introduction  of  the  use  of  the  x-ray  in  diagnosis.  It  is  to 
the  embryogenetic  and  the  gross  anatomical  studies  of  Sieur  and 
Jacob,  Killian,  Onodi  and  others  that  we  must  return  in  order  to 
take  up  the  thread  of  original  observation  which  led  to  the  great  ad- 
vance in  the  therapy  and  operative  technic  of  sinus  disease.  In 
1895  Killian*^  published  his  first  articles  on  the  anatomy  of  the  nose 
of  the  human  embryo  and  in  these  articles  he  extended  and  made 
more  exact  and  definite  the  work  of  Zuckerkandl  and  laid  the 
foundation  for  his  later  development  of  the  surgery  of  the  acces- 
sory sinuses.  In  England  Tilley*-  published  some  work  on  the  sur- 
gical anatomy  of  the  frontal  and  ethmoid  sinuses  in  which  atteVi- 
tion  was  drawn  to  their  variability.  In  America  Bryan**^  in  1895 
and  Myles^*  in  1896  published  valuable  papers  in  which  the  anato- 
my and  surgery  of  the  accessory  sinus  was  discussed.  Subsequent- 
ly in  America  Coakley  was  an  earnest  and  enthusiastic  operator  on 
the  accessory  sinuses  and  communicated  many  papers  to  the  litera- 
ture of  the  subject.  Lathrop,^^  in  1898,  published  a  brochure  on  the 
subject  of  the  anatomy  of  the  frontal  and  ethmoid  cells,  which  re- 
mains with  Loeb's  publidations  America's  most  important  contri- 
bution to  the  subject.  Sieur  and  Jacob^**-"  published  in  1901  an 
extensive  and  valuable  work  on  the  embryogeny  of  the  accessory 
sinuses  and  upon  the  anatomical  relations',  which  was  the  founda- 
tion for  much  subsequent  work  in  France  and  America. 

Anatomy  of  the  Sinuses:  At  the  meeting  of  the  Societv  of  Hun- 
garian Ear  and  Throat  Specialists  in  1900  Onodi**  demonstrated 
his  anatomical  preparations  of  the  accessory  sinuses  which  formed 
the  basis  of  his  later  work  and  which  has  done  so  much  to  clear  up 
many  obscure  points  and  throw  light  for  the  first  time  on  some 
hitherto  unknown  or  rather  unheeded  relationships  of  importance. 
His  work*"  on  the  relationship  of  the  posterior  ethmoidal  cells  and 
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of  the  sphenoidal  cavity  to  the  optic  nerves  is  especially  noteworthy. 
The  embryological  studies  of  Killian  were  later  supplemented  by  a 
profusely  illustrated  treatise"*'  on  the  anatomy  of  the  sinuses  which 
with  Onodi's  work  have  formed  the  sources  from  which  most  of 
the  subsequent  papers  have  drawn  their  embryological  and  anatom- 
ical information.  In  1903  Bruehl.'^^  Hansen  and  Pluder*^-  and 
Onodi®^  made  observations  on  the  irregularities  in  the  anatomy  of 
the  frontal  sinuses.  Mosher***  in  America  extended  the  work  of 
Sieur  and  Jacob.  Some  attempts  had  been  made  to  establish  a 
reliable  measurement  by  which  one  could  know  with  the  probe  that 
the  anterior  or  posterior  wall  of  the  sphenoid  sinus  was  reached 
in  intra-nasal  operations,^^  but  it  was  not  until  the  paper  of  Onodi^^ 
in  1904  that  the  importance  of  the  knowledge  of  the  size,  relative 
distances  from  a  fixed  point,  etc.,  was  fully  appreciated  in  the  sur- 
gery of  the  accessory  sinuses.  Nothing-  has  surpassed  the  plates 
and  diagrams  of  sections  of  the  nose  and  its  adnexa  which  he  fur- 
nished in  this  and  other  papers.  Especially  valuable  is  his  work 
on  the  relations  of  the  optic  nerves  to  the  walls  of  the  posterior 
ethmoidal  and  sphenoidal  sinuses  (1.  c).  It  may  be  said  that  these 
contributions  of  Onodi  with  the  earlier  ones  of  Sieur  and  Jacob  and 
those  of  Killian  form  by  far  the  most  valuable  additions  to  the 
still  earlier  work  of  Zuckerkandl  which  exist  in  medical  literature. 
For  five  years  there  was  not  much  more  original  work  of  this  kind 
attempted.  Gruenwald®'  contributed  a  valuable  article  in  1910  to 
the  literature  of  the  anatomy  of  the  sinuses  from  their  embryo- 
getietic  standpoint  as  derivatives  of  the  hiatus  semilunaris  illus- 
trated by  clinical  phenomena  as  observed  in  practice,  pointing  out 
that  the  proximity  of  these  cavities  in  the  embryo  to  the  lateral 
nasal  furrow  serve  as  an  explanation  of  inflammatory  and  terato- 
logical  processes  in  the  maxillary  sinus  and  in  the  regions  lying  be- 
tween the  eye  and  nose.  The  same  subject  was  treated  by  Schaef- 
fer^^  at  this  time.  Onodi,""  in  191 1,  published  a  brochure  with  his 
usual  excellence  of  illustration  and  of  detail  on  the  nasal  sinuses  of 
children.  A  number  of  cases  of  empyema  of  the  sinuses  in  chil- 
dren had  been  observed.  Canestro^""  reported  in  191 1  empyema  of 
the  maxillary  sinus  in  a  child,  26  days  old,  and  collected  other  re- 
ports in  literature  and  made  some  anatomical  studies  of  the  acces- 
sory sinuses  in  infants  which  made  it  evident  that,  though  rarely, 
the  sinuses  may  be  the  seat  of  disease  before  they  are  fully  de- 
veloped. Loeb  at  the  International  Laryngological  Congress  (1911) 
and  elsewhere,  detailed  his  investigations  of  the  cubic  capacity  and 
square  surface  of  the  accessory  sinuses. 
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These  were  the  beginnings  and  the  course  of  that  anatomical  and 
pathological  inquiry,  incompletely  detailed  here  it  is  true,  which 
has  been  devoted  to  the  study  of  sinus  disease,  acting  at  first  as  a 
stimulus  and  more  recently  as  a  guide  to  surgical  procedure.  Cer- 
tain advances  in  the  methods  of  diagnosis  must  now  be  alluded  to 
though  it  is  quite  impossible  to  find  space  to  set  forth  fully  the 
evolution  of  that  diagnostic  acumen  which  has  become  the  posses- 
sion of  all  competent  rhinologists.  Clinical  experience  has  played 
the  most  important  part,  yet  it  is  only  possible  here  to  refer  to  the 
chief  aids  in  the  clinical  study  of  sinus  disease  which  have  made 
diagnosis  more  accurate. 

Roentgenology  in  Sinus  Disease :  1  have  already  referred  as  fully 
as  space  allows  to  the  early  history  of  transillumination.  In  natural 
sequence  we  come  to  speak  of  roentgenology  in  the  service  of  the 
study  of  sinus  disease.  On  September  24,  1896,  Max  Scheier^*^^ 
made  an  address  before  the  Society  of  German  Scientists  and  Phy- 
sicians at  Frankfort  on  the  value  of  the  Roentgen  Rays  in  the 
diagnosis  of  affections  of  the  nose  and  throat.  The  outlines  of  the 
accessory  sinuses  can  hardly  be  made  out  in  his  plates  but  sufficient 
was  demonstrated  to  act  as  an  incentive  for  future  endeavor.  It 
has  resulted,  for  the  diagnosis  of  accessory  sinus  disease,  in  the 
development  of  one  of  the  most  valuable  aids  we  have  in  ascertain- 
ing the  limits  of  purulent  involvement  of  the  sinuses.  In  connec- 
tion with  other  adjuvants,  in  spite  of  much  disappointment  in- 
evitable on  the  advent  of  a  new  device  in  medicine  due  to  exag- 
gerated claims,  it  seems  to  have  established  itself  as  a  much  more 
valuable  procedure  than  transillumination  which  also  had  its  day 
of  exaggerated  enthusiasm  and  is  still  after  judicious  criticism  in- 
dispensable to  the  armamentarium  of  the  rhinologist.  It  was,  how- 
ever, a  number  of  years  before  this  aid  in  the  diagnosis  reached  a 
stage  of  practical  value.  The  complicated  labyrinth  of  cavities  and 
their  bony  walls  which  go  to  make  up  the  anatomy  of  the  nasal 
chambers  and  their  adnexa  presented  a  problem  of  very  great  di0i- 
culty  to  the  roentgenologist.  Many  efforts,  most  of  them  too  tech- 
nical for  detail  here,  were  made  to  overcome  these  obstacles.  In 
1903  Weil  proposed  the  introduction  into  the  maxillary  sinus  of 
substances  forming  a  shadow  with  the  x-rays  in  order  to  demon- 
strate its  anatomical  configuration  and  pathological  state.  Thi> 
proved  of  little  assistance  and  the  difficulty  of  introduction  and 
withdrawal  of  such  powders  has  made  it  impracticable  and  unwise. 
S{)me  cases  were  subsequently  reported  where  such  material  acted 
as  an  irritating  foreign  substance  in  the  cavities.     The  chief  im- 
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provements  in  skiagraphy  have  been  the  technical  ones  of  a  more 
efficient  apparatus  both  electric  and  photographic.  Coakley^*'-  in 
America  recognized  the  value  of  skiagraphy  in  the  diagnosis  and 
differentiation  of  separate  sinus  affections  and  was  active  in  de- 
veloping its  application  to  sinus  diagnosis.  Herzfeld^"'  in  criticism 
of  the  work  of  Kuettner,^"*  an  atlas  published  in  1.908  with  20 
plates,  brought  out  a  discussion  in  the  Berlin  Laryngological  So- 
ciety (December  11,  1908)  whereby  it  was  apparent  that  by  this 
time  the  consensus  of  opinion  was  that  roentgenology  had  furnished 
a  valuable  aid  in  the  diagnosis  of  sinus  disease,  but  the  short-com- 
ings and  unreliability  of  it  as  an  exclusive  indication  for  operation, 
or  even  as  an  indication  of  the  existence  of  disease,  were  still  very 
great.  In  this  and  subsequent  meetings  Peyser,  Killian.  Albrecht 
and  others  expressed  themselves  to  this  effect.  Although  Al- 
brecht's^^'^  reproductions  marks  a  distinct  advance  over  former 
work  in  Germany,  his  plates  have  been  surpassed  by  other  workers 
in  America.  CaldwelP"''  had,  in  1908,  far  surpassed  all  competitors, 
but  the  recent  exhibition  of  stereoscopic  plates,  giving  the  perspective 
of  relationship  of  the  sinuses  to  one  another  seems  to  have  brought 
the  art  to  its  acme  of  development. ^'^'  Haike^"*  published  a  paper  in 
1910  upon  the  skiagraphic  examination  of  the  accessory  sinuses  of 
children  whereby  some  light  was  gained  in  the  knowledge  of  their 
development  and  in  the  diagnosis  of  the  pathological  conditions 
which  occasionally  are  present  in  them.  A  number  of  rhinologists 
used  the  x-ray  in  the  treatment  of  affections,  other  than  malignant 
tumors,  in  the  accessory  sinuses,  but  without  success,^"''  so  far  as 
one  can  judge  from  the  reports  and  the  fact  that  the  procedure  has 
been  little  used  and  has  received  little  mention.  There  have  been 
some  favorable  reports  of  the  x-ray  treatment  of  malignant  tumors 
in  the  sinuses."" 

Diagnostic  Irrigation :  Krause,"^  Lichtwitz,  Myles  and  Onodi 
had  devised  curved  trocars  and  canulae  for  perforation  of  the  walls 
of  the  maxillary  sinus  above  or  below  the  middle  turbinate  for  pur- 
poses of  irrigation.  As  early  as  1896  Killian"-  made  use  of  these 
in  detecting  the  presence  of  pus  in  the  antrum  of  Highmore  by 
washing  it  out  of  the  hiatus  semilunaris  by  the  stream  of  fluid  in- 
troduced through  the  canula. 

Negative  Pressure  in  Diagnosis:  Seifert"^  and  Rethi"^  by  using 
the  Politzer  bag  for  inflation  of  the  ear  in  such  a  manner  that  on 
the  expansion  of  the  bulb  a  negative  pressure  is  exerted  in  the  nose, 
initiated  a  method  of  diagnosis  of  accessorv  sinus  disease  which 
depends  on  the  suction  of  pus  from  the  recesses  to  the  nasal  pass- 
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ages  where  its  visibility  furnishes  a  guide  to  the  sinus  contents. 
Sondermann"^  and  Spiess"®  devised  more  effective  apparatus  for 
producing  negative  pressure  in  the  nasal  chambers.  This  procefdure 
they  claimed  to  have  a  therapeutic  value  .in  the  treatment  of  cer- 
tain nasal  affections,  but  this  has  not  been  sustained.  Its  chief 
value  remains  the  diagnostic  one.  By  sucking  the  contents  out  of 
the  openings  of  the  accessory  sinuses  into  the  middle  meatus  where 
it  can  be  seen  in  rhinoscopy  permits  the  observer  to  detect  latent 
suppuration  of  the  cavities.  Of  course  it  has  not  always  proved 
efficacious  in  accomplishing  its  purpose,  but  it  has  often  proved 
useful  in  avoiding  the  necessity  for  perforating  the  maxillary  sinus 
with  trocar  and  canula  and  washing  oiit  the  contents  of  the  cavity 
for  diagnostic  purposes, — a  painful  or  at  least  an  unpleasant  pro- 
ceeding and  one  not  always  unattended  by  danger.^"  Claus^^^  re- 
ported four  cases  of  death  from  puncture  and  washing  out  the 
maxillary  sinus,  one  at  least  apparently  from  the  introduction  of 
air  into  a  vein.  Various  contrivances  of  a  suction  pump  driven  by 
electricity  or  otherwise  have  thus  become  very  useful  additions  to 
the  rhinologist's  armamentarium. 

Endoscope:  As  early  as  1902-03"^  attempts  were  made  to  in- 
vent an  endoscope  by  means  of  which  closer  and  more  minute  in- 
spection might  be  made  of  the  walls  of  the  sinuses  when  intro- 
duced in  the  nose  or  through  artificial  openings  in  the  sinuses  them- 
selves, especially  the  maxillary.  More  recently  Tovolgyi^-"  has 
devised  an  instrument  by  means  of  which  the  maxillary  antrum  is 
punctured  and  through  the  endoscopic  canula  its  walls  inspected. 
He  called  it  an  "antroskoptrocar." 

frontal  Sinus  Operations:  Ogston^^^  in  referring  to  his  own  at- 
tempts to  do  so  had  declared  in  1884  that  there  was  no  possibility 
of  introducing  a  probe  into  the  frontal  sinus  from  the  passages  be- 
low. Subsequent  work  slowly  but  finally  fully  demonstrated  the 
essential  error  of  this  assumption.  I  have  already  referred  t©  the 
early  proposition  of  Schaeffer  and  Lichtwitz  to  open  the  frontal 
sinus  through  the  nose.  This  did  not  meet  with  favor  at  the  time, 
though  Winckler^"  in  1893  did  much  to  show  the  surgical  relations 
of  the  frontal  sinus  with  the  upper  nasal  passages  were  such  as  to 
suggest  its  practicability.  In  this  he  was  supported  by  Scheier.^'* 
Very  early  it  was  recognized^-*  that  acute  frontal  sinus  inflamma- 
tions in  the  great  majority  of  cases  recover  spontaneously  and  that  it 
is  necessary  to  distinguish  carefully  in  this  respect  the  indications 
for  operation,  but  when  an  operation  is  necessary  the  whole  drift  of 
opinion  for  ten  years  was  toward  gaining  access  to  the  sinus  by 
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means  of  an  external  operation.  Tilley^^^  in  1896  made  a  study  of 
the  surgical  anatomy  of  the  frontal  sinus  and  urged  this  route.  In 
many  subsequent  papers  and  at  almost  every  meeting  of  laryngolo- 
gists  in  Great  Britain  and  in  many  elsewhere,  this  earnest  worker 
has  contributed  to  the  literature  of  the  subject.  Cases  of  brain 
abscess  complicating  frontal  sinus  suppuration  began  to  be  fre- 
quently reported.^-'  In  France  Luc^-"  was  active  and  influential  in 
the  development  of  knowledge  of  accessory  sinus  disease  and  he  al- 
so had  occasion  to  note^^^  the  occurrence  of  meningeal  infection 
after  an  operation  on  a  tumor  of  the  frontal  sinus.  In  1884  Ogston 
(1.  c.)  had  operated  on  the  frontal  sinus  by  an  angular  incision,  a 
vertical  one  along  the  wrinkles  between  the  eyebrows  meeting  a 
horizontal  incision  parallel  to  the  wrinkles  of  the  brow.  Skin  and 
periosteum  being  raised  he  applied  a  trephine  to  the  bone  and  made 
a  large  enough  opening  to  expose  the  contents  of  the  sinus.  This 
was  only  practiced  in  one  case.  He  then  made  an  incision  i^A 
inches  in  length  commencing  at  the  root  of  the  nose  and  extending 
upward  over  the  nasal  eminence  of  the  frontal  bone  in  the  central 
line  of  the  brow.  Luc's  operation  was  similar  and  the  method  is 
sometimes  referred  to  as  the  Ogston-Luc  operation.  He.  however, 
employed  curettage  and  then  inserted  an  intra-nasal  drain.  This 
procedure  was  practiced  in  London  by  Waggett^^**  and  others.  This 
operation  Luc  and  many  others  abandoned  for  the  operation  of 
Killian.  The  operation  of  Kuhnt^'^^  by  removing  the  front  wall  of 
the  sinus  produced  such  deformity  that  operators  and  patients  alike 
shrank  from  the  disfigurement.  This  the  operation  of  Killian  large- 
ly avoided.  In  1895  he  described^^-  and  in  1902  he  further  elabor- 
ated"^ his  method  of  incision  through  the  eyebrow  and  preserva- 
tion of  the  upper  orbital  arch  whereby  complete  exposure  of  the 
frontal  sinus  was  obtained  and  less  disfigurement  was  the  result. 
By  prolonging  the  incision  down  beyond  the  inner  angle  of  the 
orbit  a  field  of  bone  was  included  in  a  flap  turned  downward  and 
outward  which  could  be  turned  back  into  place  after  curettage  and 
breaking  down  of  carious  bone  and  septa  obstructing  drainage  in  all 
the  upper  accessory  cavities  of  the  nose,  the  frontal,  the  anterior 
and  posterior  ethmoidal  and  the"  sphenoidal  sinuses.  Packing  the 
cavities  and  irrigation  practiced  through  drains  left  in  the  external 
wound  could  be  carried  out.  There  can  be  no  doubt,  that  for  the 
external  operation  this  initiated  a  technic  far  superior  to  any 
hitherto  practiced.  In  the  same  year  (1895)  Gussenbauer^^*  pub- 
lished an  account  of  his  operation  which  consisted  in  a  temporary 
resection  of  the  nasal   framework  in  order  to  expose  the  frontal. 
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ethmoidal,  or  orbital  cavities.  A  curved  incision  starting  over  each 
eyebrow  ran  down  along  each  side  of  the  nose  and  joined  at  the 
lower  level  of  the  nasal  bones.  The  skin  and  nasal  bones  were 
turned  up  on  the  forehead  in  such  manner  as  to  expose  the  an- 
terior part  of  the  ethmoidal  region  and  the  frontal  sinus.  Many 
other  external  operations  were  suggested  and  performed.  A  re- 
sume of  some  of  this  work  may  be  found  in  Bosworth's  second 
volume  of  "Diseases  of  the  Nose  and  Throat"  in  the  chapter  on 
the  external  operations  on  the  nose  ( 1889)  which  gives  a  good  idea 
of  the  methods  prevailing  at  that  time  and  will  serve  to  indicate 
the  advances  made  in  the  development  of  the  more  rational  and 
conservative  methods  at  present  (1913)  employed.  These  were 
the  methods  which  the  operation  of  Killian  largely  displaced. 

At  the  meeting  of  the  British  Medical  Association,  in  1899,  much 
time  was  taken  up  in  the  laryngological  section  by  English,  Ameri- 
can and  French  authors  in  the  discussion  of  frontal  and  ethmoidal 
sinus  suppuration.  Charters-Symonds,  Moure,  Luc,  Tilley  and 
Logan  Turner  contributed  papers  of  value.  In  that  of  Tilley  the 
complication  of  brain  abscess  following  operation  was  given  prom- 
inence while  Turner  reported  examinations  by  means  of  transil- 
lumination which  revealed  many  apparent  anomalies  of  the  frontal 
sinus.  While  the  operation  of  itillian  has  been  modified  in  many 
ways,  essentially  his  method  has,  until  lately,  been  the  prevailing 
practice.  Li  1910  and  191 1  Broeckaert,^^^  Ritter,^^**  Jacques^^'  and 
Luc^^®  reported  favorably  on  the  results  of  operations  in  which  the 
whole  anterior  frontal  wall  is  preserved  and  only  the  lower  or 
orbital  wall  of  the  sinus  is  removed.  This  modification  was  adopt- 
ed chiefiy  because,  even  with  the  preservation  of  the  orbital  arch, 
the  removal  of  bone  above  it  'often  leads  to  deep  depressions,  to 
fill  out  which  many  operators  subsequently  resorted  to  the  injec- 
tion of  paraffin. 

At  the  meeting  of  the  American  Laryngological  Association  in 
1905,  there  was  a  long  and  valuable  symposium  and  general  dis- 
cussion of  sinus  disease  and  the  operations  for  its  alleviation.  In  a 
separate  paper,  however,  Ingals  reported  a  series  of  cases  begin- 
ning in  1893,  in  which  he  had  treated  the  frontal  sinus  through  the 
infundibulum  leaving  a  gold  tube  in  some  of  the  cases  for  continual 
irrigation.  Casselberry  mentioned  having  employed  a  burr  to  en- 
large the  natural  opening.  These  cases  were  selected,  for  naturally 
septa  in  the  frontal  sinus  would  defeat  the  drainage,  and  in  some 
the  natural  opening  was  not  successfully  entered.  The  use  of  the 
unguarded  nasal  burr  being  considered  dangerous,  in  1907  and  1908, 
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Ingals""  and  Skillern""  described  a  device  by  which  a  probe  was 
first  introduced  in  the  frontal  sinus  then  an  electric  trephine  was 
introduced  over  it  and  an  enlargement  of  the  duct  obtained  in  such 
a  manner  that  neither  the  lateral  walls  nor  the  roof  of  the  frontal 
sinus  beyond  the  probe  could  be  damaged.  W'orthington"^  also 
made  use  of  this  method,  and  by  1910,  Ingals^*-  was  able  to  claim  a 
cure  of  the  suppuration  of  95  per  cent  of  the  cases  in  from  six  weeks 
to  six  months.  By  1911,  this  route  of  entering  the  frontal  sinus 
had  been  used  by  many  operators.  Ingals  had  proved  the  position 
of  the  introduced  probe  by  the  use  of  the  x-rays.  Sieur  and  Rouvil- 
lois"^  again  made  an  anatomical  study  demonstrating  on  the  cadaver 
the  possibility  of  reaching  the  frontal  sinus  by  the  intra-nasal  chan- 
nel. \'acher,^**  who  had  previously  advocated  the  treatment  of  the 
frontal  sinus  suppuration  by  the  intra-nasal  method  again  referred 
to  the  subject  in  1911,  in  France,  while  in  Germany,  Halle,^*^  using 
a  protected,  electrically-driven  burr,  reported  having  operated  on 
nineteen  persons  in  this  way.  A  shield  was  held  behind  and  internal 
to  the  burr  to  protect  the  orbital  plate  of  the  ethmoid.  It  was  freely 
admitted  that  these  internal  operations  on  the  frontal  sinus  were  not 
suitable  for  all  cases.  \  acher's  internal  method  of  operating  on  the 
frontal  sinus  met  with  considerable  criticism  in  France,^**  as  did  the 
similar  propositions  of  Halle  in  Germany  and  of  Ingals  in  America ; 
but  there  is  no  doubt  that  in  selected  cases  it  has  become  the  opera- 
tion of  choice  with  many  rhinologists. 

Maxillary  Sinus  O perations :  It  is  difficult  to  observe  any  chron- 
ological sequence  in  a  description  of  the  operations  on  the  maxillary 
sinus  in  the  period  here  dealt  with.  We  have  seen,  however,  in  the 
eighteenth  century  the  antrum  had  been  frequently  opened,  usuallv 
but  not  always  through  the  dental  alveoli.  Krause.  Lichtwitz. 
Myles,  Onodi  a,nd  others  had  followed  the  lead  of  Mikulicz  in  per- 
forating by  trocar  the  nasal  wall  of  the  antrum  above  or  below  the 
inferior  turbinate,  and  Onodi,^*"  in  1903,  had  devised  a  trocar  for 
entering  and  dilating  the  natural  opening  in  the  middle  meatus. 
Jansen,"*  after  referring  to  the  reports  of  Hartmann.^*"  who,  in 
1899,  claimed  to  have  cured  a  large  proportion  of  cases  of  antrum 
suppuration  by  irrigation  through  the  hiatus  semilunaris  and  to  the 
poor  results  obtained  by  methods  of  operations  which  were  really 
only  those  of  earlier  pre-rhinoscopic  authors  revived  and  to  which 
I  have  referred  in  foregoin)^  pages,  described  a  more  thorough  open- 
ing of  the  sinus  through  the  facial  wall  of  the  upper  jaw.  He  did 
not  in  this  paper  inaugurate  any  absolutely  new  procedure,  but  it 
was  the  first  of  his  publications  which  subsequently  developed  his 
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method  of  attacking  the  ethmoidal  and  sphenoidal  sinuses  through 
this  avenue  of  the  maxillary  sinus.     It  also  drew  attention  more 
pressingly  to  the  fact  that  pus  in  the  antrum  owed  its  origin  often 
to  suppuration  in  the   frontal,  ethmoidal  and  sphenoidal  cavities, 
and  explained  the  reasons  why  so  often  disappointment  followed 
operations  for  the  relief  of  pus  in  the  maxillary  sinus  above.     His 
proposal  to  turn  the  mucous  membrane  formerly  covering  the  ex- 
cised bone  into  the  antrum  was  subsequently  adopted  by  other  opera- 
tors, where  disease  or  curettage  in  the  treatment  of  it  had  destroyed, 
the  antral  mucosa.     Berens,^^^  in  America,  practiced  this  method 
in  a  large  number  of  cases.     In  America,  in  1893,  CaldwelP^^  de- 
scribed a  method  of  operating  on  the  maxillary  sinus,  which  con- 
sisted in  opening  the  antrum  in  the  canine  fossa  and  through  this 
making  an  opening  in  the  nose.    Later  this  operation  was  practiced 
by  Spicer'^-  in  England,  and  by  Luc,^"  in  France,  and  has  generally 
been  known  as  the  Caldwell-Luc  operation.     Kuester  had,  in  1899, 
.advocated  the  extensive  opening  of  the  external  bony  walls  of  the 
antrum  in  conformity  with  the  extreme  doctrines  for  all  suppuratmg 
cavities.    Partsch^^*  and  Scheinmann  had  advocated  the  use  of  a  tre- 
phine.    Others  used  the  chisel.     All  operators  used  tampons  for  a 
shorter  or  longer  time  after  operations.     Boenninghaus^^^  followed 
the  teohnic  of  Caldwell-Luc,  but  turned  into  the  antrum,  as  Jansen 
had  recommended  for  the  mucosa  of  the  facial  wall,  the  mucosa  of 
the  nasal  chamber  covering  the  bone-piece  he  removed,  which  was 
often  very  large.     Packing  the  antral  cavity  only  he  thus  held  the 
mucosa  in  place.     Luc,^^*^  in   1900,  published  his  lectures  on  sup- 
puration in  the  accessory  sinuses  of  the  nose,  which  is  a  fair  repre- 
sentation of  the  best  work  in  France  at  the  time.    All  operators  on 
the  maxillary  sinus  met  defeat  in  their  results  owing  to  the  prompt 
closure  of  atiy  opening  made  through  the  bony  walls,  unless  an  ob- 
turator was  worn  as  in  the  old  Cooper  operation  and  the  later  Jan- 
sen operation  above  referred  to.^^^    The  perforation  would  not  re- 
main open  until  the  discharge  ceased.    To  avert  this  and  avoid  the 
irritation  of  an  obturator  or  a  metal  tube  drain,  the  Caldwell-Luc 
operation  was  extended  by. some  operators  to  the  complete  removal 
of  the  naso-antral  wall,  making  one  large  cavity  out  of  the  antruih 
and  the  inferior  and  middle  nasal  meatus.    Alsen^°^  and  Gerber,  in 
1 901,  carried  out  this  method.     Denker,^^^  in  1905,  extended  thc- 
technic  of  Luc  in  such  a  way  that  the  entire  inner  bony  wall  of  the 
maxillary  antrum  was  removed  and  the  mucous  membrane  of  its 
nasal  surface  preserved  so  that  by  means  of  a  tampon  it  could  be 
made  to  line  the  denuded  bony  floor  of  the  antrum.     He  adopted 
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some  of  the  technic  of  Jansen,  of  Kretschmann/"**  Boeuninghaus, 
Friedrich"^  and  Boerger.^*^-  Freer^**^  and  others  have  succeeded  in 
removing  the  greater  part  of  the  inner  wall  of  the  antrum,  including 
the  inferior  turbinated  bone  by  intra-nasal  operation,  thus  accom- 
plishing the  object  the  Caldwell-Luc  was  designed  to  attain.  While 
its  possibility  was  demonstrated,  this  difficult  operation  has  not  found 
favor  in  competition  with  the  procedure  of  Luc  until  recently,  but  in 
the  last  two  or  three  years  this  method  has  been  largely  practiced/^* 
Whether  by  the  extensive  operation  of  Denker  or  by  that  of  Freer 
and  others,  the  whole  naso-antral  wall  with  the  inferior  turbinate 
or  a  large  part  of  these  structures  being  removed,  it  was  soon  found 
that  the  walls  of  this  cavity  became  encrusted  with  dried  secretions 
and  continual  irrigation  was  necessary  for  years.  This  was  an- 
other reason  for  the  use  of  a  more  rational  surgical  treatment  of 
sinus  disease.  Gradually  the  object  to  be  attained  was  seen  to  be  to 
locate  the  bony  cell  or  cells  in  the  upper  nasal  labyrinth,  which  was 
the  origin  of  the  pus  in  the  lower  meatus  and  the  antrum  itself  and 
to  establish  a  drainage  by  removal  of  the  lower  bony  wall  or  the  ob- 
structing soft  parts.  Jansen  sought  to  accomplish  this  through  the 
antrum  by  scraping  away  the  ethmoidal  cell  wall  at  the  upper  part 
and  the  sphenoid  sinus  wall  at  the  upper  and  posterior  angle  of  the 
antrum.  The  technical  difficulties  were  great  and  the  results  in  the 
hands  of  other  operators  were  not  brilliant.  Cases  were  constantly 
"being  reported  in  which  the  sphenoidal  sinus  was  opened  through 
the  nose,  curetted,  drainage  established  and  the  case  cured  without 
the  extensive  and  difficult  technic  of  Jansen,  as,  for  instance,  in  the 
report  of  Flatau.^*'^  For  the  ethmoidal  and  sphenoidal  cells  this, 
chiefly  through  the  demonstrations  of  Hajek^*'°  has  finally  become 
in  more  recent  years  the  operation  of  choice.  To  obviate  the  draw- 
backs which  the  experience  of  years  has  demonstrated  in  the  re- 
sults of  creating  these  large  cavities  they  have  been  much  limited  of 
late.  Hirsch,-*''  in  191 1,  described  an  operation  whereby  he  soughi 
to  overcome  the  evil  effects  of  the  destruction  of  the  inner  wall  of 
the  maxillary  sinus  in  those  operations  on  it  w'here  the  nasal  cham- 
V.rs  are  made  to  communicate  widely  and  permanently  with  it. 
The  inferior  turbinate  was  temporarily  resected,  a  wide  opening 
•established  beneath  it  and  then  it  was  fastened  again  in  place.  Still 
more  formidable  operations  grew  out  of  the  procedure  of  Rouge.^''"* 
In  1873  he  had  suggested  an  operation  consisting  in  an  incision  be- 
neath the  upper  lip  and  a  separation  of  the  septal  cartilage  from  its 
articulation  with  the  superior  maxillary  bones,  thus  gaining  larger 
.access  to  the  interior  of  the  nose  than  could  be  obtained  through 
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the  natural  opening.  I^ater  this  technic  was  supplemented  by  the 
procedure  of  Partsch^''"  and  Loewe,^'"  which  consisted  further  in  a 
severance  of  the  whole  septum  and  of  the  outer  and  inner,  anterior 
and  posterior  walls  of  each  antrum  from  the  palatal  arch  so  that  the 
whole  of  the  latter  could  be  depressed  on  the  tongue  and  a  much 
larger  access  thus  obtained  to  all  the  sinuses,  but  especially  to  the 
sphenoid  region  and  the  posterior  ethmoidal  cells,  chiefly  designed 
to  facilitate  the  removal  of  post-nasal  tumors.  The  hemorrhages 
occurring  in  these  formidable  procedures  prevented  their  general 
adoption,  though  they  have  occasionally  been  reported.  Barden- 
hauer's  modification  of  the  Rouge  operation,  in  1898,  consisted  chief- 
ly in  a  very  much  wider  separation  of  the  soft  parts  from  the  an- 
terior surfaces  of  the  bones  of  the  face  and  even  the  dislocation  of 
the  nasal  bones  to  gain  free  access  to  the  frontal  sinuses  as  well  as 
to  the  maxillary  and  ethmoid.  Goris,^'^  in  France,  was  an  advocate 
of  this  technic  and  for  a  number  of  years  was  active  in  the  per- 
formance of  many  serious  operations  about  the  nose  and  its  sinuses. 
Moure,""  in  1896,  drew  attention  to  purulent  infections  of  the  max- 
illary sinus  in  children  as  having  some  relation  to  the  eruption  of 
the  teeth  at  a  time  when  the  sinus  had  become  completely  developed, 
but  d'Arcy  Power,"^  1897,  claimed  to  have  observed  maxillary 
sinus  empyema  in  a  child  only  eight  weeks  old.  Mayer,"*  1901.  re- 
ported a  case  in  a  child  2^/^  years  old.  Coffin-,"^  in  reporting  four 
cases,  alluded  to  suppuration  in  the  maxillary  sinus  operated  on 
when  the  child  was  six  months  old.  I  have  referred  to  the  recent 
work  of  Haike,  Onodi  and  of  Canestro  on  suppuration  of  the  acces- 
sory sinu'^es  in  children,  the  latter  reporting  a  case  in  a  child,  26 
days  old. 

Bthmoid  Cells:  The  claim  of  Schadle^^**  that  affections  of  the 
maxillary  sinus  are  often  a  factor  in  the  etiology  of  hay- fever  has 
received  no  confirm.ation  or  recognition.  These  reflexes  had  been 
noticed  by  Bosworth"'  as  due  to  ethmoid  disease.  His  enthusiasm 
for  intra-nasal  operation  in  the  eradication  of  nasal  polypi  and  their 
bony  attachments  in  the  ethmoid  accomplished  much  in  arousing 
interest  in  ethmoidal  disease  in  America,  though  his  contention  that 
the  latter  is  a  primal  factor  in  the  etiology  of  asthma  and  hay- fever 
has  not,  as  a  rule,  received  the  support  of  his  colleagues.  Every- 
where in  intra-nasal  operations  on  the  ethmoid,  removal  of  the  mid- 
dle turbinate  in  whole  or  in  part  and  often  of  the  lower  turbinate 
was  a  prelude  to  the  various  surgical  attacks  on  the  ethmoidal  cells 
and  the  improvement  in  the  surgical  armamentarium  for  this  pur- 
pose  has   been   very   great.     Gruenwald"*    devised    a   number   of 
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curettes,  chisels  and  rongeurs  by  means  of  which  access  to  and  treat- 
ment of  the  accessory  sinuses  were  greatly  facilitated.  These  are 
set  forth  in  his  t^xt-book  and  in  many  previous  communications  on 
intra-nasal  surgery.  Hajek  (1.  c.)  publishing  his  first  edition  in 
1899.  ^^^^-  of  late  years  (1899-1909)  unquestionably  been  the  most 
influential  writer  in  developing  the  technic  and  in  insisting  on  the 
intra-nasal  route  for  operations  on  the  ethmoid  cells.  The  opera- 
tions of  Jansen,  of  Killian  and  of  Rouge  with  their  innumerable 
modifications  represent  the  operative  technic  in  reaching  the  eth- 
moid by  the  extra-nasal  route,  but  involving,  as  they  do.  the  pre- 
liminary invasion  of  the  frontal  or  maxillary  sinuses,  they  have 
been  for  the  most  part  practiced  in  cases  in  which  these  cavities 
were  themselves  affected.  As  intra-nasal  methods  have  with  in- 
creasing frequency  been  applied  to  these,  the  ethmoid  technic  as 
developed  by  Hajek  and  others  has  come  more  and  more  into 
vogue.  Ufifenorde/^"  in  1907,  wrote  a  monograph  on  the  affections 
of  the  ethmoid  cells  advocating  the  external  in  preference  to  the 
internal  methods  of  operating,  but  the  drift  has  been  away  from 
this  advice  for  a  number  of  years. 

Sphenoid  Sinus  and  the  Hypophysis:  Clearing  away  the  ethmoidal 
labyrinth  either  by  intra-nasal  operation  or  by  the  way  of  the  an- 
trum or  frontal  sinus  is  naturally  ^'ollowed  by  the  exposure  of  the 
sphenoidal.  We  have  noted  the  relationship  which  Onodi  shows  to 
exist  between  the  posterior  ethmoidal  cells  and  the  sphenoidal  cav- 
ity. ^^'hile  this  is  fairly  brought  out  in  the  earlier  work  of  Zucker- 
kandl,  it  was  studied  later  much  more  in  detail  in  connection  with 
the  operations  on  these  cavities  not  only  to  evacuate  their  contents, 
but  to  furnish  a  route  to  operations  on  the  hypophysis  cerebri  re- 
cently undertaken.  The  very  great  interest  excited  in  the  phe- 
nomena presented,  physiologically  and  pathologically,  by  the  duct- 
less glands  inevitably  led  to  the  development  of  surgical  attacks  on 
the  hypophysis.  The  way  of  reaching  the  sphenoidal  sinuses  through 
the  nose  had  already  been  pointed  out  in  the  work  of  Zuckerkandl. 
Killian,  Tilley,  Coakley,  Gruenwald,  Jansen  and  others  to  whom  I 
have  referred.  These  are  reviewed  with  the  writings  of  others, 
by  Skillem.^^"  In  IQ06,  Horsley^*^  had  reported  his  method  of  mak- 
ing externally  a  lateral  incision  and  lifting  the  middle  cerebral  lobe 
and  thereby  reaching  the  pineal  gland  without  entering  the  nasal 
cavities.  Caton  and  Paul,^^-  in  1893,  had  first  proposed  this  method. 
Moskowitz,^**'  Schmiegelow.^"*  Hirsch.^"  Goris,^*"  West^®'  operated 
through  the  nose,  the  latter  as  well  as  Skillern  giving  a  good  bibli- 
ography of  the  subject.    Loewe'^**  and  Vorschuetz,^^^"  operating  by 


102  WRIGHT:    ACCESSORY  NASAL  SINUS  DISE:ASE. 

the  Partsch  method,  extended  it  in  such  a  way  as  to  include  "de- 
cortication of  the  face,"  i.  e.,  removing  from  the  soft  parts,  after 
reflecting  them  upward,  the  facial  and  nasal  wall  of  the  antrum 
and  the  ascending  ramus  of  the  superior  maxilla.  Kuehn,^^°  in  191 1, 
proposed  to  reach  the  sphenoid  sinus  and  through  it  the  hypophysis 
by  way  of  the  mouth,  chiselling  some  of  the  hard  palate,  some  of  the 
vomer  and  the  pterygoid  process,  and  carrying  the  soft  palate  with 
them  backward  in  the  pharynx.  These  were  to  be  stitched  back  in 
place  after  the  evacuation  of  the  sphenoid.  Hypophyseal  surgery  was 
discussed  in  1911  at  the  meeting  of  the  American  Laryngological 
Association,  and  Onodi^®^  made  some  very  interesting  remarks  on 
the  subject  elese where.  ' 

Complications  of  Accessory  Sinus  Disease:  It  remains  to  say  a 
few  words  of  the  complications  of  accessory  sinus  disease  which  were 
reported  from  time  to  time  as  they  had  an  important  influence  on 
the  development  of  the  diagnosis  and  operative  therapy.  They  were 
chiefly  those  of  the  contents  of  the  neighboring  cavities  of  the  orbit 
•and  the  cranium.  In  1876,  Hermann  Knapp^**'-  reported  a  case  of 
orbital  abscess  in  which  the  cavity  involved  the  anterior  ethmoidal 
cells,  in  which  apparently  the  trouble  originated.  Subsequently  this 
author  made  many  contributions  to  the  same  subject,^^^  reporting,  in 
1880,  the  invasion  of  the  orbit  from  an  empyema  of  the  frontal 
sinus.  Others  also  noted  such  cases^***  before  the  publication  of 
Ziem's  paper.  In  1893,  Ziem^'*"  drew  attention  to  the  intimate  con- 
nection between  orbital  and  ocular  lesions  and  disease  of  the  upper 
accessory  sinuses.  These  observations,  though  forgotten  for  many 
years,  have  of  late  been  expanded  by  the  published  experiences  of 
others,  especially  by  the  valuable  anatomical  work  of  Onodi.^°*^  Short- 
ly after  the  appearance  of  Ziem's  article.  Kuhnt  (1.  c.)  from  the 
standpoint  of  the  ophthalmologist  studied  the  affections  of  the  fron- 
tal sinus  in  their  relation  to  eye  disease.  In  France  it  was  treated 
by  Roehmer.^"'  Axenfeld,^®*  in  1902,  wrote  of  the  orbital  com- 
plications of  disease  of  the  frontal  and  ethmoidal  sinuses.  After 
four  or  five  years  the  number  of  articles  and  treatises  on  the  rela- 
tionship between  accessory  nasal  sinus  disease  and  ocular  orbital 
and  optic  nerve  affections  was  very  large. ^®''--*^^  A  large  number 
of  reports  of  ocular  and  orbital  comphcations  were  made  in  1911.-^° 

As  early  as  1895,  Dreyfuss^°'  could  collect  reports  of  many  cases 
of  cerebral  disease  resulting  from  suppuration  in  the  nasal  sinuses, 
twenty-two  being  due  to  frontal  sinus  disease,  the  posterior  wall  of 
the  frontal  sinus  being  perforated  in  many  of  them  by  an  osteitis. 
It  has  since  been  more  fully  recognized  how  apt  the  inflammation  of 
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the  soft  parts  is  to  spread  to  the  bony  walls.  Craig,-***  in  1900,  pub- 
lished a  collection  of  cases  from  literature  of  this  nature,  though 
he  seemed  to  find  reason  to  believe  that  maxillary  antrum  suppura- 
tion was  more  commonly  the  starting-point  for  cerebral  inflamma- 
tion than  that  of  the  frontal, — a  view  which  other  investigators 
have  for  the  most  part  not  supported.  St.  Clair  Thomson-**^  also 
wrote  on  the  subject.  Onodi,-^**  in  191 1,  collected  statistics  of  106 
.  cases  in  which  cerebral  abscess  had  occurred  as  a  complication  of 
accessory  sinus  disease  and  in  these  106  cases  the  frontal  sinus  wa> 
involved  in  eighty-two,  the  ethmoid  in  eleven,  the  maxillary  sinus  in 
four  cases  and  the  sphenoid  in  one.  It  was  recognized  that  an 
osteitis  was  apt  to  accompany  affections  of  the  frontal  sinus  and  the 
complications  which  experience  revealed  in  these  "cases  seemed  an 
•  indication,  to  some  authors,  for  operation  in  every  case  of  frontal 
sinusitis.  To  others  it  seemed  that  these  operations  themselves 
were  in  many  cases  apt  to  precipitate  rather  than  to  avoid  the  dan- 
gers arising  from  them.  In  Gerber's  book-^^  we  find  an  example  of 
the  former  view,  while  in  Kiiettner's  review-^-  of  it  we  find  set 
forth  the  conservative  opinion  which  seems  likely  to  prevail  in  the 
future. 

Trend  to  Conserz'atism  in  Operation :  Weil,^^'  in  1896,  not  only 
expressed  the  opinion  that  nearly  all  inflammatory  affections  of  an 
acute  nature  tended  to  spontaneous  recovery,  but  that  these,  as  well 
as  the  chronic  cases,  were  due  to  an  extension  from  acute  inflam- 
matory conditions  of  the  nasal  mucosa.  He  and  many  who  took  part 
in  the  discussion  of  his  paper  at  this  time  in  Vienna  expressed  a 
preference  for  treating  maxillary  sinus  disease  through  the  nasal 
orifice  of  the  antrum,  or  through  some  enlargement  of  it.  The 
difficulty,  and,  in  many  cases,  the  impossibility  of  this  technic  subse- 
quently became  evident,  but  in  Vienna,  operative  procedures  on  the 
accessory  sinuses,  have  always  been  markedly  under  the  influence  of 
Hajek's  sane  and  painstaking  methods.  Many  points  in  the  experi- 
ence hitherto  gained  came  out  in  the  discussion  on  accessory  sinus 
disease  at  the  International  Medical  Congress  at  London,  in  1897. 
In  the  same  year  a  similar  discussion  followed  the  presentation  of  a 
case  by  Bryan  at  the  meeting  of  the  American  Laryngological  As- 
sociation. Killian-"  recommended,  in  1909,  a  method  of  treatment 
of  acute  accessory  sinus  disease  by  the  application  of  heat  and  light 
furnished  by  an  air-tight  box  supplied  with  electric  lights  of  high 
candle-power,  a  sort  of  sweat-box  supplemented  by  high  intensity 
light,  invented  by  Bruenings.  This  was  said  to  relieve  the  pain  and 
promote  the  flow  of  secretion  and  hasten  the  natural  process  of 
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cure.  At  this  meeting  he  and  others  expressed  opinions  favorable  to 
a  more  conservative  attitude  in  questions  of  operative  procedure, 
but  long  before  this  it  had  become  evident  to  conservative  men  thai 
the  enthusiasm  for  extensive  and  destructive  operations  on  the  ac- 
cessory sinuses  was  being  carried  to  a  dangerous  extreme.  In  1901 
Sir  Felix  Semon^^"  warned  his  confreres  against  this  tendency  in 
England.  A  similar  protest^"  in  America,  in  1905,  was  the  conse- 
quence of  this  continued  lack  of  critical  differentiation  in  the  selec- 
tion of  cases  for  operation.  Shortly  after  this  there  were  signs  of  a 
more  rational  judgment,  beginning  to  be  brought  to  bear  on  the 
subject.  Kuettner-^'  on  many  occasions  maintained  the  same  con- 
servative ground  in  Germany.  Hajek's-^®  conservative  stand  in 
1909,  in  Vienna,  in  regard  to  the  treatment  of  accessory  sinus  sup- 
puration is  a  further  instance  of  the  rational  position  which  has 
finally,  after  twenty  years,  been  established  among  laryngologists. 
Taken  together  with  Semon's  early  and  wise  words  in  London,  and 
Kuettner's  in  Berlin,  it  is  especially  strengthened  by  the  general 
tone  of  moderation  which  has  found  its  way  into  most,  if  not  into 
all  of  the  recent  works  on  the  subject.  At  this  meeting,  much  of 
the  time  was  taken  up  with  the  discussion  of  this  aspect  of  the 
subject  and  with  the  significant  frequency  of  cerebral  complications 
in  accessory  sinus  troubles  which  have  been  treated  surgically.  An 
interesting  discussion  of  the  subject  took  place  at  the  meeting  of  the 
American  Laryngological  Association,  1903.  For  the  ten  years  pre- 
vious to  this  it  had  been  often  urged  that  the  nasal  sinus  affections 
could  be  traced  in  their  origin  to  inflammation  within  the  nasal 
chambers.  This  was  emphasized  and  the  remark  was  made  by  Free- 
man that  the  sinus  affection,  when  unilateral,  was  nearly  always 
on  the  side  of  the  nose  presenting  in  the  meati  the  greatest  amount 
of  obstruction.  It  was  not  until  the  resort  to  intra-nasal  operation 
in  opening  the  sinuses  became  more  common  that  the  necessity  was 
felt  for  correcting  these  intra-nasal  causes  of  sinus  disease.  This 
has  grown  into  a  weighty  argument  against  the  external  operation, 
when  it  is  possible  to  avoid  it.  While  there  has  been  reason  to  sup- 
pose that  many  of  the  cases  with  meningeal  symptoms  as  a  result  of 
accessory  sinus  disease,  reported  occaionally  as  cured  after  opera- 
tion on  the  nasal  cavity,  were  really  cases  with  cerebral  symptoms 
of  septicemia,  there  are  some  reports  in  which  the  evidence  of  an 
actual  purulent  meningitis  existing,  yet  cured,  is  very  strong.^^* 
There  still  seems  good  reason  to  suppose  that  in  the  vast  majority 
of  the  cases  such  a  fortunate  result  does  not  obtain,  except  in  the 
event  of  a  cerebral  abscess  opportunely  detected  and  drained  through 
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an  opening  in  the  walls  of  the  sinuses.  As  an  example  of  the  ex- 
tent to  which  radical  operations  were  advocated  for  accessory  sinus 
disease  by  some  writers,  one  may  cite  the  brochure  of  Uffenorde,--**' 
published  in  1907  shortly  after  the  movement  in  criticism  of  opera- 
tive radicalism  had  gained  headway.  His  declaration  that  every 
conservative  method  was  fruitless,  even  harmful,  was  promptly 
criticised.  Since  about  this  date  there  can  be  clearly  recognized  a 
general  tendency  among  rhinologists  to  abandon  access  by  external 
routes  to  the  accessory  sinuses  and  to  adopt  those  methods,  the 
technic  of  which  has  been  greatly  advanced,  by  which  openings  are 
made  from  the  nasal  chambers  not  only  into  the  antrum  of  High- 
more  and  the  sphenoidal  and  ethmoidal  cells,  but  into  the  frontal 
sinuses  as  well.  Not  a  little  of  this  change  of  method,  as  well  as 
the  chief  element  in  the  drift  towards  more  conservatism  was  due 
to  the  experience  with  results  of  the  more  thorough  of  the  external 
operations.  Secretion  of  pus  was  found  to  persist  in  a  very  large 
number  of  cases  and  though  other  symptoms,  especially  pain,  were 
often  relieved,  dangerous  and  widely  mutilating  operations  began  to 
seem  hardly  justified  in  a  class  of  cases,  eagerly  accepted  at  first 
as  suitable  for  operation.  It  was  realized  then  that  the  imperfect 
results  attendant  on  less  radical  methods  at  first  were  not  always 
due  to  conservatism.  With  the  improved  intra-nasal  technic,  there 
was  less  cause  for  criticism  as  to  imperfect  drainage  being  secured. 
That  there  is  still  a  respectable  number  of  cases  in  which  the  Cald- 
well-Luc,  the  Killian  and  the  Jansen  operations  are  considered 
justified  is  almost  universally  recognized. 

Local  Anesthesia  in  Sinus  Operations:  While  cocain  was  at  first 
used  for  intra-nasal  operations  only,  from  time  to  time  propositions 
had  been  made  to  operate  externally  on  the  accessory  sinuses  under 
local  anesthesia.  In  191 1,  Braun--"^  proposed  and  carried  out  opera- 
tions on  the  sinuses  under  anesthesia  obtained  by  the  injection  of 
the  derivatives  of  cocain  into  branches  of  the  trigeminus  nerve  at 
its  facial  points  of  emergence  from  the  bones.  Killian,---  in  1912, 
spoke  well  of  it  when  applied  to  the  Gasserian  ganglion.  Such  a 
radical  operator  as  Ufifenorde--^  was  a  convert  to  this  method. 

Vaccines :  ■  As  in  other  suppurative  processes,  the  introduction  of 
vaccines,  due  to  the  observation  and  therapeutic  claims  of  Sir 
Almoth  Wright,  may  be  noted  at  this  time  (1910)  in  the  therapy 
of  the  accessorv  sinuses.--* 
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Peculiar  Case  of  Carcinoma  of  the  Pharynx.  R.  Imhofer.  Prar. 
med.  IVchnschr.,  Maicli  2i,  1912. 
Case  of  man  aged  45  years.  A  relatively  small  tumor  which  did 
not  penetrate  deeply  in  the  mucous  membrane  caused  intense  gland- 
ular swelling.  The  blood  took  on  a  luekemia-like  character.  Death 
was  indirectly  due  to  an  inter-current  angina  which  was  itself  en- 
tirely relieved  but  which  caused  the  carcinomatous  glands  to  become 
purulent  and  a  sepsis  to  develop.  Ed. 


AN  UNUSUAL  CASE  OF  OSTEOMA  OF  THE  SUPERIOR 

MAXILLA. 

DR.  M.  DELMAR  RITCHIE,  PITTSBURGH. 

Emil  S.,  a  German  of  gigantic  stature,  was  referred  to  the  rhino- 
logical  side  of  the  Columbia  Hospital  February  17,  191 2.  Had  been 
a  sufiferer  from  the  consequence  of  complete  nasal  stenosis  for 
seventeen  years,  and  presented  the  frog  face  typical  of  osteoma  of 
superior  maxilla.  The  left  orbit  with  its  contents  was  displaced 
markedly  upward  and  outward,  history  bringing  out  a  diplopia  of 
long  standing.  The  palpating  digit  in  the  naso-pharynx  outlined  a 
bony  mass  of  the.  size  of  the  butt  end  of  a  hen's  egg.  The  finger, 
however,  could  not  be  passed  between  the  posterior  surface  of  the 
growth  and  the  anterior  wall  of  the  pharynx. 

In  June,  1902,  Dr.  Gustave  Mueller,  since  deceased,  at  the  Homeo- 
pathic Hospital,  used  a  small  trephine  under  local  anesthesia  and 
succeeded  in  providing  for  our  patient  some  nasal  respiration.  The 
patient  stated  that  so  long  as  the  nose  bled  he  had  fair  nasal  breath- 
ing, but  in  a  few  months  there  was  a  lapse  into  complete  stenosis. 
Dr.  S.  L.  McCurdy  in  1910  removed  three  ounces  of  an  osteoma 
from  our  patient  by  way  of  an  external  incision. 

Examination  before  operation  demonstrated  purulent  ethmoiditis. 
A  probe  could  be  passed  through  the  left  nasal  orifice  around  the 
bony  mass  and  presented  (via  fistula)  at  inner  canthus.  The  eth- 
moidal pus  found  its  exit  by  way  of  this  fistula,  and  the  left  pal- 
pebral fissure  was  filled  by  this  pus  on  any  attempt  to  blow  the  nose. 

An  incision  was  made  starting  at  the  inner  terminus  of  the  left 
eye-brow,  extending  over  the  nasal  bone  into  fissure  at  labial  at- 
tachments of  left  ala,  to  a  point  in  upper  lip  just  short  of  its  oral 
mucous  membrane.  A  second  curvilinear  incision  left  the  first  at 
level  of  left  inner  canthus  and  extended  half  an  inch  below  the  in 
f  ra-orbital  margin  to  malar  prominence. 

Retraction  of  flaps,  the  nose  being  turned  well  over  right  cheek, 
showed  an  ivory-like  mass  larger  than  a  man's  fist  encroaching  in 
every  direction.  All  that  was  left  of  the  septum  was  a  fragment  of 
the  triangular  cartilage  jammed  against  the  right  maxilla. 

The  presenting  picture  was  that  of  a  nasal  cavity  forcibly  ex- 
panded in  every  direction,  its  septum  and  sinuses  being  obliterated 
by  a  white  bony  mass.    There  was  a  V-shaped  prolongation  extend- 
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ing  upwards  pressing  upon  the  ethmoidal  areas.  The  mesial  walls 
of  both  antra  were  obliterated,  and  the  nasal  floor  could  not  be  out- 
lined. With  chisel  and  mallet  the  mass  was  removed  piece-meal. 
So  great  was  the  density  that  five  new  sharp  chisels  were  necessarv 
to  complete  the  work.  The  proximity  of  the  posterior  end  of  the 
mass  to  sphenoid  bone  (less  than  a  half  inch  intervening)  associated 
with  the  extreme  density,  made  chiseling  at  a  depth  of  five  inches 
somewhat  hazardous. 


Heavy   lii.e   shows  size  of  osteoma;  dotted  lines  show   incisions. 

x\  sheet  of  lead  in  the  pharynx  saved  the  mucous  membrane  of 
the  pharynx.  Most  of  the  ethmoidal  cells  on  both  sides  were  ob- 
literated, and  those  that  remained  were  curetted.  The  right  an- 
trum was  about  half  filled  with  an  extension  of  the  mass,  while  the 
left  was  completely  filled. 

A  study  of  the  outlines  that  could  be  made  out  in  the  progress  of 
the  removal  with  the  direction  of  the  deflection,  leads  to  the  con- 
clusion that  the  mass  had  its  origin  in  the  left  superior  maxilla.    Re- 
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moval  was  persisted  in  until  in  no  direction  was  there  found  any 
bone  of  the  ivory  hardness.  Sinuses  were  curetted  and  mucous 
membrane  was  carefully  stitched  as  first  step  in  closure,  being  par- 
ticular to  obliterate  the  fistula  into  left  inner  canthus.  The  external 
wound  was  closed  with  fine  silk,  which  was  removed  on  the  second 
day  with  little  scar  remaining.  The  operative  field  was  packed  by 
way  of  nose  with  tincture  benzoin  comp.  gauze.  Patient  left  hospi- 
tal fifth  day.  Nasal  respiration  restored  and  was  unimpaired  July 
I.  All  distressing  pain  and  insomnia  previous  to  operation  dis- 
appeared. 

Empire  Building. 


Otogenous  Sepsis  and  Pyemia.  F.  Ludwig,  Ztschr.  f.  Ohrenh.  u. 
Laryngo-RhinoL,  Band  65,  Heft  4,  August,  191 2,  p.  289. 

The  writer  reports  fourteen  cases  of  sinus  thrombosis,  mostly  in 
young  individuals.  Ten  of  the  cases  followed  acute  middle-ear  sup- 
puration, while  four  were  due  to  chronic  otitis ;  among  the  latter, 
cholesteatoma  was  present  in  three  cases.  Death  occurred  in  three 
cases  only.  Recovery  was  mostly  protracted  and  in  five  cases  re- 
quired secondary  operation. 

The  jugular  vein  was  ligated  in  but  two  cases.  The  author  is, 
however,  of  the  opinion  that  even  in  these  cases  the  result  would 
have  been  just  as  good  without  ligation.  In  the  fatal  cases,  on  the 
other  hand,  this  procedure  would  not  have  been  of  any  avail. 

In  cases  of  severe,  acute  otitis  due  to  the  infectious  diseases,  the 
sinus  has  to  be  exposed  in  the  very  first  days.  If,  after  waiting  a 
few  days  the  temperature  does  not  drop,  the  sinus  should  be  fur- 
ther exposed  toward  the  torcular  and  downward ;  in  such  cases  a 
progressive  phlebitis  and  periphlebitis  of  the  sinus,  together  with  a 
progressive  affection  of  the  surrounding  bone  is  always  encountered. 
The  writer  relies  in  such  cases  upon  the  vitality  and  bactericidal 
powers  of  the  blood  and  does  not  resort  to  ligation  of  the  j-ugular 
vein  or  opening  of  the  sinus.  In  the  presence  of  a  small  mural 
thrombus,  the  exposed  sinus  wall  is  disinfected.  The  author  advo- 
cates the  same  procedure  in  uncomplicated  acute  or  chronic  middle- 
ear  suppurations,  where  suddenly  symptoms  of  sinus  involvement 
develop.  Glogau. 


A  PROBABLE  TUMOR  OF  THE  LUNG  DIAGNOSED  BY 
UPPER  BRONCHOSCOPY. 

DR.  RICHARD  H.  JOHNSTON,  BALTIMORE. 

In  May,  1912,  Mrs.  J.  E.  L.,  62  years  old,  was  referred  to  me  by 
Dr.  James  Bordley  for  persistent  cough  with  expectoration  of  blood. 
The  patient  had  been  examined  by  Dr.  T.  R.  Boggs  who  found 
stenosis  of  a  bronchus  on  the  right  side.  Though  the  patient  was 
stout  and  had  a  thick  neck  there  was  no  difficulty  in  passing  the  9 
mm.  bronchoscope  without  the  speculum.  Aside  from  some  con- 
gestion the  trachea  and  main  bronchi  were  normal.  Nothing  ab- 
normal was  found  in  the  secondary  bronchi  leading  to  the  upper 
and  middle  lobes  of  the  right  lung.  On  passing  the  bronchoscope 
further  down  blood  was  seen  coming  from  one  of  the  anterior 
terminal  bronchi.  When  this  was  wiped  out,  one  could  see  at  the 
beginning  of  the  tertiary  bronchus  a  fringe-like  mass  which  bled 
easily.  Unfortunately  I  had  no  small  forceps  powerful  enough  to 
remove  a  piece  for  microscopic  examination.  However,  I  had  nc 
hesitation  in  making  a  diagnosis  of  a  tumor  of  a  tertiary  bronchus 
with  probable  extension  to  the  lung.  Eight  months  previously  Dr. 
Bordley  had  removed  the  right  eye  for  sarcoma  of  the  ciliary  body. 
While  the  examination  was  unsatisfactory  in  that  we  did  not  secure 
a  specimen  for  microscopic  examination,  we  did  succeed  in  estab- 
lishing the  source  of  the  blood.  Time  will  tell  whether  the  growth 
is  malignant  or  not  All  who  saw  the  picture  through  the  broncho 
scope  agreed  that  it  was  a  tumor,  not  amenable  to  treatment. 

807  North  Charles  Street. 


Diagnosis  and  Therapy  of  Laryngeal  Carcinoma.  J.  Fein 
Monatschr.  f.  Ohrenh.  u.  Laryngo-RhinoL,  Heft  i,  p.  69,  1912 
Fein  reported  a  case  of  laryngeal  carcinoma  in  which,  however, 
the  characteristic  laryngeal  symptoms  were  few  and  the  histological 
diagnosis  uncertain.  The  case  covered  a  period  of  fourteen  years 
In  connection  with  this  report  Fein  discusses  the  value  of  micro- 
scopic examination  in  the  diagnosis  of  laryngeal  carcinoma  and  the 
limited  value  of  radical  operation.  Ed. 
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THE  EARLY  HOME  TREATMENT  OF  THE  DEAF  CHILD.* 

DR.  G.   HUDSON-MAKUKN,   PHILADELPHIA. 

In  order  to  make  the  so-called  oral  method  of  teaching  the  deaf 
child  more  widely  applicable  and  generally  useful,  it  will  be  neces- 
sary to  improve  somewhat  upon  our  present  methods  of  teaching  it, 
and  it  is  my  purpose  at  this  time  to  emphasize  one  of  the  reasons 
why  many  deaf  children  do  not  become  oral  successes. 

As  I  have  said  on  a  previous  occasion,  the  most  important  period 
in  the  life  of  the  deaf  child  is  that  which  comes  before  the  school 
age.  It  is  the  period  during  which  the  hearing  child  develops  a 
fairly  good  command  of  language  preparatory  to  taking  up  the  work 
of  his  school  education.  Under  our  present  system,  as  Dr.  Kerr 
,]Love  has  said,  the  deaf  child  arrives  at  the  school  age  in  the  intel- 
lectual condition  of  the  child  of  two,  and  consequently  several  years 
must  be  devoted  to  the  acquirement  of  speech  before  his  general 
education  can  be  taken  up.  This  is  on  the  principle  that  any  sys- 
tematic and  effective  intellectual  development  must  proceed  simul- 
taneously with  the  development  of  the  vehicle  for  thought,  or  some 
form  of  language  and  speech. 

This  principle  is  well  illustrated  in  the  case  of  the  normal  hearing 
child,  who  not  only  learns  to  understand  the  speech  of  others  and 
to  acquire  speech  for  himself,  but  he  does  it  all  during  the  first 
■  four  or  five  years,  and  without  any  conscious  effort  on  his  own 
part.  Children  inherit  a  natural  tendency  toward  the  development 
of  speech,  which  can  only  be  thwarted  in  its  processes  by  some 
positive  and  pronounced  physical  or  psychical  disability. 

The  period  during  which  the  understanding  of  speech  and  its 
natural  consequence,  the  practical  use  of  speech,  are  developed  is  a 
definite  and  limited  one,  and  when  it  has  once  passed  it  is  doubt- 
ful whether  perfectly  normal  speech  can  ever  be  acquired.  This 
period  begins  in  the  second  year  and  it  is  practically  half  over  at 
the  arrival  of  the  school  age ;  so  that  manifestly,  other  things  being 
equal,  it  must  be  a  mistake  to  deprive  the  deaf  child  of  all  this  valu- 
able time. 

The  principle  of  non-interference  with  the  development  of  the 
normal  child  has  many  arguments  in  its  favor,  but  that  it  cannot  be 
applicable  in  the  c^se  of  abnormal  children  must  be  admitted  by 

♦Read  at  the  meeting-  of  the  Ninth  International  Otological  Congress, 
Boston,  August  16,   1912. 
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those  who  have  had  experience  with  the  deaf.  The  normal  child, 
possessed  of  all  his  faculties,  easily  and  quickly  adapts  himself  to 
his  environment  and  grows  like  "Topsy"'  into  more  or  less  perfect 
harmony  with  his  surroundings :  but  when  he  is  deprived  of  one  or 
more  of  his  senses,  this  harmonious  development  is  at  once  checked 
and  he  becomes  different  from  his  fellows.  Not  only  does  he  not 
improve  with  age,  but  he  retrogrades,  especially  in  respect  to  his 
emotional  and  psychical  condition. 

The  deaf  child,  for  instance,  is  usually  a  spoiled  child,  and  when 
left  to  his  own  devices  during  the  period  immediately  preceding  the 
school  age,  he  becomes  mentally  and  physically  incapacitated  for 
the  reception  of  any  kind  of  instruction  until  after  a  more  or  less 
protracted  course  of  training  has  been  carried  out. 

The  deaf  babv  is  generally  misunderstood  and  therefore  neglect- 
ed. The  hearing  baby,  on  the  other  hand,  immediately  becomes  the 
pride  of  the  household  and  receives  too  much  attention.  In  this 
way  they  are  both  spoiled.  Neglect  of  the  deaf  child,  however,  is 
a  specially  serious  matter,  because  it  tends  immediately  to  check 
his  natural  and  inherited  tendencies  to  acquire  language  and  speech. 
Even  the  congenitally  deaf  child  inherits,  through  a  long  line  of 
hearing  ancestors,  marked  tendencies  or  inclinations  to  speak,  as  is 
shown  by  his  babbling  and  prattling.  These  early  phonatory  and 
articulator}'  manifestations  are  the  beginnings  of  speech  and  they 
should  be  encouraged  to  the  greatest  possible  extent,  and  not  ig- 
nored, as  is  usually  the  case. 

The  normal  child  learns  the  meaning  and  use  of  words  by  hear- 
ing them  frequently  repeated  and  by  observing  their  association, 
and  it  has  been  shown  that  the  deaf  child  can  do  likewise,  with 
only  a  little  less  accuracy,  by  seeing  words  frequently  repeated. 

That  hearing  is  not  absolutely  essential  to  a  more  or  less  accurate 
understanding  of  speech  has  been  fully  demonstrated  in  the  case 
of  numerous  deaf  children.  Strictly  speaking,  speech  is  never 
heard,  but  only  the  voice  is  heard,  and  this,  as  has  been  pointed  out, 
is  no  essential  part  of  speech.  Animals  possess  the  faculty  of  pho- 
nation,  but  articulation  is  the  prerogative  of  man.  The  phonetic 
element  in  speech  is  heard,  while  the  articulation,  or  speech  proper, 
is  seen  rather  than  heard,  even  in  the  development  of  normal  chil- 
dren. 

The  training  of  the  powers  of  observation,  therefore,  is  of  the 
first  importance  in  the  education  of  the  deaf  child.  It  has  been 
found  that  the  one  with  the  most  observant  eye  is  the  one  who  be- 
comes not  only  the  best  lip-reader,  but  also  the  best  speaker.     The 
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hearing  child  possesses  more  inducements  to  use  his  powers  of  ob- 
servation than  the  deaf  child,  because  he  looks  for  the  source  of 
what  he  hears,  whereas  the  neglected  deaf  child  lapses  into  a  world 
of  silence  and  soon  gives  up  trying  to  understand  his  environment. 
Special  training  of  the  powers  of  observation,  therefore,  is  indi- 
cated at  the  earliest  possible  moment  and  numerous  exercises  for 
this  purpose  will  readily  suggest  themselves.  The  child  should  be 
trained  to  look  at  things  at  different  angles  without  moving  the 
head,  thus  giving  the  exercise  necessary  for  the  development  of  the 
ocular  muscles.  Especially  should  the  deaf  child  be  trained  to 
observe  the  facial  movements  employed  in  speaking,  and  the  mother 
or  governess  should  be  impressed  with  the  importance  of  keeping 
her  face  in  a  good  light. 

Next  in  importance  to  the  development  of  the  powers  of  observa- 
tion in  the  deaf  child  is  the  development  of  the  sense  of  touch.  It 
has  been  shown  that  of  all  the  physical  senses,  the  sense  of  touch  is 
the  first  to  manifest  itself  in  infancy  and  the  first  also  to  retrograde 
or  deteriorate  when  it  is  neglected.  This  fact  is  recognized  in  the 
Montessori  method  or  system  of  education,  in  which  the  sense  of 
touch  is  utilized  at  the  very  beginning  as  a  means  of  teaching  not 
only  the  meaning  and  use  of  words,  but  also  the  writing  of  them. 
The  tactile  sense  training  cannot  begin  too  early  and  there  is  scarce- 
ly any  limit  to  the  means  for  its  employment.  Just  as  the  child  may 
be  more  easily  taught  to  use  his  powers  of  observation  in  the  very 
early  years,  so  may  he  be  taught  to  use  his  sense  of  touch;  and 
when  we  consider  how  essential  the  tactile  sense  is  to  a  well  modu- 
lated and  inflected  voice,  especially  in  the  absence  of  hearing,  we 
can  readily  understand  the  importance  of  its  early  development. 

The  great  obstacle  to  the  development  of  speech  in  the  deaf  child 
is  indifference  or  neglect  on  the  part  of  those  coming  in  contact 
with  him,  and  this  indifference  or  neglect  is  due  almost  entirely  to 
ignorance.  If  the  mother  could  know  the  possibilities  in  her  child, 
she  would  not  only  not  give  up  in  despair,  but  she  would  take  pleas- 
ure, as  the  skilled  teacher  takes  pleasure,  in  watching  and  assisting 
in  his  development.  In  no  department  of  educational  work,  there- 
fore, is  the  need  for  the  education  of  mothers  so  great  as  in  this 
particular  one.  The  mother  should  be  made  to  understand  that  her 
deaf  baby  in  all  probability  differs  from  hearing  babies  only  in 
respect  to  his  deafness.  I  say  in  all  probability,  for  obviously  the 
thing  that  caused  the  deafness  might  also  have  deleteriously  affected 
the  delicate  cerebral  structures  in  such  close  proximity  to  the  essen- 
tial organ  of  hearing.  » 
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It  has  been  demonstrated,  to  be  sure,  that  deaf  children  after  the 
school  age  are  not- quite  the  equal  of  hearing  children,  either  phys- 
ically or  mentally,  but  I  am  convinced  that  this  is  true  chiefly  be- 
cause of  the  handicap  which  deafness  imposes  upon  the  child  during 
the  very  early  years,  and  the  fact  that  no  adequate  provision  is 
made  during  infancy  to  cut  down  this  handicap  by  making  other 
important  physical  senses  do  the  work  of  the  absent  one. 

Normal  hearing-power,  of  course,  is  the  one  thing  needful  to  the 
natural  and  automatic  development  of  speech  in  children,  but  in  one 
deprived  of  hearing,  this  development  must  take  place,  not  auto- 
matically, but  as  the  result  of  carefully  plaimed  voluntary  efforts; 
and  my  own  experience  has  led  me  to  the  conclusion  that  the  train- 
ing of  the  powers  of  observation  and  the  sense  of  touch  according 
to  scientific  methods  would  have  the  eflfect  of  placing  the  otherwise 
normal  deaf  child  nearly,  if  not  quite  abreast  his  more  fortunate 
fellows  in  the  race  of  life.  This  work,  however,  must  begin  in  early 
infancy,  or  as  soon  as  the  diagnosis  of  deafness  is  made,  otherwise 
the  physiological  developmental  speech-period  will  have  passed  and 
the  physical,  mental,  and  emotional  nature  of  the  child  will  be  de- 
leteriously  affected  by  his  inharmonious  surroundings  and  apparent 
neglect. 

It  is  in  the  nursery,  therefore,  that  we  must  look  for  the  begin- 
ning of  the  proper  and  effective  education  of  the  deaf  child.  It  is 
in  the  nursery  that  the  child  begins  to  evince  inherited  tendencies 
that  correspond  in  their  importance  to  the  instinct  of  the  lower 
animals,  and  the  greatest  of  these  inherited  tendencies  is  the  ten- 
dency toward  the  development  of  speech.  To  allow  the  deaf  child 
to  pass  over  this  period  without  acquiring  some  knowledge  of  speech 
and  speech-reading  and  then  to  expect  him  later  on  to  acquire  these 
great  essentials  of  life  would  be  like  depriving  a  kitten  of  the  op- 
portunities for  the  development  of  the  play-instinct  and  then  expect 
the  cat  later  on  to  be  playful  and  happy. 

Having  shown  that  the  deaf  child's  education  should  begin  at  the 
very  earliest  possible  moment,  and  that  it  should  consist  largely  in 
the  training  of  those  special  senses  which  are  necessary  for  the 
acquirement  of  speech,  it  remains  now  to  suggest  some  measures 
for  the  practical  application  of  the  scheme. 

How  can  the  early  home-education  of  the  deaf  child  best  be  ac- 
complished? The  first  essentials,  obviously,  are  a  home  and  a  good 
mother.  The  mother  need  not  be  especially  intelligent,  but  she 
must  have  the  mother-love  and  its  natural  concomitant,  an  almost 
overwhelming  desire  to  help  her  child.     In  addition  to  this,  she 
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must  have  the  advice  of  a  physician  or  teacher  who  understands  the 
physiology  and  psychology  of  child-life  and  speech-development. 
The  plan  that  I  find  productive  of  the  best  results  is  to  have  the 
mother  witness  sample  lessons  to  the  child.  In  these  lessons  the 
mother  is  shown  exactly  what  to  do  in  the  intervals  between  visits. 
The  teacher  may  construct  a  pictorial  primer  for  the  child  and 
mother,  which  should  be  typewritten  and  made  from  a  plain  note- 
book having  detachable  leaves.  With  this  primer  as  a  guide,  the 
mother  may  learn  to  do  much  of  the  teaching  nearly  or  quite  as 
well  as  an  expert. 

In  the  absence  of  a  suitable  home  and  a  mother  with  the  ability 
and  inclination  to  help  her  child,  individual  homes  and  governesses 
should  be  procured  for  deaf  infants,  and  when  this  is  not  possible 
and  as  a  last  resort,  institutions  may  be  provided,  in  which  very 
j'oung  children  may  be  helped  to  acquire  speech  before  the  school 
age. 

Institutional  treatment,  however,  is  preferable  only  for  the  de- 
fective deaf,  or  those  who  should  remain  in  institutions  and  have 
custodial  care  during  their  lifetime.  The  otherwise  normal  deaf 
child  should  be  educated  as  far  as  possible  with  hearing,  children 
and  in  the  environment  in  which  he  must  live.  This  early  home 
instruction,  followed  by  day-school  instruction,  after  the  school 
age,  would  not  only  be  far  more  helpful  to  the  child,  but  it  would 
serve  as  an  important  measure  for  the  prevention  of  the  deafness 
which  results  from  intermarriages  of  the  deaf. 

SUMMARY   AND    CONCLUSIONS. 

Deafness  in  childhood  should  be  diagnosticated  at  the  earliest 
possible  moment,  and  the  special  sense  training  preliminary  to  the 
acquirement  of  speech  should  at  once  be  instituted. 

The  normal  child  acquires  speech  before  the  school  age,  thus 
establishing  this  period  as  the  physiological  one  for  the  development 
of  speech.  It  is  the  period  during  which  inherited  tendencies  to 
speak,  amounting  almost  to  an  instinct,  begin  to  manifest  themselves 
and  make  the  acquirement  of  speech  a  comparatively  easy  matter. 

The  best  place  for  the  beginning  of  this  treatment  is  in  the  home, 
and  the  best  teacher  is  the  mother  working  under  the  direction  of  an 
expert.  The  otherwise  normal  deaf  child  should,  if  possible,  be 
kept  in  the  home  during  his  entire  school  education,  in  order  that 
he  may  have  the  advantages  which  accrue  from  association  with  his 
hearing  fellows,  and  also  that  he  may  avoid  the  intimate  associa- 
tions which  frequently  result  in  marriage  with  his  kind. 

1627  Walnut  Street. 


TMK    INADEQUACY    OF   THE    DRAINAGE    SOMETIMES    OB- 
TAINED BY  THE  ORDINARY  MYRINGOTOMY  IN 
ACUTE  OTITIS  MEDIA  AND  A  METHOD  OF 
OVERCOMING  THE  DIFFICULTY.* 

DR.  ROBERT  LEWIS,   NEW  YORK  CITY. 

Four  years  ago  I  was  called  to  attend  a  gentleman  of  over  65 
years  of  age,  who  was  suffering  at  the  time,  and  had  been  suffering 
for  a  number  of  weeks,  from  a  virulent  type  of  acute  purulent  otitis 
media.  He  was  also  afflicted  with  diabetes  mellitus.  Previous  to 
my  being  called  to  attend  him,  he  had  been  under  the  care  of  two 
of  my  confreres,  and  had  been  seen  by  a  third  in  consultation.  All 
had  agreed  that  a  mastoid  operation  was  imperative.  The  patient 
and  his  regular  medical  adviser  refused  their  consent  as,  in  their 
opinion,  the  proposed  operation,  because  of  the  patient's  diabetic 
condition,  involved  a  much  greater  danger  than  that  which  was  to 
be  feared  from  the  possible  further  extension  of  the  aural  disease. 

On  examination  of  the  involved  ear  I  found  the  external  auditory 
canal  stenosed  to  some  extent,  the  upper  posterior  cutaneous  canal 
wall  sagging  and  the  drum  membrane  bulging,  very  thick,  and 
edematous.  In  the  mid-posterior  portion  of  the  drum  membrane 
was  a  small  teat-like  perforation,  through  which  the  pus  escaped 
from  the  tympanic  cavity  with  difficulty.  Tenderness  of  the  mas- 
toid process  and  some  edema  of  the  overlying  tissues  were  present. 
I  agreed  with  those  who  had  previously  taken  care  of  the  patient 
that  a  mastoid  operation  seemed  to  be  the  only  procedure  that  was 
logically  called  for;  but,  as  neither  the  patient  nor  his  physician 
was  willing  that  this,  operation  should  be  performed,  there  remained 
nothing  for  me  to  do  but  to  establish  good  drainage  from  the  mid- 
dle ear  through  an  opening  in  the  drum  membrane.  And  here  I 
should  state  that  paracentesis  of  this  membrane  had  already  been 
made  on  at  least  three  diflFerent  occasions  before  1  saw  the  patient, 
and  mine,  therefore,  made  the  fourth.  The  incision  which  I  made 
was  very  extensive,  beginning  under  the  anterior  fold  of  the  drum 
membrane,  and  extending  around  the  circumference  of  the  mem- 
brane, to  and  through  the  posterior  fold  and  through  the  sagging 
portion  of  the  canal  wall. 

•Read   at   the    meeting  "of   the   Ninth    International    Otologlcal    Congress, 
Boston,  August  14,   1912. 
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On  the  day  after  I  had  made  this  incision  the  drainage  was  free, 
but  on  the  following  day  I  found  that  the  perforation,  because  of 
the  edematous  condition  of  the  drum  membrane,  had  so  nearly 
closed  that  the  purulent  secretion  could  no  longer  escape  freely.  I 
then  decided  that  an  opening  of  a  different  nature  would  have  to 
be  made  in  the  drum  membrane.  It  seemed  to  me  that  hothing 
short  of  an  excision  of  a  fairly  large  portion  of  this  structure  would 
afford  an  opening  of  the  desired  size  and  of  the  desired  degree  of 
permanency ;  and  such  an  excision  I  made  by  removing  the  lower 
and  middle  posterior  portion  of  the  drum  membrane  with  the  aid 
of  Hoffman's  middle-ear  punch  forceps.  The  results  were  very 
satisfactory.  The  discharge,  which  was  profuse,  escaped  very  free- 
ly, and  it  was  found  very  easy  to  bring  into  contact  with  the  in- 
flamed mucous  membrane  of  the  middle  ear  such  remedial  solu- 
tions as  have  the  power  of  thoroughly  cleansing  and  of  stimulating 
the  parts. 

After  the  lapse  of  a  few  weeks,  the  patient  was  able  to  leave  for 
Europe ;  the  discharge  at  this  date  did  not  exceed  a  few  drops  dur- 
ing the  twenty-four  hours  and  the  perforation  was  no  larger  than 
a  mere  pin-hole.  I  later  learned  that  the  discharge  had  stopped  be- 
fore he  landed  in  Europe. 

In  common  with  my  confreres,  I  have  seen  cases  of  acute  puru- 
lent inflammation  of  the  middle-ear  complicated  with  mastoiditis, 
in  which  all  the  classical  symptoms  of  the  mastoid  complication 
were  present  in  a  most  pronounced  form,  in  which  an  operation  was 
advised  and  even  urged,  and  in  which  the  patient,  after  refusing 
to  submit  to  the  proposed  operation,  had  ultimately  recovered  with- 
out such  interference ;  but  in  all  the  cases  of  this  character  that 
have  come  under  my  observation,  the  discharge,  though  profuse, 
has  had  a  free  exit  through  an  opening  in  the  drum  membrane, 
which  structure,  however,  was  not  markedly  edematous.  On  the 
other  hand,  in  the  case  which  I  have  just  briefly  narrated,  the  edema 
was  so  marked  that  a  simple  incision  gave  vent  to  the  retained  in- 
flammatory products  for  a  short  time  only;  thus  necessitating  the 
adoption  of  some  measure  which  would  establish,  for  a  longer  pe- 
riod, a  much  broader  outlet.  The  procedure  which  I  have  de- 
scribed above  is  the  only  one,  so  far  as  I  can  see,  that  offers  a  rea- 
sonably strong  prospect  of  furnishing  such  a  material  increase  in 
the  diameter  of  the  drainage  outlet,  viz.  an  opening  of  about  3x4 
mm. 

In  the  four  years  that  have  elapsed  since  this  patient  was  under 
my  care,  I  have  had  twenty-two  cases  of  a  similar  character,  i.  e., 
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cases  in  which  the  edematous  swelling  of  the  tympanic  membrane 
was  so  great  as  to  interfere  seriously  with  drainage  from  the  mid- 
dle ear  and  to  render  abortive  every  attempt  that  I  made  to  im- 
prove the  condition  by  merely  incising  (no  matter  how  extensive- 
ly) that  membrane.  In  all  of  these  cases  I  resorted  to  the  use  of 
Hofifman's  middle-ear  punch  forceps  for  removing  a  portion  of  the 
drum  membrane,  and  in  eighteen  of  the  cases  recovery  took  place 
without  the  necessity  of  opening  the  mastoid  cells.  Furthermore, 
as  regards  these  eighteen  cases,  I  feel  quite  confident  that,  if  I  had 
not  resorted  in  each  instance  to  this  method  of  draining  the  dis- 
eased middle  ear,  the  mastoid  operation  would  have  eventually  be- 
come imperative.  I  might  add  that  in  only  one  of  these  cases  did 
the  perforation  in  the  drum  membrane  fail  to  close. 

In  conclusion,  permit  me  to  emphasize  the  fact  that  I  advocate 
the  adoption  of  the  method  herein  described  only  in  cases  in  which 
it  becomes  evident,  after  the  lapse  of  a  reasonable  period  of  time, 
that  the  usual  myringotomy,  because  of  the  agglutination  of  the 
edges  of  the  incision,  can  not  be  trusted  to  furnish  the  needed  free- 
dom of  drainage. 

48  West  Fortieth  Street. 


The  Physio=pathoIogic  Relations  Between  the  Hypophysis  and 
Various   Chronic   Affections  of  the    Naso=pharynx  and  the 
Sphenoidal  Cavities.     Citelli,  Ztschr.  /.  LaryngoL,  Rhino 
u.  ihrc  Grenzgeb.,  Band  5,  Heft  3,  1912,  p.  513. 
The  writer  found  in  five  cadavers,  where  adenoid  vegetation  was 
present,   hypersecretion  and  hyperplasia  within  the  central  hypo- 
physis ;  the  latter  changes  in  the  hypophysis  were  missing  in  cadav- 
ers where  adenoids  were  not  present.    In  adenoids  and  other  affec- 
tions of  the  naso-pharynx  as  well  as  in  diseases  of  the  sphenoidal 
cavities,  clinically  a  psychic  symptom  complex  of  impairment  or  loss 
of  memory,  aprosexia,  intellectual  torpor  and  somnolence  is  fre- 
quently met.    These  symptoms  probably  originate  in  the  hypophysis, 
since  the  latter,  in  the  presence  of  a  congenital  or  acquired  disposi- 
tion, may  be  pathologically  influenced  by  aflfections  of  the  naso- 
pharynx and  the  sphenoidal  cavities.    Treatment  of  the  hypophysis 
(pituitin  tablets)  alone  or  combined  with  local  or  operative  treat- 
ment of  the  conditions  mentioned  above  will  alleviate  these  symp- 
toms. Glogau. 


CASE  OF  CAVERNOUS  SINUS  THROMBOSIS  OF  OTITIC 
ORIGIN,  WITH  RECOVERY. 

DR.    H.    R.    JOHNSON,    1?AIRM0NT,    VV.    VA. 

In  the  June  number  of  the  Annals  of  Otology,  Adair-Dighton,  of 
Liverpool,  in  reporting  a  case  of  cavernous  sinus  thrombosis,  with 
recovery,  in  his  opening  paragraph,  makes  the  following  statement: 
"In  looking  over  the  literature  of  cavernous  sinus  thrombosis  as  far 
back  as  1883,  though  I  have  found  some  fifty  cases  of  the  disease 
reported,  I  can  find  no  mention  of  a  single  case  ending  in  any  other 
way  but  fatally." 

I  wish  to  report  a  case  of  cavernous  sinus  thrombosis  of  otitic 
origin,  with  recovery,  occurring  in  my  practice:  John  W.,  aged  59, 
glass-blower,  was  operated  on  by  a  general  surgeon,  July  10,  1909, 
for  acute  mastoiditis  following  acute  purulent  otitis  media.  For 
one  week  following  the  operation  the  progress  of  the  case  was 
favorable. 

July  18,  patient  had  distinct  rigor  followed  by  profuse  sweat. 
Temperature  rose  from  99.2°  to  104.5°  ^^^  remained  up  four  hours, 
and  came  down  to  99.5°  ;  10  a.  m.,  following  day,  had  another  chill 
and  temperature  jumped  to  105°,  pulse  to  108.  This  condition  con- 
tinued until  July  22,  when  I  was  asked  to  see  the  case  in  consulta- 
tion, I  found  patient  presenting  the  appearance  of  acute  sepsis, 
with  a  mastoid  wound  in  apparently  healthy  condition  except  dis- 
colored bare  bone  over  the  sigmoid  sinus.  In  the  left  eye  there 
was  decided  chemosis,  and  congestion  and  drooping  of  the  upper 
lid,  also  protrusion  of  the  globe.  There  was  a  purulent  synovitis  of 
the  right  knee  joint.  Careful  physical  examination  failed  to  reveal 
any  trouble  in  any  other  organs. 

Diagnosis  was  septic  thrombosis  of  sigmoid  and  cavernous  sinus. 
Immediate  operation  was  urged,  which,  for  family  reasons  was  de- 
ferred until  following  morning.  That  night  another  chill  occurred, 
temperature  jumped  to  105.5°.  On  morning  of  operation  the  eye 
was  protruding  markedly  with  intense  chemosis  and  ptosis,  with 
deep  bluish  discoloration  of  the  skin  of  both  eye-lids  from  venus 
engorgement.  Ophthalmoscopic  examination  showed  a  marked  optic 
neuritis;  vision  reduced  to  dim  light  perception.  Patient  was  in 
stupor  but  when  aroused  could  answer  questions,  intelligently,  but  in 
hesitating  manner. 
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Operation,  July  28,  1909:  Original  mastoid  wound  opened  and 
cleared  of  all  granulations ;  and  some  necrotic  tissue  found  at  tip 
and  in  zygomatic  cells ;  bone  overlying  the  sinus  was  removed  from 
the  knee,  down  to  as  near  the  bulb  as  I  could  go.  Sinus  wall  had 
dull  gray  appearance  and  was  boggy  on  pressure..  An  incision  i^ 
inches  long  was  made  in  it  and  found  to  be  full  of  dark,  disin- 
tegrating clot,  with  no  hemorrhage  from  either  end. 

Temporary  dressings  were  now  applied  to  mastoid  wound  and  I 
proceeded  to  expose  and  ligate  internal  jugular  vein;  ligature  ap- 
plied below  the  thyroid  and  above  the  facial  branch,  and  vein  re- 
sected. The  vein  below  this  point  seemed  to  be  healthy,  while  that 
above  was  inflamed,  but  contained  fluid  blood,  up  to  the  facial 
branch.  Curetted  the  upper  end  of  the  vein  up  to  bulb  and  from 
above  downward  from  the  sigmoid  toward  bulb,  but  got  no  flow 
of  blood.  Put  sutures  in  neck-wound  but  did  not  draw  the  lip  of 
wound  together ;  inserted  rubber  drainage-tube  in  upper  and  lower 
angle  of  wound,  meeting  in  the  middle.  Attention  was  now  directed 
to  the  upper  end  of  sigmoid  sinus,  which  was  uncovered  to  within 
34-inch  of  the  torcula  and  curetted  to  the  torcula,  with  no  flow  of 
blood. 

In  both  ends  of  the  sigmoid,  a  loose  gauze  drain  was  introduced 
and  usual  dressings  applied,  and  patient  returned  to  bed  with  very 
slight  prospects  of  recovery. 

The  right  knee-joint  was  opened  the  following  morning  by  the 
surgeon  who  had  charge  of  the  case,  and  about  three  ounces  of 
greenish-yellow  pus  discharged, — this  through  drainage,  etc.  Made 
rapid  recovery. 

The  neck  wound  began  to  suppurate  on  fourth  day.  Pus  showed 
streptococci,  but  under  irrigations  and  free  drainage,  healed  in  four 
weeks.  The  mastoid  was  slow  in  healing,  taking  over  eight  weeks. 
There  was  chill,  five  hours  after  opeBation,  which  was  the  last. 
Temperature  varied  from  100°  to  102°  for  over  three  weeks,  but 
was  normal  and  remained  so  after  fourth  week.  The  chemosis. 
ptosis  and  bulging  of  the  globe  gradually  subsided,  but  vision  was 
entirely  lost  due  to  post-neurotic  optic  atrophy.  Patient  left  hos 
pital  eleven  weeks  after  operatiori,  having  tnc?.'fe  complete  rei  ever 
and  is  living  at  the  present  tinr*?. 

People's  Bank'  Building. 


NYSTAGMUS    PRODUCED    BY    GALVANISM  OF  INDIVIDUAL 
SEMICIRCULAR  CANALS.* 

DR.   LESTER  M.   HUBBY,   NEW  YORK   CITY. 

Although  Galvani  first  noticed  the  phenomenon  of  the  electrical 
current  named  after  him  in  1780,  and  Volta  invented  the  first  gal- 
vanic cell  in  1799,  it  v^as  not  until  the  middle  of  the  following  cen- 
tury that  the  physiological  effects  upon  the  head  were  particularly 
noted. 

Duchenne  of  Bologne/  and  Remak  of  Prussia,  in  1869,  found 
that  the  current  applied  to  the  region  of  the  head  or  face  caused 
flashes  of  light,  disdness,  metallic  taste,  noises  in  the  ears,  and  a 
tendency  to  tilt  the  head  to  one  side. 

Poore,-  in  1876,  wrote:  "It  was  once  a  matter  in  dispute,  but  is 
so  no  longer  as  to  whether  or  no  the  brain  could  be  influenced  by 
currents. 

"If  the  reader  will  take  the  two  rheophores  of  a  galvanic  battery, 
and  place  them  on  either  side  of  the  head,  and  gradually  and  very 
cautiously  increase  the  current,  he  will  first  feel  a  fullness  of  the 
head,  then  giddiness,  and  lastly,  if  the  current  be  too  strong,  will 
stagger  and  fall." 

In  1873,  Hitzig^  wrote  that  on  passing  the  galvanic  current 
through  the  back  of  the  head,  at  the  moment  of  closing  the  circuit 
the  patient  fell  towards  the  anode  and  both  eyes  turned  with  spas- 
modic rolling  movements  towards  the  cathode. 

In  190Q*  it  was  taught  that  the  nystagmus,  the  tendency  to  fall 
towards  the  anode,  the  conjugate  deviation  of  the  eyes,  etc.,  in- 
duced by  galvanism  were  due  to  the  production  of  catelectrotonus 
of  one  cerebral  hemisphere  and  of  anelectrotonus  of  the  other  cere- 
bral hemisphere. 

In  1906^  it  was  thought  possible  that  galvanic  nystagmus  was  due 
to  influence  of  the  current  on  the  semi-circular  canals. 

A  few  years  later,  Neumann  found  that  galvanic  nystagmus  could 
be  induced  in  an  individual  whose  semi-circular  canals  had  been 
totally  removed.  He  therefore  claimed  that  the  phenomenon  was 
due  to  stimulation  of  the  vestibular  nerve  or  centers. 

To  demonstrate  that  each  semi-circular  canal  (through  its  crista) 
can  be  galvanically  stimulated  to  produce  its  particular  type  of 
nystagmus,  is  the  purpose  of  this  paper. 

•Presented  as  a  candidate's  thesis  to  the  American  Laryngological, 
Rhinological  and   Otolog-ical   Society,    Philadelphia,   May,    1912. 
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For  greater  clearness  a  few  of  the  electrical  principles  involved 
are  here  stated.  Body  resistance  to  the  passage  of  the  current  is 
modified  by  the  following  conditions:  i.  A  thick,  dry,  cold  skin 
offers  greater  resistance  than  a  thin,  warm,  moist  skin.  Therefore 
mucous  membranes  offer  less  resistance  than  the  skin,  2.  Small  or 
inefficiently  applied  electrodes  show  a  high  resistance.  3.  The  lower 
the  electromotive  force  of  the  current  the  greater  the  resistance. 
4.  The  duration  of  the  test  affects  the  resistance  by  the  hyperemia 
and  moisture  induced  in  the  skin. 

Resistance  is  calculated  by  dividing  the  voltage  by  the  strength 
of  the  current  expressed  in  amperes.  The  passage  of  a  galvanic 
current  through  a  nerve  produces  a  state  of  electrotonus,  in  which 
there  is  altered  irritability  and  conductivity.  Near  the  cathode 
(catelectrotonus)  the  condition  of  nerve  irritability  and  conductiv- 
ity is  increased.  The  reverse  is  true  near  the  anode  and  the  condi- 
tion is  called  anelectrotonus. 

The  first  problem  was  to  discover  whether  there  were  any 
points  on  the  skin  or  mucous  membranes  of  the  head  of  a 
normal  individual  where  galvanism  could  produce  the  different 
types  of  vestibular  nystagmus.  In  this  experiment  ordinary 
sponge  electrodes,  5  cm.  in  diameter,  except  when  otherwise 
specified,  were  used.  Every  possible  combination  of  the  following 
points  of  application  of  the  cathode  and  anode  were  made. — on  the 
tonsil,  at  the  Eustachian  isthmus  by  means  of  Duel's  gold  Eustach- 
ian electrode,  at  the  vertex  of  the  head,  at  the  temple,  in  front  of  the 
tragus,  in  the  external  auditory  canal  with  a  special  small  sponge 
electrode,  over  the  mastoid  antrurn,  immediately  below  the  mastoid 
tip.  and  in  the  palm  of  the  hand. 

The  results  were  negative.  The  type  of  the  nystagmus  was  the 
same  in  each  individual  wherever  induced.  It  was  always  either 
rotary,  horizontal,  or  intermediate  between  these  two.  Only  one  of 
these  three  types  occurred  in  each  one  tested.  Barany^  believes  that 
rotary-horizontal  nystagmus  is  the  type  most  easily  produced  by  all 
forms  of  vestibular  stimulation.  He  observed  that  it  occurred  after 
unilateral  destruction  of  the  labyrinth,  after  galvanic  stimulation  of 
the  vestibular  nerve,  in  all  spontaneous  attacks  of  vertigo,  and 
usually  following  sudden  head-movements. 

The  best  places  for  application  of  the  electrodes  to  produce  nys- 
tagmus with  the  lowest  milliamperage  were  found  to  be  the  Eustach- 
ian isthmus,  the  external  auditory  canal,  in  front  of  the  tragus,  and 
over  the  mastoid  antrum.  The  results  were  greater  with  the  elec- 
trodes on  two  of  the  above  spots  than  with  one  in  the  hand. 
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The  resistance  was  noted  and  found  to  vary  from  ioocx>240ck> 
■ohms  in  one,  and  from  6000-25000  ohms  in  another  individual,  ac- 
cording to  the  points  of  electrode  application.  The  electro-motive 
force  required  in  the  first  individual  varied  from  10-24  volts,  in  the 
second,  from  6-25  volts,  to  bring  the  current  up  to  i  milliampere. 
The  lowest  resistance  was  encountered  at  the  Eustachian  isthmus 
and  the  next  lowest  at  the  tonsil. 

The  strength  of  current  needed  to  produce  nystagmus  when  the 
current  was  applied  as  above  indicated  varied  from  2-9  milli- 
amperes  or  an  average  of  4^2  milliamperes.  G.  W.  Mackenzie' 
found  the  average  to  be  4  milliamperes.  He  also  found  that  in  a 
normal  individual  the  milliamperage  necessary  to  produce  nystag- 
mus in  the  two  ears  should  not  differ  more  than  i  milliampere. 

Various  nystagmographs  have  been  devised.  Wojatschek,  Buys,'' 
and  G.  Gradenigo''  report  successful  nystamograms.  Buys  claims 
that  he  can  get  good  records  with  a  current  of  3  milliamperes.  If  a 
practical  instrument  could  be  devised  for  this  purpose  the  slight 
variations  from  the  normal  could  be  studied  more  accurately  and 
with  less  discomfort  to  the  patient. 

The  second  problem  was  to  discover  whether  there  were  any 
points  in  the  tympanum,  the  aditus,  or  the  mastoid  antrum,  where 
^galvanism  could  produce  the  different  types  of  vestibular  nystagmus. 

The  tests  were  tried  on  a  rnan  seven  days  after  a  radical  mastoid 
operation  had  been  performed  on  the  right  side.  The  skin  flap  had 
not  been  made,  on  account  of  dural  exposure  from  erosion  of  the 
tegmen  tympani,  and  sigmoid  sinus  exposure  from  a  like  erosion 
over'  its  descending  portion  in  the  mastoid  process.  Before  doing 
the  plastic  work  the  tests  were  made  with  the  patient  under  ether 
anesthesia,  the  head  lying  on  the  left  side.  The  eyes  were  closely 
observed  by  three  other  physicians  during  the  application  of  the 
electrodes  by  the  operator. 

As  the  internal  diameter  of  the  osseous  ampulla  of  a  semi-circular 
canal  is  1 1/2-2  mm.  and  the  distances  between  the  centers  of  the 
ampullae  about  2-2><  mm.  to  concentrate  the  current  upon  one 
ampulla  exclusively  suggested  the  use  of  an  electrode  of  about 
I  mm.  in  diameter.  Gold  electrodes  insulated  nearly  to  the  tip  were 
used. 

To  avoid  stimulating  more  than  one  canal,  it  seemed  probable 
that  the  use  of  two  electrodes  applied  over  their  external  walls 
would  be  more  successful  than  the  application  of  one  electrode  over 
the  canal  and  the  other  electrode  in  front  of  the  tragus.  This 
assumption  proved  to  be  incorrect.  No  nystagmus  was  produced, 
no  matter  where  the  electrodes  were  placed  in  the  neighborhood  of 
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the  semi-circular  canals,  notwithstanding  the  fact  that  the  facial 
nerve  reacted  to  the  current.  The  strength  of  the  current  used 
varied  from  o-io  milliamperes. 

The  next  experiment  consisted  in  applying  the  i  mm.  cathode  to 
the  various  canals  and  the  anode  (a  moistened  sponge  electrode 
5  cm.  in  diameter)  to  a  point  in  front  of  the  tragus  of  the  ear  on  the 
same  side  of  the  head.  On  application  directly  over  the  horizontal 
semi-circular  canal  there  was  a  strongly  marked  slow  movement  of 
the  eyes  horizontally  to  the  left.  This  movement  was  the  slow 
vestibular  component  of  the  nystagmus. 

On  application  of  the  current  at  about  the  junction  of  the  tegmen 
of  the  aditus  with  its  internal  wall  vertically  above  the  horizontal 
canal,  there  was  a  slow  movement  of  the  eyes  to  the  left  and  up- 
wards. On  applying  the  cathode  to  a  point  a  few  millimeters  pos- 
terior and  a  few  millimeters  below  the  external  semi-circular  canal 
there  was  a  slow  movement  of  the  eyes  directly  upwards  but  the 
excursion  of  the  eyes  was  not  so  great  as  in  the  stimulation  of  the 
superior  and  external  canals.  These  applications  were  repeated 
several  times  with  uniform  results. 

One  week  following  the  plastic  operation  and  two  weeks  after  the 
original  radical  operation  the  tests  were  repeated  in  the  sarne  man- 
ner without  anesthesia.  The  position  of  the  head  was  vertical  dur- 
ing this  test. 

Three  distinct  types  of  vestibular  nystagmus  were  produced: 
(i)  Horizontal  nystagmus  to  the  right  occurred  on  catelectrotonus 
of  the  right  horizontal  canal;  (2)  rotary  nystagmus  counter  clock- 
wise resulted  from  stimulation  of  the  right  superior  canal ;  and 
(3)  vertical  nystagmus  upwards  on  stimulation  of  the  posterior 
canal. 

The  cathode  was  also  applied  between  the  oval  and  round  win- 
dows, posterior  to  the  pyramid.  Nystagmus  vertically  upwards  re- 
sulted. The  ampulla  of  the  posterior  canal  is  near  this  region  and 
may  explain  the  result,  though  our  knowledge  of  the  effects  of 
stimulation  of  the  maculae  acusticae  of  the  utricle  and  saccule  is 
lacking. 

The  strength  of  current  required  to  produce  nystagmus  in  this 
experiment,  so  that  it  was  noticeable  to  the  eye.  was  4  milliamperes 
when  applied  over  the  various  canals.  When  applied  to  the  internal 
wall  of  the  tympanum  posterior  to  the  pyramid,  nystaginus  resulted 
with  a  current  of  only  i^  milliamperes.  Contrasted  with  this,  8 
milliamperes  were  required  to  produce  nystagmus  with  the  cathode 
in  front  of  the  tragus  and  the  anode  in  the  hand,  using  the  5  cm. 
sponge  electrodes. 
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Conclusions:  The  nearer  the  electrodes  are  placed  the  more 
superficial  the  penetration  of  the  current.  This  explains  the  absence 
of  nystagmus  in  placing  both  electrodes  over  the  canals  within  two 
or  three  millimeters  of  each  other. 

Although  the  current  penetrated  deeply  enough  to  cause  reac- 
tions of  the  facial  nerve  (the  posterior  meatal  ridge  having  been 
lowered  as  far  as  possible  without  direct  exposure  of  the  nerve)  it 
did  not  reach  the  cristae  in  sufficient  density  to  produce  nystagmus. 
In  placing  the  electrodes  three  to  four  cm.  apart  (cathode  at  each 
canal,  anode  anterior  to  tragus)  the  depth  of  the  penetration  of  the 
current  was  sufficient  to  cause  stimulation  of  the  cristae. 

The  smaller  the  electrodes,  the  denser  the  current,  the  greater  the 
resistance,  and  the  greater  the  production  of  heat.  It  might  be 
thought  then  that  the  nystagmus  produced  by  the  application  of  the 
small  electrodes  to  the  canals,  might  have  produced  the  nystagmus 
by  the  production  of  heat  over  the  canals,  and  therefore  be  simply 
the  caloric  reaction.  This  cannot  be  true  since  the  resulting  gal- 
vanic nystagmus  did  not  correspond  in  type  with  that  produced  by 
caloric  means.  For  the  nystagmus  produced  by  catelectrotonus  of 
the  external  semi-circular  canal  corresponded  to  the  application  of 
cold,  not  heat,  to  the  aural  canal  of  the  same  side  when  the  head 
was  bent  over  the  left  shoulder  90°.  In  this  position  the  arch  of 
the  external  canal  is  highest  and  the  ampulla  is  below,  being  mesad, 
— the  current  of  the  endolymph  would  therefore  be  towards  the  am- 
pulla and  the  utricle,  on  the  application  of  cold. 

The  nystagmus  produced  by  catelectrotonus  of  the  right  superior 
semi-circular  canal  corresponded  to  the  application  of  heat  to  the 
external  auricular  canal  of  the  same  side  with  the  head  erect,  not 
bent  to  the  left  90°  as  in  the  experiment. 

In  like  manner  the  nystagmus  produced  by  catelectrotonus  of  the 
right  posterior  semi-circular  canal  corresponded  theoretically  to  the 
application  of  heat  to  the  right  posterior  semi-circular  canal  with 
the  head  erect,  or  the  application  of  cold  to  this  region  with  the  head 
rotated  downwards  180°.  In  the  experiment  under  anesthesia  the 
head  was  bent  to  the  left  90°,  not  held  erect  or  bent  downwards 
180°. 

In  the  experiment  without  anesthesia  the  head  was  erect  and  yet 
the  type  of  nystagmus  was  not  altered,  except  in  stimulation  of  the 
posterior  canal. 

The  explanation  of  the  different  results  obtained  over  the  pos- 
terior canals,  with  and  without  anesthesia,  requires  further  experi- 
mentation. 
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CASE  OF  FIBRO- ANGIOMA  OF  THE  TONGUE. 

DR.    D.    MACFARLAN,    PHILADELPHIA. 

J.  D.  aged  72,  complained  of  "catarrh"  of  the  nose  and  throat 
for  many  years.  Examination  showed  a  chronic  congested  pharynx, 
posterior  wall  studded  with  granulations ;  fauces,  soft  palate  and 
uvula  congested ;  nares  sclerotic  and  dry. 

At  the  base  of  the  tongue  on  the  left  side  there  was  a  pedun- 
culated growth  about  the  size  of  a  chestnut.  It  was  readily  snared 
off,  the  stump  giving  but  little  bleeding  after  touching  with  silver. 
The  mass  was  of  elastic  and  moderately  firm  consistency;  rather 
coarsely  lobulated,  yellowish-gray  in  color  and  with  the  surface 
covered  by  a  thin  irregular,  yellowish-gray,  finely  granular  layer  of 
tissue. 

Microscopic  examination :  Section  showed  a  mass  of  loose  ede- 
matous meshwork  of  fibrous  tissue  very  rich  in  large  and  small 
lymph  and  blood  spaces.  There  were  a  moderate  number  of  leu- 
cocytes chiefly  poly-infiltrated  through  the  fibrous  meshwork.  Myxo- 
matous cells  were  few.  The  surface  of  the  section  was  covered 
by  normal  epithelium  and  elsewhere  by  a  thick  layer  of  necrotic  tis- 
sue, much  fibrin  and  pus  cells.  There  were  no  signs  of  malignancy 
whatever.     Diagnosis:  Fibro-angioma  of  the  tongue,  infected. 

Strange  to  say,  the  patient  was  scarcely  concious  of  the  presence 
of  this  mass.  He  first  noticed  it  as  a  lump  in  his  throat  seven  or 
eight  years  ago,  yet  in  all  the  intervening  time  it  never  bothered 
him.  He  had  frequently  been  under  treatment  for  his  hose  and 
throat  condition,  but  in  some  way  the  tumor  had  been  overlooked. 

180:;  Chestnut  Street. 


NEW  INSTRUMENTS. 

DR.   J.   J.   SULLIVAN,   JR.,   SCRANTON,   PA. 

My  only  excuse  for  this  article  is  that  I  have  had  many  letters 
asking  for  more  detailed  description.  I  claim  no  originality — I  have 
only  succeeded 'in  completing  the  technic  of  a  simple,  safe  operative 
procedure — one  that  gives  results  with  the  least  traumatism  to  nasal 
tissue.  I  am  only  following  the  idea  of  Goode,  using  instead  of  his 
instruments,  a  Series  of  dilating  rasps  (see  cut). 

Technic  of  Operation:  i.  Remove  enough  of  the  middle  concha 
to  see  the  hiatus  and  bullae.  2.  Re-cocainize  this  part  (Freer  meth- 
od). 3.  Pass  No.  I  rasp  as  you  would  a  frontal  probe.  4.  Draw 
rasp  downward  and  forward.  The  rasp  cuts  anteriorly  only  and 
should  not  be  used  with  a  sawing  movement,  (i.  e.,  up  and  down). 
5.  Nos.  2,  3,  4,  and  5  are  now  used  as  above  described  until  an 
opening  large  enough  has  been  made  into  the  sinus. 

Cases  with  closure  of  froiit-nasal  duct  or  inability  to  pass  probe 
or  rasp  into  the  sinus:  i.  X-ray  plate  before  operation.  2.  Re- 
moval of  the  uncinate  process  with  a  Meyer  ring  curette  or  a  Bur- 
rell  nasal  shave.  This  enlarges  the  gutter  by  removing  its  anterior 
wall.  3.  Passing  of  rasps  as  above  described.  4.  Cut  away  loose 
shreds,  etc.,  making  a  clean-cut  wound.  We  all  know  that  a  number 
of  acute  frontal  sinusitis  clear  up  with  intra-nasal  treatment  or  re 
moval  of  a  small  part  of  the  middle  concha.  Knowing  this  I  have 
secured  drainage  very  often  in  the  more  obstinate  cases  by  making 
the  frontal  cut  into  the  middle  concha  as  for  anterior  removal  and 
then  infracting  the  same.  After  infraction  the  No.  i  to  3  rasp  is 
passed  and  the  nasal  frontal  duct  dilated  enough  to  give  drainage. 
Several  days  after  the  rasping  or  complete  operation  a  twenty  per 
cent  solution  of  argyrol  is  introduced  into  the  frontal  sinus  two  or 
three  times  a  week  till  the  wound  is  healed.  The  rasps  are  about 
2  to  4  mm.  in  diameter. 

In  intra-nasal  operations  on  the  antrum  of  Highmore  I  do  not  re- 
move the  inferior  turbinate.  I  make  the  anterior  cut  and  infract 
the  inferior  concha  thoroughly.  It  is  surprising,  even  in  a  narrow 
npse,  how  easy  it  is  to  remove  the  whole  lower  wall  between  the 
antrum  and  nasal  cavity.  The  only  part  of  the  bone  that  I  do  re- 
move is  its  inferior  border  and  that  only  if  it  is  in  too  close  contact 
with  the  nasal  floor.    However,  we  must  remember  that  without  per- 
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feet  nasal  drainage  no  operative  procedure  will  clear  up  in  the 
majority  of  cases  of  „sinus  condition.  If  a  deflected  septum,  nasal 
hypertrophiesr adenoids,  etc.,  are  present  there  will  be  kept  up  a 
constant  source  of  irritation  and  recurring  infection  that  could  hard- 
ly be  cleared  up  even  per  radical.    No  onew'ould  think  of  trying  to 


get  results  in  a  catarrhal  middle-ear  condition  without  cleaning  up 
any  great  nasal  abnormalities,  yet  a  gQod  many  of  us  will  go  on 
treating  sinus  inflammations  where  the  ventilation  and  drainage  of 
the  nose  are  imperfect,  expecting  to  get  results.  It  is  often  a  case 
of  putting  the  cart  before  the  horse. 


Local  Anesthetics  in  the  Upper  Respiratory  Tract  Including  the 
Adrenalin  Preparations.    J.    W.   Freudenthal,    Med.    Rec. 
July  20.  191 2. 
The  author  mentions  the  various  drugs  employed  in  producing 
local  anesthesia  and  in  treating  operative  lesions  of  the  upper-air 
passages,  and  calls  our  attention  to  some  fatal  cases  resulting  from 
the  hypodermic  uses  of  adrenalin  in  its  strong  solution  and  in  com- 
bination with  cocain. 

While  adrenalin  solutions  in  weak  solutions  are  valuable  adjuncts 
to  our  therapeutic  armamentarium,  we  must  be  verv  cautious  in 
using  the   i-iooo  strength   for  hypodermic  medication. 

LedeRman. 
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JoHx  F.  McCoy,  Chaikmax. 

A  Case  of  Nasal  Deformity  Corrected  by  Auto-implantation  of  the  Septal 
Cartilage.    By  Otto  Glogau.  M.  d. 

Mr.  M.,  20  years  of  age,  was  referred  to  me  by  Dr.  Fritz  Neumann,  on 
February  27,  1912,  Previous  history:  Patient  fell  and  broke  his  nose 
four  years  ago;  disfiguring  saddle  nose.  Since  that  time  he  was  unable 
to  breathe  through  the  nose;  but  the  visible  deformity  was  his  only  rea- 
son for  presenting  himself  for  treatment. 

Present  condition:  Patient  is  in  perfect  health  except  for  the  nasal 
trouble  and  its  immediate  consequences.  He  presents  a  typical  saddle 
nose  with  the  special  feature  of  the  tip  of  the  nose  projecting  more  con- 
spicuously than  usual.  Intra-nasal  examination  reveals  a  multiple  frac- 
ture of  the  cartilaginous  septum  with  the  convexity  of  the  deviation  to- 
wards the  right  side.  The  bony  septum  is  also  deviated  towards  the 
same  side.  The  uppermost  part  of  the  cartilaginous  septum  consists  ex- 
clusively of  mucous  lining,  the  cartilage  having  been  pushed  downward 
by  the  injury. 

Therapy:  As  the  patient  had  an  unsuccessful  paraffin  injection  a  year 
ago.  another  therapy  had  to  be  tried.  The  patient  would  not  consent  to 
have  the  deformity  corrected  by  Carter's  method  of  transplanting  a  part 
of  the  rib.  It  occurred  to  the  writer  to  correct  the  nasal  obstruction  and 
external  deformity  simultaneously  by  implanting  into  the  gap  a  part  of 
the  cartilage  removed  intra-nasally. 

Operation:  (Dr.  Shrier  assisting).  The  septum  was  prepared  as  for 
submucous  resection,  by  applying  to  the  Schneiderian  membrane  a  twen- 
ty per  cent  cocain  solution  and  a  1.5000  adrenalin  solution  with  cotton 
pledgets.  The  usual  incision  was  made  on  the  right  side,  but  the  knife 
was  carried  right  through  the  cartilage  towards  the  mucous  lining  of  the 
left  side  without,  however,  injuring  the  latter.  The  cartilage  was  then 
elevated  from  the  mucous  lining  on  the  left  side  and  by  means  of  a  strong 
pair  of  scissors  an  incision  was  made  at  its  upper  and  lower  margins. 
The  cartilage  flap,  covered  by  the  mucous  lining  of  the  right  side,  was 
thus  attached  at  its  posterior  part  only.  The  nostrils  were  now  plugged 
with  a  piece  of  cotton  and  the  back  of  the  nose  cleaned  aseptically.  A 
one-half  per  cent  cocain  solution,  containing  a  few  drops  of  adrenalin 
was  then  injected  hypodermically  at  the  middle  of  the  nose  towards  the 
tip.  A  transverse  incision  of  about  15  mm.  was  then  made  at  the  lower 
end  of  the  nasal  bones.  Through  this  incision,  by  means  of  a  knife,  the 
subcutaneous  tissue  was  separated  along  the  back  of  the  nose  down  to 
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tbe  tip.  A  sharp  spoon  was  introduced  into  this  pocket  and  the  cartilage 
at  the  tip  of  the  nose  curetted.  The  external  wound  was  covered  with 
a  piece  of  gauze.  The  cartilaginous  flap  was  severed  from  its  posterior 
attachment  and  put  into  a  physiological  salt  solution.  By  means  of  a 
Bier's  skin-grafting  knife,  the  superficial  epithelial  layers  of  the  mucosa 
were  removed,  and  the  cartilage,  covered  by  its  perichondrium,  shaped 
by  means  of  a  pair  of  scissors  to  fit  into  the  deformity.  The  cartilage 
was  inserted  into  the  deformity  and  the  transverse  incision  closed  bv 
catgut  stitches. 

The  wound  was  covered  by  a  small  piece  of  iodoform  gauze  and  ad- 
hesive plaster.  The  mucous  lining  over  the  bony  part  of  the  deviated 
septum  was  elevated  on  both  sides  and  the  bony  deviation  removed  by 
the  writer's  submucous  saws.  The  septal  mucous  lining  of  the  left  side 
remained  intact,  while  on  the  right  side  there  was  a  loss  of  substance 
corresponding  to  the  piece  of  cartilage  removed  with  its  right  side  muco- 
perichondrium.  The  nasal  cavities  were  painted  with  a  ten  per  cent 
oily  solution  of  iodin  and  packed  in  the  usual  way. 

The  intra-nasal  packing  was  removed  after  forty-eight  hours,  the  dress- 
ing of  the  external  wound  changed  every  day.  After  the  fourth  day  the 
catgyt  ligature  began  to  suppurate  and  the  wound  opened  again.  Heal- 
ing by  secondary  granulation  took  place,  leaving  a  somewhat  conspicu- 
ous scar,  which  would  have  been  linear  by  applying  silkgut.  The  insert- 
ed cartilage  became  permanently  attached  and  the  deformity  may  now 
be  considered  as  corrected. 

New  Operation  for  Depressed  Fracture  of  the  Nose  Using  Cartilage  In- 
tra-nasal ly.     By  F.  S.  LovELL,  M.  D 

J.  D.,  age  20;  book-binder  and  amateur  boxer.  On  the  last  day  of 
November,  1911,  he  was  struck  on  the  nose,  which  fractured  it  and  flat- 
tened it  down  on  the  face.  The  next  day  he  went  to  one  of  the  city  hos- 
pitals, where  a  diagnosis  of  fracture  of  the  nose  was  made.  This  was 
followed  by  a  septal  abscess,  which  was  operated  upon,  irrigated,  and 
drained  with  iodoform  gauze.  This  was  continued  for  two  weeks  and 
the  wound  was  then  allowed  to  heal,  and  the  patient  discharged.  He 
was  not  seen  again  until  March  1,  when  he  again  appeared,  complaining 
that  he  could  not  breathe  through  the  nose.  The  nose  was  very  much 
depressed,  septum  thick  and  bulging  on  either  side  and  in  contact  with 
external  wall  of  nose,  and  a  submucous  resection  was  recommended.  This 
was  performed  on  March  9,  in  the  usual  way.  On  resection,  it  was  found 
that  there  was  no  cartilage  in  the  nose  at  all,  but  only  fibrous  tissue  in- 
filtrated. In  studying  the  operation  it  was  at  first  intended  to  do  the 
two  operations  at  one  sitting,  taking  out  the  cartilage,  re-inserting  it  un- 
der the  soft  parts,  and  raising  the  depression,  but  as  no  cartilage  was 
found  in  his  nose  he  was  treated  in  the  usual  way,  for  the  septum  resec- 
tion only.  One  week  later  another  patient  requiring  resection  of  the 
nasal  septum  was  operated  upon,  the  cartilage  thus  removed  from  this 
man  was  used  to  correct  the  deformity  in  patient  No.  1. 

Atfer  injecting  the  patient  with  adrenalin,  1  dram,  cocain,  one-half 
grain,  and  distilled  water  to  make  one  ounce,  two  drams  of  this  solution 
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being  used,  incision  was  made  in  the  upper  part  of  the  vestibule  of  the 
nose  a  half  inch  back,  dissecting  up  the  soft  parts,  and  after  shaping  the 
cartilage  which  was  removed  from  the  other  patient  and  which  had  been 
kept  in  a  saline  solution,  it  was  slid  through  this  opening  and  put  in 
place  from  the  point  of  the  deformity  above  to  the  tip  of  the  nose.  One 
suture  was  taken  to  close  the  wound  in  the  nose.  No  dressing.  The  pa- 
tient was  sent  home,  no  inflammatory  action  followed,  very  little  swell- 
ing, and  the  good  results  can  be  seen. 

The  second  patient  had  an  injury  to  his  nose  fourteen  years  ago,  by 
being  hit  on  the  nose  with  a  stone,  driving  It  to  the  right  and  depressing 
it.  In  this  instance  the  operation  was  done  which  was  at  first  intended 
with  the  other,  by  removing  his  septum  in  the  usual  way  and  at  the 
same  sitting  using  it  to  correct  the  nasal  depression.  He  could  not 
breathe  through  his  nose  before  operation.  This  was  found  to  be  insuffi- 
cient. During  the  week,  a  submucous  resection  was  done  on  another  pa- 
tient. This  cartilage  was  kept  in  saline  for  a  few  days  and  then  insert- 
ed through  the  same  incision  in  patient  No.  1  and  the  result  as  you  can 
see  is  very  satisfactory. 

Cases  Showing  the  Results  of  Treatment  for  Laryngeal  Stenosis.  By  H. 
L.  Lynah,  M.  D. 

The  patients  presented  were  types  of  chronic  laryngeal  stenosis  follow- 
ing diphtheria: 

Case  1:  This  boy  was  admitted  to  the  Willard  Parker  Hospital,  Janu- 
ary t),  1904,  and  intubated  for  laryngeal  diphtheria.  He  had  worn  an 
O'Uwyer  tube  for  seven  months,  then  remained  without  the  tube  for  two 
weeks,  but  gradual  closure  during  this  interval  necessitated  re-intubation, 
which  was  unsuccessful,  and  tracheotomy  was  performed  in  order  to  save 
his  life.  The  tracheal  canula  was  worn  for  three  days,  when  it  was  re- 
moved— the  patient  intubated  with  one  of  my  "special"  tracheal  dilatory 
tubes,  and  the  wound  allowed  to  granulate.  After  the  tracheal  fistula 
healed,  the  dilatation  was  kept  up  for  a  period  of  seventy-eight  days,  af- 
ter which  time  the  patient  was  able  to  remain  without  the  tube,  and  has 
been  without  the  tube  ever  since,  for  a  period  of  eight  years.  He  has  a 
fairly  good  voice,  though  of  deep  quality. 

Vase  2:  Boy,  4^/^  years  of  age,  admitted  to  the  Willard  Parker  Hos- 
pital, July  10,  1908,  and  intubated  for  laryngeal  diphtheria.  He  had  worn 
an  O'Dwyer  tube  and  also  had  been  treated  by  my  dilating  tubes  for  a 
period  of  eighteen  months,  without  success.  The  condition  which  caused 
this  prolonged  intubation  was  due  to  polypoid  hypertrophy  at  the  ven- 
tricular bands  and  slow,  gradual  hypertrophic  contraction.  A  laryngot- 
omy  was  advised  at  this  stage  to  dissect  out  the  hypertrophied  tissue, 
which  I  may  add  is  next  to  impossible,  owing  to  the  friability  and  vascu- 
larity of  the  membrane.  However,  the  polypoid  tissue  and  strips  of  the 
hypertrophic  membrane  were  removed,  the  whole  surface  touched  with 
nitrate  of  silver  and  the  fissure  closed  about  one  of  my  bridge  tubes.  The 
wound  did  not  heal  by  primary  union,  but  became  infected,  and  healed  bj 
granulation,  leaving  a  dense  scar. 

This  operation  is  unquestionably  not  the  proper  procedure  in  the  treat- 
ment of  these  cases,  and  I  have  abandoned  it  as  futile,  for  a  pure  cicatrix 
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is  added  to  the  already  complex  pathology.  Both  cases  had  spasms  of  the 
adductors,  and  were  also  treated  by  the  narrow  neck  abductor  tube.  They 
have  fairly  good  voices,  but  the  voice  of  a  cicatrix  type  is  never  as  good 
as  those  treated  by  dilatation,  for  the  scar  when  contracting  pulls  the 
cords  out  of  place  and  the  voice  may  be  lost,  ftom  failure  to  approximate. 

Two  other  cases  were  then  presented  which  Dr.  Lynah  said  were  still 
under  observation.  He  did  not  consider  them  cured,  for  he  considered 
no  case  cured  until  the  patient  had  remained  without  the  tube  for  a 
period  of  one  to  two  years.  These  cases  had  been  without  the  tubes  for 
a  month  and  a  half.  Both  were  extreme  grades  of  hypertrophic  contrac- 
tion and  had  worn  tubes  for  four  and  a  half  years. 

Case  3:  A  little  girl  of  7  years  tvas  admitted  to  the  Willard  Parker 
Hospital  October  27,  1907,  and  intubated  for  laryngeal  diphtheria.  She 
has  worn  the  tube  ever  since  and  was  only  able  to  remain  without  it  for 
an  interval  of  one  to  two  weeks,  when  owing  to  gradual  contraction  re- 
intubation  was  necessary.  She  has  been  treated  by  enormous  dilatation 
during  the  past  year.  There  has  been  no  adductor  spasm,  and  she  was 
never  treated  by  the  abductor  tube.  She  has  a  better  voice  than  the  two 
cicatrix  cases,  the  voice  being  almost  normal. 

Vase  4:  The  other  patient,  a  girl  of  16  years,  was  admitted  to  the 
Willard  Parker  Hospital,  December  2,  1907,  and  intubated  for  laryngeal 
diphtheria.  She  had  marked .  adductor  spasms,  and  was  treated  by  the 
narrow  neck  tube.  There  has  been  a  slight  amount  of  dyspnea  for  the 
last  week,  though  it  did  not  seem  to  be  progressive.  She  has  a  husky 
voice — the  right  vocal  cord  being  attached  to  the  ventricular  band,  the 
left  cord  is  free  and  an  absolutely  normal  cord. 

I  will  now  give  a  brief  classification  of  these  cases  as  I  have  observed 
them  during  the  past  eight  years:  1.  There  is  a  neurotic  element  which 
predisposes  to  spasm,  and  the  spasm  may  be  so  violent  that  it  makes  ex- 
tubation  extremely  difficult.  When  the  tube  is  finally  removed,  this  vio- 
lent spasm  necessitates  immediate  re-intubation. 

2.  The  spasm  type  without  nervous  element.  This  is  due  to  the  long- 
continued  use  of  the  tube.  The  tube  virtually  acting  as  a  splint  to  the 
intra-laryngeal  muscles,  holding  them  in  a  state  of  fixation  or  functional 
disuse.  The  abductors  being  held  apart  for  so  long  a  time  the  balance 
of  power  is  exerted  by  the  opposing  set  of  muscles,  and  we  have  adductor 
spasms.  There  is  no  recurrent  laryngeal  nerve  involvement,  and  there- 
tore,  no  paralysis.  The  muscles  show  some  myocytis,  hut  to  very  slight 
degree.     The  nerves,  both  the  trunk  and  muscular  branches,  are  normal. 

3.  The  polypoid  type  which  occurs  at  the  base  of  the  epiglottis  and 
ventricular  bands.  These  polypoid  outgrowths  fall  together  as  the  tube 
is  removed  and  immediate  re-intubation  is  necessary.  This  type  simu- 
lates the  spasm  type. 

4.  The  hypertrophic  type.  The  stenosis  is  slow  and  gradual.  The 
chief  site  of  the  contraction  is  at  the  cricoid  level  but  the  entire  lumen 
of  the  larynx  and  trachea  may  be  involved. 

5.  The  cicatrix  type,  which  is  due  to  traumatic  or  surgical  interfer- 
ence. 
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6.  The  atrophic  type,  with  the  formation  of  thick,  sticky  muco-crusta 
which  obstruct  the  larynx. 

The  primary  cause  oi  the  whole  trouble  was  due  to  the  diphtheritic 
mflammation  and  Dr.  Lynah  mentioned  eight  cases  of  diphtheritic  croup 
which  had  to  be  intubated  ten  days  after  the  croup  had" disappeared,  ow- 
ing to  a  slow  and  gradual  contraction  of  the  infiltrated  laryngeal  mucosa 
and  sub-mucosa. 

Removal  of  a  Foreign  Body  From  a  Bronchiectatic  Cavity.  By  Sidney 
Yankaueb,  M.  D. 

Dr.  Yankauer  said  that  in  all  the  cases  of  foreign  body  which  he  had 
presented  to  the  Section,  and  in  tact  all  the  cases  which  had  been  report- 
ed in  literature,  it  was  known  beforehand  that  a  foreign  body  had  been 
inhaled,  and  the  examination  had  been  made  for  the  purpose  of  removing 
it.  In  most  instances  it  was  of  a  familiar  nature,  and  the  operator  knew 
what  to  look  for,  having  a  definite  idea  of  what  was  to  be  expected  witn- 
in  the  bronchoscopic  lumen.  In  other  instances,  the  X-ray  had  showed 
the  location  and  position  of  the  foreign  body,  and  in  one  case  which  he 
had  presented  some  months  previously,  where  a  safety-pin  had  been  in- 
haled, the  knowledge  gained  by  the  radiographic  picture  had  been  indis- 
pensable. 

In  removing  the  foreign  body  in  the  case  now  reported,  however,  all  of 
these  advantages  were  absent,  for  the  patient  did  not  know  that  he  had 
inhaled  anything,  and  even  when  it  was  removed  and  shown  to  him  he 
could  not  recall  the  accident.  The  radiographic  picture  also  failed  to 
show  any  shadow  that  could  be  interpreted  as  a  foreign  body. 

The  patient  was  67  years  old,  and  said  that  last  December  he  became 
very  hoarse,  and  began  to  cough.  The  sputum  rapidly  increased  in  quan- 
tity, until  he  coughed  up  large  quantities,  and  had  pain  in  the  right  low- 
er chest;  he  then  began  to  have  daily  chills  and  fevers,  with  sweating. 
He  was  admitted  to  the  medical  service  of  Dr.  N.  E.  Brill  at  Mount 
Sinai  Hospital,  and  a  tentative  diagnosis  of  empyema  was  made.  The 
;hest  was  aspirated  but  the  result  was  negative;  the  Wassermann  test 
was  negative,  as  were  also  the  tuberculosis  tests.  The  amount  of  sputum 
was  about  JJOO  ccm.  per  day. 

Dr.  Yankauer  said  that  during  the  last  year  the  internists  had  accorded 
him  the  privilege  of  bronchoscoping  the  bronchiectatic  cavities  in  all 
their  cases,  and  he  had  been  permitted  to  make  such  an  examination  in 
the  case  of  this  patient.  The  man  was  given  a  hypodermic  injection  of 
morphin  and  anesthetized  with  cocain  and  placed  on  the  table;  the  pass- 
age of  the  bronchoscope  was  easy.  Pus  was  observed  pouring  out  of  the 
right  bronchus;  he  coughed  up  such  quantities  of  pus  that  the  suction 
apparatus  was  of  no  use.  After  this  had  continued  for  a  tew  minutes,  it 
ceased,  as  the  bronchus  was  emptied.  The  bronchoscope  was  advanced 
lo  the  bottom  of  the  right  bronchus,  where  something  was  seen  with  the 
appearance  of  sloughing  granulation  tissue.  This  was  seized  with  the 
forceps  and  withdrawn,  and  placed  on  a  sterilized  towel.  Examination 
of  what  was  removed  showed  that  it  was  mostly  pus,  with  a  very  tiny 
piece  of  solid  tissue.  A  second  attempt  produced  another  attack  of 
coughing,  and  he  again  coughed  large  quantities  of  pus.     The  broncho- 
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scope  was  linally  advanced  into  the  lowest  terminal  branch,  of  the  right 
bronchus,  the  end  being  35  cm.  from  the  upper  teeth.  From  the  view  ob- 
tained, it  was  evident  that  we  were  dealing  with  a  foreign  body,  so  the 
entire  mass  was  this  time  seized  and  drawn  up.  On  removing  it  from  the 
mouth,  the  mass  broke  in  two,  but  the  part  which  dropped  was  recovered. 
The  smallest  piece  was  first  removed,  the  second  piece  remained  in  the 
forceps,  and  the  largest  piece  was  the  part  which  broke  off  and  was  re- 
covered. Examination  proved  the  foreign  body  to  be  part  of  a  chicken 
bone. 

The  bronchoscope  was  then  again  introduced  into  the  bronchus  and  a 
careful  examination  was  made.  There  was  a  secondary  ulceration  all 
around  the  wall  of  the  bronchus  where  the  foreign  body  had  lain.  The 
patient  recovered  without  difficulty,  and  twenty-four  hours  after  the  oper- 
ation the  temperature  became  normal,  and  has  so  remained  ever  since. 
Being  quite  advanced  in  age  he  has  not  made  a  very  rapid  recovery.  The 
flatness  of  the  chest,  however,  has  diminished,  he  breathes  well,  is  out  of 
bed,  and  is  steadily  though  slowly  improving. 

The  case  was  unique  in  that  a  foreign  body  was  found  and  removed 
when  its  presence  had  not  been  even  suspected. 

Note:  The  patient  was  discharged  from  the  hospital  three  weeks  after 
removal  of  foreign  body.  At  that  time  the  daily  amount  of  sputum  was 
10  ccm. 

Case  of  Foreign   Body   (Instrument)    in  the  Sphenoidal   Sinus.     By  I.  M. 
Heller,  M.  U. 
To  he  published  in  full  in  a  subsequent  issue  of  The  Laryngoscope. 

Tumor  of  the  Hypophysis.      By  JoHX  Leshuue,  M.  D. 

Dr.  Leshure  said  that  that  although  the  case  belonged  more  properly 
to  the  Section  of  Ophthalmology,  he  thought  it  interesting  to  present  it 
to-night,  as  Dr.  Voorhees  was  to  read  a  paper  on  the  subject  of  "Hypo- 
physis surgery,"  and  the  case  demonstrated  some  of  the  features  touched 
on  by  the  paper. 

The  patient  was  19  years  old.  There  was  nothing  of  interest  in  his 
family  or  personal  history,  except  the  fact  that  his  grandmother  had  had 
paralysis  agitans.  He  first  came  under  observation  on  August  15,  1910, 
complaining  of  headache  following  the  use  of  the  eyes  for  near  work, 
and  poor  distant  vision.  Examination  showed  vision  20/40  in  each  eye, 
increased  to  20/15  in  each  eye,  with  a  -j-  sphero-cyl.  correction.  The 
fields  were  normal,  and  the  nerve  head  outlines  were  slightly  hazy.  The 
extrinsic  muscles  were  normal.  Examination  of  the  nose  showed  moderate 
enlargement  of  both  middle  turbinates,  and  the  presence  of  muco-puru- 
lent  secretion  coming  from  the  middle  and  post-ethmoidal  cells.  His 
symptoms  were  relieved  for  a  time  by  wearing  glasses,  but  he  began  to 
experience  severe  headaches  about  a  year  ago.  Treatment  of  the  ethmoid- 
itis  relieved  this  for  a  time,  and  he  was  not  seen  again  until  December, 
1911,  when  he  complained  of  inability  to  see  objects  in  the  right  half  of 
the  visual  field,  and  severe  frontal  headache.  Vision  O.  D. =20/70;  vision 
O.  S. =20/40.  There  was  complete  right  temporal  hemianopsia,  and  a  gen- 
eral contraction  of  the  left  temporal  field,  varying  from  fifteen  to  twenty 
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degrees  below  normal.  Dr.  Gushing  lays  stress  upon  the  interlacing  of  th,i 
blue  and  red  fields  in  some  types  of  brain  tumors,  but  I  was  unable  to 
demonstrate  this  sign  in  this  case.  Both  optic  discs  showed  signs  of  atro- 
phy, and  the  pupillary  reaction  to  light  was  decidedly  sluggish.  All  the 
evidence  pointed  to  a  chiasm  lesion,  which  opinion  was  corroborated  by 
an  ophthalmologist  and  a  neurologist  who  saw  him  in  consultation.  An 
X-ray  plate  made  by  Dr.  Caldwell  showed  marked  enlargement  downward 
and  forward  of  the  sella  turcica,  and  at  the  suggestion  of  Dr.  Jell  iff  e  the 
patient  was  referred  to  Dr.  Cushing  of  Baltimore,  for  operation.  This  was 
followed  on  the  tenth  day  by  a  meningeal  infection  so  severe  as  to  jeopar- 
dize the  life  of  the  patient  for  several  days.  After  a  number  of  injec- 
tions of  Flexner's  serum,  recovery  took  place. 

Unfortunately,  I  have  not  yet  received  Dr.  Cushing's  notes  of  the  case, 
which  were  promised,  nor  the  X-ray  plates,  so  that  at  this  point  the  his- 
tory is  somewhat  incomplete. 

Several  days  after  a  preliminary  exenteration  of  the  middle  turbinate 
and  ethmoid  regions,  the  extirpation  of  the  hypophysis  tumor  was  under- 
taken through  an  incision  at  the  junction  of  the  upper  lip  with  the  gums. 
A  submucous  resection  of  the  septum  was  done,  subsequent  resection  of 
the  floor  and  roof  of  the  sphenoidal  sinus  giving  access  to  the  base  of  the 
tumor,  which  was  cystic.  Mention  has  already  been  made  of  the  menin- 
gitis which  appeared  on  the  tenth  day,  evidently  following  the  dressing, 
and  the  question  arises  whether  the  oral  route  is  not  more  apt  to  be  fol- 
lowed by  infection  than  the  nasal  route. 

Two  or  three  weeks  after  returning  home,  the  patient  began  to  suffer 
from  frontal  headaches,  and  returned  to  Baltimore  for  a  decompression 
operation,  Dr.  Cushing  believing  that  the  headache  was  due  to  meningeal 
thickening  and  increased  intra-cranial  pressure.  Since  this  last  opera- 
tion, the  patient  has  been  quite  comfortable. 

Present  examination:  Externally,  in  right  temporal  region  is  a  large 
bulging  mass,  evidently  the  protrusion  of  brain  and  its  membrane.  The 
nose  is  clear,  save  for  a  small  amount  of  granulation  tisse  in  the  region 
of  the  sphenoidal  sinuses.  Both  septal  flaps  are  intact.  Both  optic  discs 
are  slightly  atrophic  and  pigmented  on  the  nasal  side.  The  temporal 
hemianopsia  still  persists,  but  the  central  vision  has  risen  from  20/70 
to  20/30.  The  flelds  have  varied  somewhat  on  different  occasions.  The 
charts  made  a  few  days  ago  show  the  condition  then. 

The  case  was  purely  ocular  in  type.  Radiographs  were  made  of  differ- 
ent bony  structures,  but  no  signs  of  acromegaly  were  noted. 

DISCUSSION. 

Db.  Carter  said  that  the  two  cases  presented  by  Dr.  Lovell  showed 
very  distinctly  the  advantages  of  the  re-implantation  of  living  tissue.  Of 
course,  they  had  been  operated  on  in  March,  and  were  not  of  very  long 
standing,  and  there  was  some  question  as  to  whether  the  ultimate  result 
would  be  as  good  as  at  present.  From  what  Dr.  Lovell  said,  the  defor- 
mity must  have  been  considerable,  but  it  is  unfortunate  that  the.  doctor 
did  not  have  photographs  made  before  the  operation,  so  that  the  degree 
of  improvement  could  be  properly  estimated.     One  of  the  cases  was  a 
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homoplastic  operation,  ttie  cartilage  being  taken  from  another  patient 
and  it  was  a  question  wlietlier  that  would  remain.  The  opinion  of  the 
majority  of  those  who  have  done  this  w^ork  is  that  tissue  removed  from 
one  patient  to  another  is  reabsorbed. 

Another  point  is  that  the  operation  of  introducing  cartilage  into  the 
bridge  through  the  nose  is  not  new,  it  was  done  by  Dr.  Green  of  Boston, 
two  and  a  half  years  ago;  instead  of  using  cartilage  from  the  septum,  he 
used  it  from  the  rib.  In  the  spring  of  liJlO,  in  Dr.  Harmon  Smith's  clin- 
ic, he  himself  had  used  a  spur  from  the  patient's  nose.  In  most  of  Dr. 
Carter's  cases  there  has  been  no  choice  except  to  take  bone  from  another 
part  of  the  body,  as  practically  all  the  cases  upon  which  he  has  operated 
had  no  septum  and  were  cases  of  extreme  deformity,  and  it  was  for  this 
class  of  cases  that  he  devised  his  operation  of  rib  transplantation. 

Db.  Glogau  said  that  in  the  cases  he  had  reported  it  was  inadvisable 
to  inject  paraffin,  as  the  upper  part  of  the  cartilaginous  septum  consisted 
simply  of  mucous  membrane,  iie  is  of  Dr.  Carter's  opinion  that  auto- 
implantation  is  the  most  logical  procedure. 

Dr.  Leshure  asked  how  long  the  tube  was  left  in  the  larynx  in  the 
original  intubation.  He  understood  Dr.  Lynah  to  say  that  it  had  been 
left  in  live  days.  In  his  own  cases  it  had  been  very  important  that  that 
particular  time  should  he  observed — four  days  and  six  days  being  ineffec- 
tive. O'Dwyer  found  that  five  days  was  just  the  right  period;  if  left  in  too 
long,  it  was  apt  to  cause  granulations  and  paralysis,  and  if  taken  out  too 
soon  it  would  have  to  be  reintroduced,  with  practically  the  same  result. 

Dr.  Lynah  had  spoken  of  the  psychic  element.  Dr.  Leshure  said  that 
he  had  a  case  of  a  child  14  months  old  who  had  been  intubated  four  times, 
the  first  time  for  only  three  days,  and  each  time  the  tube  was  replaced 
there  was  more  traumatism;  the  second  time  it  had  to  be  replaced  and 
taken  out  at  once,  and  after  five  days  it  was  replaced,  but  it  was  impos- 
sible to  leave  it  out  for  more  than  an  hour;  the  next  time,  two  hours.  Dur- 
ing that  time  he  noticed  that  if  he  came  near  the  child  the  symptoms  and 
dyspnea  increased,  due  to  fright,  so  he  made  it  a  point  to  have  the  Child 
removed  to  another  part  of  the  house,  and  she  improved;  by  gradually 
lengthening  the  time  she  improved  until  the  tube  could  be  left  out. 

Dk.  Gi.EiTSMAx.N  said  that  he  had  not  seen  the  case  ^vhen  presented,  but 
understood  that  it  was  a  case  of  hypertrophic  laryngitis.  Six  years  ago 
he  showed  a  patient  to  the  section  upon  whom  he  had  performed  laryngo- 
tomy  on  account  of  a  general  hypertrophic  laryngitis,  leaving  the  cords 
intact.  At  the  time  of  the  demonstration  the  parts  were  healed  and 
united,  and  the  patient  spoke  with  loud,  but  husky  voice.  Since  then  he 
has  improved  to  such  an  extent,  that  he  is  able  to  teach  boys. 

Dk.  Simpson  said  that  these  so-called  retention  tube  cases  seem  to  be 
much  more  frequent  than  formerly,  and  that  it  would  be  interesting  to 
know  the  percentage.  It  was  easy  to  determine  the  secondary  causes 
which  necessitate  continued  intubation,  but  the  exact  primary  causes 
have  not  been  thoroughly  determined,  the  type  qf  the  diphtheria  and  trau- 
matism are  important  factors.  Dr.  O'Dwyer  had  laid  stress  upon  those 
points.     Dr.  Simpson  said  that  he  himself  did  not  think  that  paralysis 
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was  as  often  the  first  as  the  secondary  cause.    Of  course,  the  constant 
wearing  of  the  tube  would  produce  hypertrophic  tissue. 

Dr.  Smith  inquired  how  frequently  Dr.  Lynah  removed  the  tubes,  and 
whether  there  was  not  danger  of  producing  a  paralysis;  he  had  seemed  to 
minimize  this  possibility.  In  cases  where  he  himself  had  to  leave  the 
tubes  in  place,  the  trachea  had  collapsed,  showing  that  where  nature's 
own  method  has  been  supplanted  the  tracheal  rings  lost  their  tonicity 
and  failed  to  act.  In  one  case  he  tried  to  leave  the  larynx  open,  but  the 
patient  refused  to  let  anything  remain  in  the  wound,  and  it  drew  togeth- 
er again,  and  he  had  not  been  able  to  find  any  method  of  keeping  it  open. 
The  paralysis  seemed  to  be  as  dangerous  as  the  cicatricial  stenosis. 

Dr.  Smith  said  that  he  had  seen  the  pugilist  whom  Dr.  Lovell  had  pre- 
sented on  the  evening  of  the  day  of  the  injury,  and  he  had  then  a  very 
good  nose,  and  at  the  present  time  it  seemed  to  be  like  what  it  was  before 
the  deformity. 

He  felt  that  In  the  transplantation  of  bone  there  was  danger  of  slough- 
ing and  subsequent  greater  deformity,  as  there  was  danger  of  infection. 
The  submucous  injection  of  paraffin  was  perfectly  feasible  in  most  of 
these  cases.  It  has  been  done  successfully  time  and  again.  It  is  easy 
and  simple,  and  does  not  endanger  the  other  tissues  by  infection. 

Dr.  Lynah,  referring  to  Dr.  Smith's  case,  said  that  in  chronic  tracheal 
canulae  cases,  there  was  a  polypoid  hypertrophy  about  the  canula  and  in 
the  posterior  tracheal  wall,  which  completely  closed  the  trachea  with  a 
resultant  closure. of  the  larynx  above  from  disuse.  There  is  no  paralysis 
and  the  same  condition  of  functional  disuse  of  the  muscle  occurs  from 
failure  of  air  to  pass  through  the  larynx,  and  when  treated  properly  the 
muscle  will  functionate  and  return  to  normal. 

On  intubation  of  a  case  of  tracheal  fistula  the  tube  will  come  out  of  the 
tracheal  wound,  unless  firm  pressure  is  made  at  and  above  the  fistula  to 
mash  out  the  posterior  hypertrophy,  and  allow  the  tube  to  pass  with  the 
trachea  below  the  wound. 

He  had  had  two  cases  from  the  Manhattan  Eye,  Ear  and  Throat  Hos- 
pital. One  of  which  developed  measles  and  the  other  diphtheria.  Both 
were  admitted  to  the  Willard  Parker  Hospital  as  chronic  tracheal  canu- 
lae cases,  and  after  treatment  for  a  month  or  two,  both  cases  were  able 
to  remain  without  the  tracheal  tubes  and  recovered. 

Dr.  Leshure  had  asked  about  the  length  of  time  the  tubes  were  worn 
in  the  acute  diphtheritic  stage.  Much  depends  on  the  amount  of  anti- 
toxin used  during  the  acute  stage.  All  agree  that  the  larger  dosage  of 
antitoxin  has  shortened  the  period  in  the  acute  stage.  At  the  Willard 
Parker  Hospital  in  1905  and  1906  it  was  customary  to  leave  the  tube  in 
for  seven  days.  The  time  for  extubation  depended  upon  the  general  con- 
dition of  the  patient,  though  each  case  seemed  to  be  a  law  unto  itself. 
Since  1907  the  average  was  from  two  to  four  days.  The  last  report  from 
the  Hospital  showed  that  the  majority  was  on  the  second  to  third  day.' 

Referring  to  the  case  spoken  of  by  Dr.  McCoy,  Dr.  Lynah  said  that  it 
was  difficult  to  get  the  large  tubes  in,  and  he  increased  the  size  very 
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gradually — a  millimeter  at  a  time,  once  a  week.  The  tubes  were  also 
changed  at  this  time  tor  cleansing.  He  did  not  use  the  metal  tubes  on 
account  of  calcareous  deposits  which  formed  on  them,  but  the  hard  rub- 
ber tube  would  also  become  very  foul  if  left  in  longer  than  one  week.  He 
did  not  consider  the  case  referred  to  by  Dr.  McCoy  hopeless,  as  it  was  of 
the  hypertrophic  type  and  should  recover  by  dilatation,  even  though  the 
cartilage  may  have  been  involved  and  had  undergone  bony  changes  with 
projections  into  the  laryngeal  lumen.  The  only  way  to  cure  such  cases 
is  to  dilate  them  to  the  limit. 

In  answer  to  Dr.  Simpson,  Dr.  Lynah  said  that  the  percentage  of  chron- 
ic stenosis  was  less  than  one  per  cent.  He  had  been  doing  this  work  for 
eight  years,  and  had  not  found  it  to  increase  during  that  period.  Of  for- 
ty cases  which  he  had  treated,  twenty-six  are  well,  two  cases  which  he 
presented  he  did  not  consider  cured,  for  the  required  years  had  not 
passed,  eight  had  died,  and  the  rest  were  under  treatment  at  the  hospital. 

In  answer  to  the  second  question — the  reason  why  the  tube  had  to  go 
back  in  the  acute  stage — he  answered,  that  in  the  severe  cases  in  which 
resolution  did  not  take  place  early,  the  subglottic  infiltration  which  in- 
volved the  mucosa  and  sub-mucosa  in  the  acute  stage  would  gradually 
close  the  lumen  and  re-intubation  was  necessary.  This  was  the  very 
first  stage  of  the  hypertrophic  laryngitis.  Secondly,  that  the  tube  acted 
as  a  splint  to  the  muscles  and  caused  a  disuse  spasm  when  only  worn  for 
four  days.  This  Dr.  Lynah  thought  explained  the  reason  for  the  sub- 
acute and  chronic  case. 

Dr.  Glkitsmaxn  said  that  if  he  understood  the  speaker  correctly,  he  con- 
sidered his  case  and  one  reported  recently  by  Dr.  Voislawsky  to  the  sec- 
tion, the  only  ones  on  record  of  a  foreign  body  in  the  sphenoidal  sinuses. 
Chiari  reported  a  case  of  a  pistol  ball  in  the  sinus  at  the  Vienna  Laryngc- 
logical  Society,  1910,  and  Oppihofer  found  in  200  post-mortem  cases 
stomach  contents  in  all  the  accessory  sinuses;  nine  times  in  the  sphe- 
noidal sinus. 

Surgery  of  the  Hypophysis:    (Pituitary  Body)  With  Especial   Reference  to 
the  Endo-nasai  iVIethod  of  Hirsch.     By  I.  W.  Vooehees,M.  D. 

Fublished  in  full  in  the  August,  1912,  issue  of  The  Laryngoscope. 

DISCUSSIOX. 

Dr.  Douglass  said  that  the  discussion  of  such  a  paper  was  almost  hope- 
less; it  should  be  accepted  without  discussion.  He  felt  some  one  should 
compliment  Dr.  Voorhees  on  the  interesting  way  in  which  he  had  pre- 
sented the  subject.  It  was  scarcely  possible  to  discuss  the  subject  until 
more  of  this  work  had  been  done.  He  had  not  done  any,  but  was  very 
glad  to  have  his  attention  directed  again  to  this  important  operation.  For 
the  past  few  months  we  have  been  reading  in  French  and  German  medi- 
cal literature  about  this  operation,  and  from  what  he  had  heard  to-night 
the  operation  was  not  so  simple  as  it  was  reported  to  be.  He  greatly  ad- 
mired the  charming  modesty  with  which  Dr.  Voorhees  had  presented  his 
work. 
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He  could  recall  no  case  where  this  operation  should  have  been  perform- 
ea,  had  he  known  of  it.  From  embryological  studies  he  had  accepted  the 
view  that  the  hypophysis  was  a  degenerating  organ,  like  the  appendix, 
and  not  an  actively  functionating  one.  He  was  inclined  to  think  that 
this  work  in  the  future  will  not  be  very  often  done.  The  case  against 
the  hypophysis  did  not  seem  to  be  proved,  and  in  cases  of  acromegaly  we 
are  not  sure  that  that  organ  is  responsible,  though  one  could  easily  see 
that  the  organ  might  sometimes  be  at  fault. 

Another  impression  which  he  received  from  the  paper  was  the  fact  that 
the  rhinologist  at  last  seems  to  be  coming  into  his  own.  The  early  prac- 
tice of  rhinology  consisted  mainly  of  some  laryngeal  tinkering,  swabbing, 
and  partial  removal  of  adenoids  and  tonsils,  and  a  multitude  of  opera- 
tions on  the  turbinates.  Then  the  antrum  was  wrested  from  dentists, 
perforating  ethmoid  and  frontal  sinus  cases  were  seized  from  the  eye 
specialist,  and  some  ear  diseases  were  taken  away  from  the  aurist;  then 
the  field  was  extended  with  bronchoscopy  and  esophagoscopy,  and  now 
the  rhinologist  is  encroaching  upon  the  brain  regions,  and  will  be  able 
to  do  some  of  that  surgery,  if  it  is  best  done  through  the  nose.  Since 
we  have  been  able  to  get  these  things  from  the  other  men,  rhinology  is 
one  of  the  live  and  interesting  specialties  of  the  day,  and  while  many 
questions  are  still  under  debate  we  will  always  have  an  increasing  inter- 
est in  our  work  and  feel  that  we  are  practicing  one  of  the  most  absorb- 
ingly interesting  specialty. 

Dr.  Voorhees  thanked  Dr.  Douglas  for  his  remarks,  and  said  that  his 
purpose  in  presenting  the  paper  was  not  simply  to  have  a  chance  to  talk 
but  to  bring  before  the  section  something  that  was  really  new  and  im- 
portant. As  Dr.  Douglas  had  said,  there  are  many  paths  in  rhinology 
that  have  been  neglected,  And  this  was  surely  one  which  very  properly 
comes  under  the  view  of  the  rhinologist.  The  general  surgeon  has  been 
doing  these  operations,  chieHy  because  no  other  specialist  has  offered  to 
do  them.  Perhaps  the  reason  the  rhinologist  has  seen  such  cases  infre- 
quently is  that  they  have  not  come  to  him  but  have  gone  to  the  general 
surgeon  who  is  supposed  to  be  anxious  and  capable  of  doing  everything 
that  has  to  be  done  with  the  knife.  Dr.  Gushing  was  selected  to  operate 
upon  Dr.  Leshure's  case  because  he  has  probably  done  more  brain  sur- 
gery than  any  one  else  in  America  and  is  thoroughly  familiar  with  the 
surgery  of  the  head  and  neck.  He  really  did  a  sub-mucous  resection  from 
the  buccal  cavity.  He  removed  the  septum,  preserved  the  flaps,  went  into 
the  sphenoidal  cavity,  and  carried  out  the  technic  that  other  men  have 
performed.  The  entire  question  concerns  the  method  of  approaching  the 
hypophysis.  When  the  sphenoidal  cavity  is  reached,  the  technic  is  es- 
sentially the  same  in  all  extra-cranial  methods.  One  simply  has  to  de- 
cide which  is  the  better  route  of  approach.  Any  man  who  is  familiar 
with  sub-mucous  work  and  who  performs  the  operation  on  the  cadaver 
a  few  times  is  capable  of  carrying  out  this  operation  on  the  living.  Fa- 
miliarity with  all  the  essential  steps  is,  of  course,  necessary.  Any  one 
would  hesitate  at  the  first  operation,  but  since  it  has  to  be  done,  the 
rhinologist  should  get  Into  line  and  fit  himself  for  the  work. 
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(Regular  Meeti^,  October  23,  1912.) 

Case  of  Atresia  of  the  Palate  and  Rhino-pharynx.    By  Dk.  R.  C.  Myles. 

Dr.  M"iLi;s  said  he  had  seen  a  number  of  cases  of  atresia  of  the  rhino- 
pharynx,  many  of  which  were  cured  by  the  Xlchol's  method,  but  this  case 
of  the  boy  was  one  of  the  most  difficult  propositions  he  had  ever  seen. 
There  had  been  a  loss  of  the  lower  part  of  the  soft  palate  by  traumatism 
and  an- adhesion  extending  upwards  and  outwards  from  above  the  faucial 
pillars  to  the  Eustachian  tubes.  An  operation,  a  modified  MacKenty,  was 
performed  by  him  and  two  sections  of  the  ix>sterior  wall  of  the  pharynx 
were  turned  upward  and  sewed  to  the  posterior  raw  surface  of  the  soft 
I>alate,  This  procedure  promised  a  good  result  for  a  few  weeks.  Exten- 
sive cicatricial  tissue  on  the  sides  filled  in  and  almost  closed  the  open- 
ing. He  then  placed  silver  wire  through  the  adhesion  above  the  left  ton- 
sil and  brought  it  out  in  the  rhino-pharynx  and  twisted  the  ends  together 
and  left  it  in  place  about  three  months.  At  this  time  there  was  a  corru- 
gated mucous  lining  of  a  small  aperture  leading  from  the  rhino-pharynx 
to  the  mouth;  the  tissue  within  the  wire  was  then  cut  through  and  this 
produced  quite  a  large  opening  as  can  be  seen  at  the  present  time.  As  a 
safety  measure,  for  the  future,  he  placed  a  silver  wire  on  each  side  through 
the  posterior-superior  margin  of  the  faucial  tonsils  and  carried  it  up 
in  the  rhino-pharynx  near  the  Eustachian  tubes,  brought  the  ends  down 
and  twisted  them  together.  The  ends  were  left  behind  the  soft  palate  in 
order  that  they  might  not  irritate  the  tongue.  In  the  course  of  several 
months,  the  wires  will  be  removed  and  he  hopes  to  present  the  patient  for 
further  observation. 

Functional  Aphonia.     By  Dr.  Otto  Glogax:;. 

The  patient  was  presented  and  asked  a  few  questions  but  could  scarce- 
ly articulate.  Dr.  Glogau  said  that  she  had  come  to  his  office  the  pre 
vious  day  in  this  condition.  She  was  27  years  of  age,  and  was  married 
secretly  nine  years  ago.  Her  husband  deserted  her  this  winter,  and  she 
has  been  employed  at  $5.00  a  week  in  an  apartment  store.  With  this 
she  has  to  pay  rent  and  help  support  her  family,  and  she  is  a  good  wom- 
an. She  is  very  excitable,  and  every  now  and  then  has  an  attack  of 
tonsillitis.  She  has  frequent  hysterical  attacks,  when  she  cries,  throws 
herself  to  the  floor  and  acts  like  "crazy"  (as  her  mother  says).  There  are 
no  changes  noticeable  in  the  larynx;  there  was  no  specific  history.  The 
rhino-glottis  presented  the  characteristic  picture  of  hysterical  aphonia. 
There  was  no  paralysis  present,  but  for  a  tenth  of  a  second  the  vocal  cords 
touch  each  other  then  open  immediately  and  remain  in  a  cadaveric  po- 
sition. No  treatment  had  been  given.  The  doctor  said  that  he  would  wel- 
come any  suggestions  for  treatment.  (The  patient  was  the  next  day 
subjected  to  a  sudden  shock  by  the  spark  of  a  high  frequency  current  and 
immediately  regained  normal  speech.  Dr.  Freudenthal  was  kind  enough 
to  examine  the  patient  right  after  this  one  and  final  treatment  and  he 
agreed  that  the  author's  diagnosis  of  histerical  aphonia  was  correct). 

DISCUSSIOX. 

Db.  Frf.ui)enth.\l  thought  that  if  the  acute  laryngitis  were  treated  first, 
quick  results  could  be  secured. 
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4 
Dk.  Alexandeu  said  that  he  had  found  static  electricity  of  great  value 

applied  on.  the  spine,  especially  the  long  sparks.     They  seem  to  furnish 

the  best  tonic  treatment.    He  had  had  several  such  cases. 

Dr.  Harmon  Smith  said  that  he  would  like  to  bear  out  what  Dr.  Alex- 
ander had  said  relative  to  the  application  of  the  thermo-cautery.  He  had 
had  occasion  to  see  the  efficacy  of  this  treatment  in  several  cases,  but  be- 
lieved it  was  due  to  no  virtue  of  the  cautery  or  for  that  matter  to  any 
form  of  electricity,  but  rather  to  the  mental  effect. 

He  recalled  one  case  at  the  Manhattan  Eye,  Ear  and  Throat  Hospital 
where  the  house  surgeon  had  used  a  bucket  of  cold  water  upon  the  pa- 
tient who  immediately  regained  her  voice.  He  believed  that  these  cases 
were  of  a  neurotic  nature  and  that  the  mental  condition  played  a  large 
part  in  the  symptoms. 

Dr.  Myles  said  that  there  was  no  doubt  that  a  mental  shock  was  very 
effective  in  these  cases.  When  he  first  came  to  New  York  ,a  prominent 
practitioner  had  requested  him  to  see  a  woman  who  had  not  been  able  to 
speak  for  months.  He  had  sent  a  large  electrical  apparatus  to  her  room, 
and  before  the  consultant  and  himself  arrived  the  woman  had  recovered 
her  voice,  and  they  had  no  opportunity  to  use  the  battery. 

Dr.  Glogau  said  there  was  no  evidence  of  an  acute  laryngitis.  So  far 
as  the  suggestions  made  were  concerned,  he  had  thought  of  the  electric 
shock,  and  also  of  some  psychic  treatment,  but  he  wished  to  show  the 
patient  first. 

Epithelioma  of  tlie  Larynx.      By  Dr.   John  Horn. 

Abraham  W.,  50  years  of  age,  came  under  my  observation  September 
11,  1912,  suffering  from  hoarseness  which  had  existed  nine  months.  Could 
only  talk  in  a  hoarse  whisper.  Family  history  good.  Wassermann  re- 
action made  twice  was  negative.  Smoked  strong  cigarettes,  and  drank 
considerable  alcohol. 

Laryngeal  examination  revealed  several  irregular-sized,  pare  red  papil- 
lary tumors,  partly  covered  with  a  grayish  mass  involving  the  left  vocal 
cord  and  ventricular  band,  and  left  side  of  the  base  of  the  epiglottis  en- 
croaching beyong  the  median  line.  No  enlarged  glands  noticed.  There 
was  slight  interference  with  respiration,  but  no  pain  in  swallowing.  He 
has  had  some  slight  bleeding  when  growth  was  rubbed  with  cotton  appli- 
cator. A  portion  was  excised  and  sent  to  Dr.  F.  B.  Humphreys,  Patholo- 
gist of  the  German  Hospital,  who  reported  as  follows: 

"Specimen  shows  malignant  epithelial  new  growth.  The  epithelial  cells 
for  the  most  part  are  rather  large  and  protoplasmic,  and  arranged  in 
islands  separated  by  a  moderate  amount  of  hyalin  connective  tissue  stroma. 
In  a  few  places  In  the  center  of  these  islands  are  found  distinct  epithelial 
pearls.  Mitotic  figures  are  not  abundant.  Anatomical  diagnosis:  Squa- 
mous celled  epithelioma  of  larynx." 

Gumma  of  the  Larynx.     By  Dr.  John  Horn. 

James  C,  40  years  of  age;  hoarseness  off  and  on  during  the  last  year. 
He  gives  a  history  of  primary  infection  about  a  year  ago.  Wassermann 
recently  made  was  strongly  positive.  He  received  two  intra-muscular  in- 
jections several  months  ago.  For  the  present  he  is  under  mixed  treat- 
ment. 
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DISCWSSIO.V. 

Dr.  Abraham  said  that  the  case  seemed  to  be  a  proper  one  for  laryn- 
gectomy, if  the  patient  would  consent  to  it.  Of  late  several  cases  had 
come  under  his  observation  where  the  laryngectomy  was  performed,  but 
the  glands  in  the  neck  were  not  removed.  In  one  case  a  second  operation 
for  the  removal  of  the  glands  in  the  neck  had  to  be  performed  within 
two  months  following  the  laryngectomy,  owing  to  a  recurrence  of  the 
growth  in  the  pharynx.     This  case  was  now  abroad. 

In  the  case  of  the  patient  with  the  gumma,  he  presumed  that  Dr.  tit>i.\ 
would  try  "•606."  He  was  confident  that  if  a  sketch  were  made  before 
this  treatment  and  again  six  or  seven  days  later,  the  difference  would  be 
surprising. 

Dr.  SiMPSOx  said  that  the  first  case  presented  to  Dr.  Horn  seemed  to 
have  the  appearance  of  the  white-cotton-tuft  growths  within  the  larynx, 
one  of  which  was  presented  by  Drs.  Gleitsmann  and  Harmon  Smith  at 
previous  meetings  of  this  Section.  That  type  was  always  supposed  to  be 
malignant.  Contrary  to  this  opinion,  however,  Dr.  Simpson  had  recently 
presented  a  case  before  the  American  Laryngological  Association  in  which 
the  cotton-tuft  growth  proved  to  be  tuberculous.  The  entire  half  of  the 
interior  of  the  larynx  on  that  side  was  excised  and  the  patient  so  far  had 
made  a  perfect  recovery,  without  any  return  of  the  growth. 

Dr.  MacKexty  thought  that  nothing  short  of  extirpation  would  be  of 
any  avail.  He  is  going  to  try  the  Gluck  operation  in  these  cases.  This 
summer  while  in  Vienna  he  had  seen  thirteen  cases  (where  this  opera- 
tion had  been  performed)  under  local  anesthesia.  The  patients  stood  the 
operation  very  well,  but  had  a  good  deal  of  pain  during  operation.  The 
convalescence  was  better  than  that  observed  under  general  anesthesia. 
Whether  this  work  could  be  done  in  this  country  under  local  anesthesia 
he  could  not  say.  Marschek  does  a  very  clean  operation,  taking  out 
everything  from  underneath  and  around  the  sub-maxillary  glands,  down 
to  the  clavicle  so  that  the  whole  neck  is  dissected  clean.  It  requires 
three  to  five  hours  under  local  anesthesia,  and  is  a  very  extensive  opera- 
tion.    Marschek  says  that  he  looks  forward  to  better  results  in  future. 

Dr.  Horn  said  that  he  had  not  liked  to  advise  intravenous  injection  of 
the  case  with  the  gumma  until  after  he  had  shown  it  before  the  Section. 
He  had  had  a  similar  case  and  was  surprised  to  see  how  soon  the  growth 
disappeared  after  the  intravenous  injection. 

Case  of  Adeno-carcinoma  of  the  Nose.   By  Dr.  L.  D.  Alexander,  Jb, 

Dr.  Alexander  stated  that  the  literature  to  date  contains  case  reports 
of  approximately  200  cases  of  primary  intra-nasal  carcinoma.  In  the 
order  of  their,  frequency  they  are:  (1)  squamous  celled;  (2)  cylindrical 
celled;  (3)  medullary  form;  (4)  adeno-carcinoma.  Of  the  latter  form 
records  show  but  twenty-one  cases. 

Case:  Female,  55  years;  obstruction  of  right  nostril  for  three  years. 
Had  polypi  removed  many  times.  Profuse  mucoid  and  bloody  discharge. 
Examination:  Boggy  tumour,  lobulated,  arising  from  middle  turbinate 
and  adjacent  regions.  Extending  Into  antrum  and  frontal  sinus.  Bled  on 
probing.     Right  antrum   and   frontal   region   dark  on   transillumination. 
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Confirmed  by  radiograph.  Piece  removed  and  examined  by  Dr.  E.  C. 
Smith  who  reported  tissues  to  be  adeno-carcinoma. 

Operation:  Incision  beneath  right  eyebrow  and  side  of  nose  for  two 
inches.  Entrance  through  orbital  plate  of  ethmoid.  Exenteration  of 
ethmoid  regions.     Curettage  of  frontal  sinus,  sphenoid. 

Antrum  entered  through  canine  fossa  and  curetted.  No  return  of  con- 
dition since  five  months. 

DISCUSSION. 

Dr.  Hurd  said  that  five  years  ago,  (1907),  he  had  reported  a  case  of 
adeno-carcinoma  of  the  nose  involving  right  antrum  and  the  entire  right 
maxilla  was  removed.  Two  years  after  the  operation  there  was  no  re- 
currence. Six  months  later  there  was  a  recurrence,  and  at  the  end  of 
three  years  he  had  a  recurrence  in  the  left  maxilla;  half  of  that  was 
taken  out  and  six  months  later  there  was  another  operation,  and  after 
another  six  months  still  another  operation,  and  the  contents  of  the  orbit 
were  removed.  The  patient  has  now  an  extensive  recurrence  on  the  soft 
palate,  and  along  the  orbit  and  on  the  edge  of  what  was  left  of  the 
zygoma.  He  may  live  for  another  year  yet.  It  was  now  seven  years  since 
the  first  operation.  It  was  very  interesting  to  keep  track  of  these  cases 
and  to  see  how  long  they  go  before  recurrence.  At  the  first  operation. 
Dr.  Wright  had  reported  a  mild  adeno-carcinoma;  then  from  a  deeper 
cutting  he  made  a  microscopic  diagnosis  of  a  very  malignant  growth,  and 
the  clinical  course  would  put  it  midway  between  mild  and  severely 
malignant. 

Dk.  McCoy  said  that  the  case  of  Dr.  Alexander  interested  him  very 
much,  for  in  February,  1905,  he  had  presented  a  case  of  adeno-carcinoma 
of  the  frontal  sinus.  He  first  saw  the  man  a  year  before  doing  a  radical 
operation.  The  growth  was  twice  removed  intranasally,  coming  back  very 
quickly.  The  patient  suffered  a  great  deal  from  headache,  and  submitted 
to  the  radical  operation  because  of  the  pain.  When  the  frontal  sinus  was 
opened  it  was  found  to  be  crowded  with  the  growth,  and  a  portion  of  the 
posterior  wall  was  eroded;  the  growth  was  just  about  to  attack  the  brain. 
This  case  seemed  to  run  a  rather  mild  course,  for  three  years,  finally 
spreading  rapidly  and  quickly.  At  that  time  he  had  been  able  to  collect 
reports  concerning  eleven  cases.  To-night  Dr.  Alexander  naa  i-eix)rcea 
on  twenty-one  cases  collected.     It  was  not  a  very  common  growth. 

The  preliminary  method  of  treatment  of  which  Dr.  Alexander  had  spok- 
en, tying  off  the  carotid,  seemed  excellent,  as  these  cases  are  very  bloody. 

He  had  followed  the  case  of  which  he  had  just  spoken  for  two  years 
after  the  operation,  without  recurrence,  but  had  not  seen  him  since.  The 
man  was  a  painter,  about  47  years  of  age,  and  lived  in  Brooklyn. 

Db.  Hurd  said  that  in  the  different  microscopical  sections  in  the  case  of 
which  he  had  spoken,  several,  made  from  time  to  time,  were  all  abso- 
lutely identical.  They  did  not  become  more  malignant  than  in  the  be- 
ginning. The  case  was  treated  at  one  time  with  the  x-ray  for  six  months, 
without  material  change.  Dr.  Freudenthal  then  treated  it  with  radium, 
and  that  seemed  to  make  some  impression  on  the  soft  palate,  but  did  not 
stay  the  growth.    At  present,  the  case  is  inoperable. 
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Dk.  Joachim  (of  New  Orleans)  reported  another  as  yet  unpublished 
case.  Its  course  extended-  over  four  years  from  its  inception.  At  first  it 
was  of  a  very  mild  character,  but  later  it  became  very  malignant.  An  in- 
teresting feature  from  the  clinical  standpoint  was  that  twice  the  patient 
had  erysipelas,  which  seemed  to  have  a  very  beneficial  effect  where  it 
spread,  but  it  seemed  to  go  all  over  the  head  without  attacking  the  new 
growth  at  all.  The  man  submitted  to  any  number  of  operations,  and  the 
growth  spread  along  the  lymphatics  in  the  radius  of  this  growth.  The 
poor  fellow  had  also  an  invasion  of  the  frontal  sinus,  with  exposure  of 
the  dura.  It  extended  along  the  soft  palate  and  down  to  the  fauces.  He 
finally  died  of  sepsis. 

Dr.  IIurd  told  of  another  case  in  which  the  diagnosis  of  frontal  sinus 
disease  was  made,  and  the  patient  was  sent  on  to  New  Yorlc  for  operation. 
A  year  before,  the  patient  had  had  polyps  removed  for  frontal  sinus 
trouble,  and  came  under  observation  with  a  diagnosis  of  frontal  sinus  for 
radical  operation.  The  nose  was  occluded  with  a  very  vascular  growth, 
and  the  glands  of  the  neck  on  both  sides  were  involved.  Dr.  Wright  pro- 
nounced it  adeno-carcinoma  from  section  of  one  of  the  glands.  Dr.  Hurd 
said  that  he  refused  to  operate  on  the  case,  and  the  patient  returned  to 
Philadelphia  and  submitted  himself  to  operation  there,  and  died  on  the 
table  of  hemorrhage. 

Dn.  Alexandku  said  that  these  cases  seem  rare  because  they  are  not 
diagnosed.  Probably  many  in  the  incipient  stage  come  under  observa- 
tion but  are  not  correctly  diagnosed,  and  he  wished  to  make  a  plea  for  the 
routine  examination  of  all  polypi  with  the  view  of  discovering  many  cases 
of  this  kind  which  have  heretofore  been  overlooked. 

Restcration  of  the  Entire  Nose  by  Rhinoplasty  and  Bone  Transplantation. 
By  Du.  W.  W.  Cauteis. 

Dr.  Carter  said  that  the  patient  had  been  referred  to  him  by  Dr.  Frank 
Miller.  She  was  32  years  of  age  and  had  been  married  for  seven  years. 
Six  years  ago  she  gave  birth  to  a  still-born  child,  and  five  years  ago  had 
another  child  which  is  living  and  in  good  health.  Family  history,  so  far 
as  syphilis  is  concerned,  negative.  When  sixteen  years  of  age  (sixteen 
years  ago)  she  had  a  slight  catarrhal  trouble  in  the  nose,  and  while  under 
treatment  by  a  doctor  developed  a  chancre  in  the  nose.  A  little 
later  secondary  symptoms  developed,  and  soon  after  that  tertiary  sym- 
toras  set  in,  accompanied  by  a  very  profuse  and  fetid  discharge  from  the 
nose.  A  little  later  pieces  of  bone  were  expelled  from  the  nose,  and  the 
ulceration  continued  until  it  reached  the  external  nose;  the  hard  and 
soft  palates  were  involved,  and  the  alveolar  process  of  the  upper  jaw, 
destroying  a  large  part  of  it  corresponding  to  the  incisor  area.  Her  ears 
and  eyes  were  also  involved,  and  she  lost  the  sight  of  the  left  eye.  A 
number  of  years  ago  she  was  exhibited  before  this  section  as  one  of  the 
most  malignant  cases  of  syphilis  that  the  gentleman  then  presenting  the 
case  had  ever  seen. 

This  extensive  process  continued  for  two  years,  and  then  healed  up,  the 
nose  having  been  completely  destroyed.  She  received  a  small  amount  of 
mercury  and  iodld  of  potassium  during  the  active  stage  of  the  disease, 
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but  after  that  received  no  treatment  at  all.    She  has  been  without  a  nose 
for  fourteen  years. 

Dr.  Carter  said  that  he  had  seen  the  patient  first  during  the  latter  part 
of  February,  and  at  that  time  she  had  only  a  hole  in  the  face  surrounded 
by  a  thick  band  of  cicatricial  tissue  which  connected  with  the  bone  un- 
derneath. The  lip  was  contracted,  the  uvula  was  gone  and  the  soft  palate 
was  scarred  and  contracted.  The  inside  of  the  cavity  was  filled  with 
greenish  yellow  pus  and  she  had  a  very  offensive  ozena.  The  Wasser- 
mann  reaction  was  faintly  positive.  She  was  admitted  to  a  private  ward 
in  the  Manhattan  Eye,  Ear  and  Throat  Hospital,  and  put  under  iodid  of 
potassium  and  tonic  treatment,  with  a  private  nurse  day  and  night,  as  he 
was  especially  desirous  of  getting  a  good  result.  The  operation  was  per- 
'ormed  on  March  20.  A  section  three  inches  long  without  the  periosteum 
was  taken  from  the  right  ninth  rib.  This  was  split  and  the  cancellous 
tissue  scraped  from  the  outer  half.  This  was  inserted  between  the  super- 
ficial and  deep  fascias  over  the  left  biceps. 

At  the  end  of  ten  days  the  bone  seemed  to  have  become  incorporated  in 
the  tissue;  there  was  no  reaction  in  the  area  of  transplantation;  so  the 
second  stage  of  the  operation  was  performed.  On  March  30  a  fiap  includ- 
ing the  transplanted  bone  was  dissected  up.  This  flap  was  made  nearly 
twice  as  large  as  was  thought  would  be  needed  for  making  the  new  nose 
in  order  to  allow  for  cicatricial  contraction.  This  flap  was  sewed  into 
proper  position  over  the  roof  of  what  was  formerly  the  nose,  between  the 
eyes,  and  the  arm  was  bound  to  the  head  with  adhesive  strips.  The  tis- 
sue seemed  to  take  right  away,  and  the  connection  became  pretty  good. 
The  upper  end  of  the  bone  had  been  inserted  beneath  the  periosteum,  over 
the  naso-frontal  process.  Three  days  after  this  operation  skin  grafts 
were  taken  from  the  thigh  and  grafted  on  the  under  surface  of  the  flap. 
The  tissue  seemed  to  take  in  every  place,  and  on  April  12  the  flap  was 
severed  from  its  connection  with  the  arm.  The  flap  at  once  became  per- 
fectly white,  and  in  a  few  hours  was  purple  or  bluish,  and  it  seemed  cer- 
tain that  the  flap  would  be  lost.  So  Dr.  Carter  tried  an  expedient  which 
he  believes  will  save  many  flaps  if  it  is  tried  in  time.  From  his  exper- 
ience in  this  instance  he  can  heartily  recommend  it.  He  applied  a  leech 
to  the  distal  end  of  the  flap.  The  suction  of  this  stimulated  the  flow  of 
blood  through  the  recently  formed  capillaries  at  the  connection  of  the 
flap  with  the  face  and  the  flap  immediately  became  warm  and  had  a  good 
color,  and  there  was  no  longer  any  doubt  about  its  retaining  its  vitality. 
The  leech  bite  continued  to  bleed  for  twenty-four  hours.  Dr.  Carter  is 
convinced  that  the  flap  would  have  been  lost  but  for  the  leech.  Later, 
several  moulding  and  plastic  operations  were  performed,  and  the  result 
Is  a  fairly  satisfactory  nose.  '  The  patient  can  now  breath  well  through 
the  new  nose  and  her  appearance  is  certainly  very  much  improved.  An- 
other interesting  point  is  that  she  has  sensation  in  the  nose,  and  she 
claims  that  this  is  becoming  more  acute. 

DISCUSSION. 

Dr.  Frank  Miller  said  that,  he  had  never  seen  a  more  horrible  syphi- 
litic ulcer  than  in  this  case.    As  could  be  seen  from  the  photographs,  the 
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ulceration  was  extensive,  the  hard  palate,  the  septum,  and  everything 
was  gone,  and  to-day  the  woman  has  a  very  good  nose.  He  wished  to 
congratulate  Dr.  Carter,  and  praise  his  skill  in  securing  such  results,  for 
they  were  rare,  and  when  a  fellow  practitioner  does  such  a  piece  of  work 
there  can  be  no  words  of  praise  too  high.  He  had  watched  the  operation 
and  it  was  performed  with  great  precision  ,and  skill.  It  was  well  thought 
out,  and  the  Doctor  had  won  his  laurels  for  every  single  step  of  the 
operation. 

Dk.  Harmon  Smith  said  that  he  had  had  occasion  to  see  the  case  before 
it  was  operated  upon  and  had  doubted  the  possibility  of  a  successful  out- 
eome  owing  to  the  immense  destruction  of  tissue.  He  had  followed  the 
operative  procedures  of  Dr.  Carter  with  great  interest,  and  found  no 
words  too  strong  to  commend  the  remarkable  success  which  Dr.  Carter 
had  made  in  this  piece  of  plastic  work;  that  the  ingenuity  displayed  by 
the  doctor  in  transplanting  the  rib  to  the  arm,  previous  to  connecting  the 
arm  tissues  to  the  remaining  nasal  structures  and  also  in  drawing  healthy 
blood  into  what  appeared  to  be  a  piece  of  dying  tissue  by  means  of  a  leech,, 
showed  peculiar  recognition  of  the  necessities  incident  to  plastic  work. 

Result  of  Plastic  Operation  (With  Insertion  of  a  Celluloid  Plate)  For 
Relief  of  Excessive  Deformity  Following  Killian  Operation.  By  Dk. 
Gerhabd  H.  Cocks. 

The  patient  had  had  an  extensive  deformity  of  the  forehead  following 
a  Killian  operation  upon  the  frontal  sinus  performed  six  months  ago. 
The  sinus  was  a  very  high  and  deep  one;  the  whole  bone  had  been  re- 
moved, and  the  skin  had  fallen  in  over  the  posterior  wall  for  an  area  as 
large  as  a  twenty-five  cent  piece.  Sixteen  days  ago  the  patient  was  ad- 
mitted to  the  Hospital  in  Dr.  Chappell's  clinic.  The  skin  was  loosened  up 
through  the  old  incision,  the  area  of  cicatricial  tissue  over  the  supra- 
orbital arch  was  excised  and  a  plate  of  celluloid  inserted  under  the  skin, 
with  its  lower  border  resting  on  the  supra-orbital  arch.  The  plate  was 
previously  shaped  to  conform  to  the  configuration  of  the  forehead  by  im- 
mersing it  in  hot  water.  The  skin-wound  was  then  sutured  with  silk- 
worm gut.    The  cosmetic  result  was  entirely  satisfactory. 

Some  of  the  members  of  the  section  had  seen  the  patient's  deformity 
before  operation,  and  consequently  appreciated  how  bad  his  condition 
was  at  that  time. 

The  size  of  the  celluloid  plate  was  li^x2  inches.  Its  thickness  from  -^ 
to  %  of  an  inch. 

DISCUSSION'. 

Dr.  Emu.  Mayer  said  that  he  had  understood  Dr.  Cocks  to  say  that  no 
photographs  or  plaster  cast  of  the  case  had  been  made.  He  thought  U 
was  most  important  that  in  cases  of  this  character  the  conditions  as  the> 
existed  before  the  work  should  be  presented,  so  that  not  only  those  who 
had  seen  the  case  both  before  and  afterward  might  know  about  it,  but 
that  it  might  be  preserved  as  a  record.  More  care  should  be  exercised  in 
recording  operations  of  this  kind. 

Db.  MacKenty  said  that  he  had  seen  the  case  after  the  radical  opera- 
tion and  that  there  was  a  very  great  deformity.    The  result  as  presented 
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was  most  satisfactory.  The  only  criticism  that  he  would  make  was  that 
in  using  a  thin  plate  to  cover  the  deformity  a  blind  space  was  left  behind. 
The  result  was  a  very  nice  piece  of  work,  and  a  tremendous  improve- 
ment over  the  previous  condition.  He  congratulated  Dr.  Cocks  on  his 
effort. 

Du.  Cartkk  said  that  Dr.  Cocks  no  doubt  had  corrected  a  great  de- 
formity, but  that  not  sufficient  time  had  elapsed  to  be  certain  that  the 
plate  would  be  retained.  He  had  studied  the  results  obtained  by  intro- 
ducing foreign  bodies  under  the  skin  for  the  purpose  of  correcting  de- 
formities, and  in  almost  every  instance  they  had  later  sloughed  out.  He 
hoped  that  Dr.  Cocks  would  show  the  case  again  later,  and  let  the  Section 
see  the  ultimate  results. 

Dr.  Cocks  said  that  of  course  he  did  not  know  whether  the  plate  would 
stay  in  situ  permanently,  but  he  certainly  hoped  that  it  would.  Dr.  Hart- 
ley had  been  using  such  plates  for  a  long  times  in  cases  of  epilepsy  where 
the  bone  was  removed,  and  Dr.  Monroe  says  that  he  has  seen  Dr.  Hartley 
cut  down  on  these  plates  after  a  year,  for  a  recurrence  ot  the  epileptic  at- 
tacks, and  they  have  been  in  good  condition — no  slough  and  no  infection, 
everything  very  satisfactory. 

Technic  of  Intra-nasal  Operation  on  the  Lacrimal  Apparatus.     Demonstra- 
tion on  the  IMannikin.     By  Dr.  Sidney  Yaxkauer. 
Puhlished  in  pill  in  The  L \ryngoscope,  Becemlyer,  1912,  p.  1331. 

DISCUSSION. 

Dr.  Myles  said  that  Dr.  Yankauer  was  to  be  congratulated  on  the  pro- 
gress he  had  made  in  this  operation.  About  fifteen  years  ago  he  himself 
had  tried  tne  operation  with  the  same  object  in  view,  which  consisted  of 
the  removal  of  the  anterior  end  of  the  inferior  turbinal  and  the 
median  wall  of  the  naso-lacrimal  duct.  In  some  cases  he  had  secured 
good  results,  in  others,  failure,  which  was  attributed  to  the  contraction 
of  the  tissues  lining  and  covering  the  duct.  He  had  always  had  a  great 
deal  of  respect  for  the  outlet  valve,  and  in  operating  on  many  cases  of 
antrum  of  Highmore  affection  through  the  inferior  meatal  wall,  he  had 
no  record  of  ever  having  closed  the  duct.  His  impression  was  that  some- 
times injury  is  done  to  the  duct  by  probing.  The  mucosa  of  the  bony 
canal  is  very  soft  and  more  caution  should  be  used  in  the  technic  of 
probing. 

Du.  Mayer  said  that  perhaps  he  could  speak  on  this  subject  with  ex- 
perience as  the  larger  number  of  these  operations  were  performed  on 
patients  in  his  clinic.  Clearly  as  the  operation  had  been  presented,  per- 
haps none  of  those  present  had  any  idea  of  the  infinite  patience  required, 
and  only  a  manipulative  genius  like  Dr.  Yankauer  could  work  the  method 
so  ably  and  successfully  as  it  had  been  presented.  It  sounded  very  easy 
to  pick  out  this  small  portion  of  bone  in  the  lower  end  of  the  lacrimal 
sac,  and  it  was  with  extreme  satisfaction  that  he  had  followed  this  demon- 
stration. Remembering  the  necessity  of  being  exact  and  following  the 
technic  described,  the  results  are  all  that  Dr.  Yankauer  had  claimed, 
for  he  had  not  only  seen  a  number  of  the  patients  who  had  been  operated 
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upon  by  this  method,  but  also  the  results  obtained  which  were  all  that 
were  claimed  by  the  speaker. 

Dr.  Earle  Conner  congratulated  Dr.  Yankauer  upon  his  excellent  pres- 
entation. He  himself  has  extirpated  some  thirty  sacs  by  the  cutaneous 
route  and  the  results  were  not  very  satisfactory.  In  about  half  the  cases 
suppuration  had  ceased.  Dr.  Yankauer's  idea  of  resecting  the  bony  wall 
and  stitching  the  duct  was  certainly  a  surgical  procedure  in  that  good 
drainage  was  secured,  and  it  was  to  be  hoped  that  further  experience 
would  establish  the  value  of  the  operation. 

Dr.  J.  GuTTMAN  said  that  he  had  had  some  experience  in  extirpating 
the  lacrimal  duct  and  sac,  and  only  the  marvelous  technic  of  the  read- 
er of  the  paper  could  accomplish  such  results  as  had  been  reported  to- 
night. Not  every  case  should  be  sent  to  the  rhinologist  with  the  expecta- 
tion of  going  successfully  through  this  very  difficult  and  delicate  opera- 
tion. We  should  not  expect  these  cases  to  be  treated  oftener  by  rhino- 
logists  than  before.  As  a  rule,  it  is  not  in  the  bony  part  of  the  duct  but 
in  the  membrane  of  the  upper  neck  of  the  lacrimal  sac,  that  a  man  with 
experience  most  often  finds  the  obstruction.  From  an  anatomical  stand- 
point, one  cannot  often  expect  to  find  the  obstruction  in  the  hony  par*" 
It  was  certain  that  this  operation  would  find  a  place  and  would  be  le. 
ferred  to  the  rhinologists,  but  it  did  not  seem  probable  that  most  of  the 
cases  would  be  treated  in  this  way.  More  often  it  is  not  the  lower  meatus 
of  the  nose  which  is  responsible  for  this  infection,  but  the  middle  meatus. 
Then,  too,  the  removing  of  the  lacrimal  gland  for  the  purpose  of  reliev- 
ing the  condition  should  be  done  in  only  very  exceptional  cases. 

Dr>  George  E.  Davis  said  that  he  was  sure  that  the  members  of  the 
Section  would  appreciate  the  importance  of  this  contribution  and  the  de- 
scription of  the  intra-nasal  operation  for  diseased  conditions  of  the 
lacrimal  sac  and  nasal  duct.  In  the  paper  the  writer  enumerates  two  ad- 
vantages over  the  external  or  extra-nasal  operation,  or  the  excision  of 
the  lacrimal  sac.  By  his  technic  he  claims  the  sac  and  duct  remain  pat- 
ent, and,  therefore,  maintain  drainage  and  preclude  epiphora  and  the 
possibility  of  external  scar  disfigurement. 

Dr.  Davis  stated  that  his  brother,  Dr.  A.  E.  Davis,  had  operated  a  num- 
ber of  these  cases  by  another  technic,  originated  by  Dr.  Mueller  of  Vienna. 
He  agrees  with  Dr.  Yankauer  that  these  cases  originate  from  the  nasal 
source.  Dr.  A.  E.  Davis  had  probably  operated  on  some  twelve  or  fifteen 
cases  of  dacryocystitis  with  excision  of  the  tear  sac,  and  there  was  prac- 
tically no  trouble  from  epiphora,  and  absolutely  no  external  disfigure- 
ment. The  operation  of  removing  the  lacrimal  gland  to  avoid  epiphora 
is  practically  never  called  for.  Under  the  technic  described  by  the  writer 
probably  the  results  are  all  that  are  claimed,  but  it  is  not  so  easy  or 
efficient  as  the  external  operation,  where  every  step  of  the  technic  can 
be  observed.  In  the  external  operation  local  anesthesia  can  be  employed, 
and  is  made  almost  perfect  by  injection  of  cocaLn  superficially,  and  be- 
neath the  periosteum  in  the  locality  of  the  lacrimal  sac.  Hemorrhage  is 
controlled  by  adding  adrenalin  to  the  cocain  injection.  If,  in  a  few 
cases,  this  method  should  not  secure  complete  anesthesia,  one  always 
has  ether  at  command.    When  ether  is  used  the  local  hemorrhage  may  be 
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a  little  more  severe.  Moreover,  with  tlie  external  operation,  after  the 
technic  of  Mueller  of  Vienna,  the  results  will  be  more  successful  with. 
most  operators  than  by  the  difficult  and  complicated  technic  of  the  intra- 
nasal operation  described  by  the  writer  of  the  paper. 

Dr.  Glogau  said  that  he  admired  Dr.  Yankauer's  very  skillful  opera- 
tion. He  had  himself  for  the  last  three  years  operated  on  cases  of 
purulent  dacryocystitis  by  the  nasal  route.  He  had  the  anterior  part  of 
the  inferior  turbinate  removed  and  had  the  bony  canal  broken  open  by 
means  of  a  curved  frontal  sinus  probe  armed  forceps.  The  ingenious 
idea  of  Dr.  Yankauer's  method  is  the  dissection  of  the  mucous  flap  and 
the  reattachment  of  the  latter  after  the  operation  is  performed.  He  be- 
lieves that  Dr.  Yankauer's  method  will  be  generally  applied. 

He  found  that  in  children  purulent  dacryocystitis  was  frequently  com- 
bined with  ethmoiditis.  In  one  instance  he  opened  and  curetted  the 
ethmoidal  cells  in  a  child  while  the  lacrimal  sac  was  simultaneously 
operated  upon  by  Toti's  method.  He  believes  that  at  some  future  time  all 
these  cases  will  be  treated  by  the  rhinologist,  as  the  naso-lacrimal  duct 
is  really,  as  Dr.  Yankauer  had  laid  stress  upon,  a  nasal  accessory  cavity. 
In  quoting  the  literature,  Dr.  Yankauer  had  overlooked  Schirmer's  work 
on  the  naso-lacrimal  duct  in  Axhausen's  textbook  on  Diseases  of  the  Eye. 

Dr.  Yankauer  said  that  he  was  not  an  ophthalmologist  and  had  had  no 
experience  with  the  excision  of  the  lacrimal  sac,  except  in  the  <'ases  he 
had  seen  which  had  epiphora  afterwards.  Opinion  seems  to  differ  in  re- 
gard to  the  question  as  to  whether  epiphora  follows  the  excision  of  the 
sac.  In  the  last  edition  of  Fuchs,  the  author  states  that  some  epiphora 
is  found  in  every  case;  and  the  translator  took  occasion  to  remark  in  a 
footnote  that  in  his  opinion  it  did  not  occur  at  all.  We  must  remember 
that  excision  of  the  sac  is  an  external  operation  performed  in  a  case  of 
suppurative  disease  and  the  cosmetic  results  must  be  taken  into  considera- 
tion; and  they  are  not  always  as  desirable  as  might  be  wished.  Some 
have  very  good  results,  but  others  are  distinctly  faulty.  For  this  reason,. 
Intra-nasal  operation  otters  a  chance  of  curing  the  disease  without  an 
external  scar.  He  admitted  that  it  was  a  difficult  operation,  but  like  the 
submucous  operation,  the  first  case  took  three  hours  for  its  performance, 
the  last  three-quarters  of  an  hour.  It  only  requires  a  little  practice  for 
anyone  to  be  able  to  do  it,  just  as  everyone  is  able  to  do  submucous  re- 
section at  the  present  time. 


Gout  of  the  Salivary  Glands.     E.  Deglos,  Presse  Med.,  Feb.  lO, 
1912. 
Deglos  reports  several  cases.  The  affection  is  not  rare,  but  at  times 
the  source  of  pain  and  cause  of  trouble  is  not  discovered.  Ed. 
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Regular  Meeting,  June  3,  1912. 

Pkesidext  Dr.  Ross  Hall  Skillerx  in  the  Chair. 

Submucous  Resection  of  the  Nasal  Septum.  By  W.  L.  Ballexger,  M.  D., 
of  Chicago;    (by  invitation.) 

In  the  submucous  resection  of  the  nasal  septum  we  must  first  have  a 
reason  for  operating.  We  do  not  operate  simply  because  the  septum  is 
deflected.  Many  deflected  septums  do  not  produce  pathological  results  in 
the  nose.  Operations  should  only  be  necessary  when  those  deviations 
obstruct  the  respiratory  portion,  especially  the  upper  respiratory  portion 
of  the  nose.  The  deviations  which  do  the  most  harm  to  the  patient  are 
those  not  in  the  lower  nasal  chamber,  but  those  formed  by  the  bridge  of 
the  septum,  and  those  above  the  vomer,  which  are  in  the  region  of  the 
middle  turbinate  body.  The  respiratory  tract  of  the  nose  is  not  in  the 
lower  portion,  but  in  the  upper  portion  of  the  nose.  The  vomer  may  be 
deviated  so  as  to  touch  the  inferior  turbinate,  or  may  extend  forward 
into  the  vestibule  far  enough  to  partially  obstruct  the  inspiratory  cur- 
rent of  air,  and  thereby  produce  rarefaction  of  the  air  posterior  to  the 
obstruction.  This  obstruction  should  be  removed.  The  same  is  true  of 
anterior  angular  deflections  of  the  cartilaginous  septum.  If  the  devia- 
tion is  higher  up,  in  the  region  of  the  middle  turbinate,  it  interferes 
with  ventilation  and  drainage  of  the  accessory  sinuses,  namely  the  fron- 
tal, anterior  ethmoidal  and  the  maxillary  sinuses.  The  lower  deviations 
cause  what  is  known  as  turgescent  rhinitis.  The  sinuses  need  to  be 
drained  and  ventilated,  and  if  there  is  any  obstruction  preventing  this 
drainage  and  ventilation  it  should  be  removed. 

Tcchnic.  Local  anesthesia.  This  operation  should  not  be  a  long  pro- 
cedure, in  fact  I  take  20  minutes  for  the  submucous  resection.  Some 
operators  take  two  to  three  hours.  This  is  hard  on  the  patient  and  hard 
on  the  operator.  There  are  certain  little  tricks  to  make  the  operation 
short,  and  I  will  try  to  explain  theso  to  you. 

Cocain  anesthesia  is  preferable,  though  a  general  anesthesia  may  be 
administered.  The  method  of  applying  the  cocain  is  important.  Pow- 
dered cocain  is  used  instead  of  solution.  A  delicate  silver  cotton  wound 
probe  is  moistened  in  adrenalin  solution,  the  excess  squeezed  from  it,  and 
then  I  dip  it  into  the  powdered  cocain.  The  loose  granules  are  then  gent- 
ly knocked  oft",  and  the  probe  is  introduced  into  the  nose,  and  the  entire 
nasal  septum  gone  over,  every  portion  can  be  reached  with  this  flexible 
probe.  The  first  application  is  not  pleasant  in  some  cases,  but  as  the 
subsequent  applications  are  made  it  will  not  be  so  uncomfortable  for  the 
patient.  After  the  first  application  I  wait  about  five  minutes,  introduce 
the  probe  again,  wait  another  five  minutes  and  make  another  application. 
Three  applications  in  all.  This  usually  completes  anesthesia.  The  ad- 
vantages of  this  method  of  applying  cocain  over  the  use  of  solution  are 
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the  speed  with  which  anesthesia  is  induced  and  the  comparative  infre- 
quency  of  cocain  toxemia.  By  this  method  little  or  no  cocain  is  swallow- 
ed, whereas  when  the  solution  is  used  the  patient  tastes  the  cocain  and 
this  produces  toxic  symptoms. 

The  Incision.  The  choice  of  the  location  of  the  incision  should  depend 
upon  the  character  of  the  location  of  the  deviation.  We  use  the  Killian 
or  Hajek  incision.  I  recommend  the  incision  being  made  on  the  left 
side,  as  most  operators  are  more  dextrous  with  their  right  hand  than 
with  the  left.  The  tip  of  the  index  linger  of  the  left  hand  should  be  in- 
troduced into  the  nasal  chamber  to  exert  counter-pressure  when  the  in- 
cision is  being  made.  The  incision  should  only  extend  through  the  mu- 
cous membrane  and  perichondrium.  This  step  of  the  operation  is  most 
important,  and  if  the  elevation  is  properly  done  over  the  entire  area  of 
the  deviation  on  both  sides  of  the  septum  the  subsequent  steps  are  com- 
paratively easy.  In  cases  where  the  cartilage,  perpendicular  plate  of  tl^e 
ethmoid,  and  the  vomer  are  involved,  the  membrane  should  be  elevated 
over  almost  the  entire  area  of  both  sides  of  the  septum.  If  the  cartilage 
of  the  septum  is  only  affected,  the  elevation  should  be  extended  about  one- 
half  inch  beyond  the  junction  of  the  cartilage  and  the  perpendicular 
plate,  and  down  to  the  floor  of  the  nose.  Always  elevate  at  least  one-half 
inch  beyond  the  area  of  the  tissue  to  be  removed,  as  otherwise  the  mem- 
brane may  be  injured  in  the  process  of  removing  the  deviated  portion  of 
the  septum.  The  technics  of  elevating  the  muco-perichondrium  may  be 
accomplished  in  various  ways.  Some  operators  use  the  small,  thin  ele- 
vators. Curved  elevators  are  also  used  to  work  around  the  curved  por- 
tions of  the  septum.  I,  myself,  use  a  heavy,  broad,  dull  elevator.  The 
chief  reasons  for  using  the  blunt,  heavy  elevators  is  the  greater  speed 
and  the  lessened  liability  of  tearing  the  membrane  in  the  process  of  ele- 
vation. 

To  start  the  elevation  a  sharp  or  semi-sharp  elevator  should  be  used, 
care  being  exercised  to  get  beneath  the  perichondrium.  If  the  elevator 
penetrates  between  the  mucous  membrane  and  the  perichondrium,  the 
surface  of  the  cartilage  will  present  a  velvet-red  appearance,  as  the  peri- 
chondrium is  still  covering  it.  If,  however,  the  elevator  penetrates  be- 
neath the  perichondrium  the  exposed  cartilage  presents  a  glistening  white 
surface.  If  this  is  properly  done  the  remaining  elevation  is  compara- 
tively easy.  Having  started  the  elevating,  insert  the  blunt  elevator  into 
the  small  pocket  already  made.  Direct  the  elevator  parallel  with  the 
ridge  of  the  nose,  as  this  is  the  direction  of  least  resistance.  Having  in- 
troduced the  elevator  almost  to  the  cribriform  plate  the  elevation  should 
be  continued  backward  and  downward  with  the  whole  length  of  the  shank 
of  the  elevator  within  the  pocket  of  the  membrane.  By  using  the  tip  of 
the  elevator  perforation  is  more  liable  to  occur. 

After  introducing  the  heavy  blunt  elevator  as  high  as  the  cribriform 
plate,  exert  pressure  downward  and  backward  with  a  twisting  motion, 
and  as  a  rule  the  membrane  will  strip  down  to  the  crest  of  the  vomer  in 
two  or  three  seconds.  If  the  cartilaginous  portion  of  the  septum  or  per- 
pendicular plate  is  convex  the  operator  should  remember  that  these  por- 
tions of  the  septum  are  thin  and  flexible;   being  so  they  may  be  forced 
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with  the  elevator  to  the  median  line  and  thus  temporarily  rendered 
straight.  While  held  in  this  straightened  position  the  shank  of  the  in- 
strument Is  passed  downward  and  backward  elevating  the  membrane. as 
It  proceeds.  The  tip  of  the  nose  is  flexible,  and  the  instrument  should  be 
held  parallel  with  the  anterior  portion  of  the  cartilage  until  it  reaches  the 
crest  of  the  perpendicular  deviation.  The  instrument  should  then  be 
shifted  until  it  is  parallel  with  the  cartilage  posterior  to  the  crest.  The 
flexibility  of  the  tip  of  the  nose  makes  this  possible,  or  the  crest  may  be 
forced  to  the  concave  side,  thus  rendering  it  straight  and  the  elevation 
continued. 

The  periosteum  is  not  reflected  uniformly  over  the  bony  portion  of  the 
septum.  It  is  only  where  bone  unites  with  bone,  and  where  the  perpen- 
dicular plate  of  the  ethmoid  unites  with  the  vomer,  that  the  periosteum  is 
continuous,  and  where  the  vomer  unites  with  the  cartilage  of  the  septum; 
the  periosteum  is  not  so  continuous  with  the  perichondrium  of  the  carti- 
lage. In  the  latter  region  the  periosteum  arises  from  the  floor  of  the 
nose  and  passes  upward  over  the  lateral  surface  of  the  vomer  to  its  crest, 
over  which  it  is  reflected,  and  then  passes  downward  over  the  opposite 
lateral  wall  of  the  vomer  to  the  floor  of  the  nose. 

Removal  of  the  cartilage.  I  use  the  swivel  knife  to  remove  the  carti- 
lage. I  presume  you  are  all  familiar  with  this  method,  as  it  is  an  old 
one.  Always  leave  enough  along  the  bridge  of  the  nose  for  support.  It 
is  quite  essential  not  to  remove  too  much. 

Removal  0/  the  perpendicular  plate  of  the  ethmoid.  This  is  accomplish- 
ed by  the  Jansen  Struycken  forcep,  introduced  through  the  perichondrium 
pouch,  the  perpendicular  plate  is  seized  and  gently  rocked  until  it  is  dis- 
connected from  its  attachments. 

Removal  of  the  vomer.  The  muco-perichondrium  is  elevated  from  the 
concave  side  and  if  possible  from  the  convex.  A  dove-tail  Hajek  chisel 
is  introduced  close  to  the  floor  and  with  a  few  blows  of  the  mallet  the 
vomer  is  separated  from  its  attachments  to  the  superior  maxillary  and 
removed  with  a  pair  of  strong  forceps. 

Dressing.  As  a  dressing  I  use  Simpson's  sponge  tents.  The  muco- 
perichondrium  is  flrst  clamped  together  with  a  speculum,  and  then  two 
of  the  sponge  tents  are  inserted  into  the  nostril  of  the  convex  side,  and 
one  into  the  nostril  of  the  concave  side,  and  a  few  drops  of  peroxid  of 
hydrogen  instilled  into  the  ends  of  the  tents,  the  tents  swell  and  conse- 
quently cause  the  two  mucous  surfaces  to  adhere  together.  I  only  allow 
this  dressing  to  remain  in  the  nose  twenty-four  hours. 

DISCUSSION. 

Dr.  Wm.  a.  HrrscHLER  (opening  the  discussion):  Submucous  resec- 
tion never  appealed  to  me  until  I  saw  Dr.  Ballenger  perform  it.  I  recall 
a  case  two  years  ago  in  which  there  was  considerable  difficulty  for  me. 
The  cartilaginous  portion  of  the  septum  was  removed,  but  the  perpendicu- 
lar plate  of  the  ethmoid  was  exceedingly  deviated,  being  pressed  firmly 
against  the  lateral  wall  of  the  nose.  I  find  that  in  using  the  blunt  ele- 
vator saves  time  and  ditticulty.  Occasionally  there  are  deviations  of  the 
cartilage  beginning  at  the  crest  of  the  vomer. 


3^8  SOCIETY  PROCEEDINGS. 

Dn.  E.  B.  Gleason  explained  in  detail  his  operation  for  the  correction  of 
deflected  septums  by  the  U-shaped  flap. 

Dn.  O'Keilly  called  attention  to  the  incision  known  as  the  Freer  in- 
cision, which  consists  of  making  a  cut  through  the  cartilage,  either  an- 
teriorally  or  posteriorally  to  your  original  incision  through  the  mucoperi- 
chondrium,  as  this,  obviates  the  danger  of  perforation,  should  the  opera- 
tor's knife  go  through  the  muco-perichondrium  of  the  opposite  side,  as 
the  incision  will  then  not  be  opposite  one  another.  Therefore,  a  perma- 
nent perforation  will  not  result. 

Dk.  Mackexzie  spoke  of  the  difficulty  of  denuding  the  muco-perichon- 
drium on  the  concave  side  of  the  vomer,  and  of  the  advisability  of  mak- 
ing a  slight  incision  along  the  crest  of  the  vomer,  then  denudation  can 
be  accomplished  with  ease.  An  incision  can  also  be  made  on  the  convex 
side,  not  opposite,  but  anteriorally  or  posteriorally  to  the  incision  of  the 
concave  side,  in  order  to  facilitate  the  escape  of  blood.  He.  also  spoke  of 
the  advantage  of  using  Schleich's  method  not  only  for  its  anesthesia,  but 
by  causing  pressure,  which  assists  materially  in  the  rapidity  with  which 
the  muco-perichondrium  is  denuded  from  the  septum. 

Dr.  Ballexgek  was  questioned  in  reference  to  sinking  in  of  the  bridge 
of  the  nose  after  submucous  resection,  and  in  reply  he  stated  that  he  had 
only  seen  one  case  of  sinking  in,  and  that  was  a  case  following  perichon- 
dritis. It  is  always  best  before  operating  to  make  a  thorough  examina- 
tion, and  when  you  find  the  nose  flabby  and  soft,  operative  procedures 
should  not  be  taken,  as  there  is  more  or  less  danger  of  sinking  in  of  the 
nose. 

Dr.  Ballenger  was  also  asked  about  the  correction  of  deviations  of  the 
septum  in  children,  and  in  answering  stated  that  he  did  not  advocate 
submucous  resection  in  children,  as  the  cartilage  in  children  is  not  fully 
developed,  but  that  In  correcting  deflections  in  children  he  used  the 
developed,  but  that  in  correcting  deflections  in  children  he  used  the 
Sluder  operation,  which  consists  of  making  three  parallel  Incisions 
middle  incision  to  extend  the  whole  length  of  the  quadrilateral  plate. 


Some  Experiences  with  Radium.  (J.  S.  Rversox.  Ca?i.  Med.  Assn. 
Jour..  Aug.,  1912. 
Summing  up  the  result  of  an  experience  of  three  years,  and  after 
discussing  the  strength,  duration  of  appHcations.  amount  of  filtra- 
tion, and  age  of  patient,  the  writer  finds  that  cases  in  which  the 
mucous  membrane  of  the  mouth  is  the  site  of  disease  do  not,  as  a 
rule,  do  well,  that  the  tongue  is  doubtful,  and  the  larynx  uncertain. 
In  two  cases  of  lupus  vulgaris  of  the  nose,  and  in' tuberculous 
glands  of  the  neck  in  young  persons,  where  no  breaking-down  has 
occurred,  the  results  were  good.  The  writer  is  convinced  that  radi- 
um is  a  therapeutic  agent  of  permanent  value.  G.  Wishart. 
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Die    Neue    Wiener    Klinik   fuer    Kehlkopf-und    Nasenkrankheiten.      (The 

New  Vienna  Clinic  for  Laryngeal  and  Nasal  Affections.)      Von  Prof. 

Dk.  Ottokar  Chiari  and  Prof.  Otto  Kahler,  Vienna.     Pp.  48,  with 

40  illustrations  in  the  text  and  5  plates.     Urban  and  Schwarzenberg 

Benin,  1912.     Price,  M.  1  50. 

Ihe  readers  of  The  Laryngoscope  will  be  interested  in  this  detailed 

description  of  the  new  nose  and  throat  clinic  of  the  Wiener  Allgemeinen 

Krankenhaus  as  presented  by  Profs.  Chiari  and  Kahler. 

All  of  the  new  features  of  the  reconstructed  nose  and  throat  depart- 
ment of  this  enormous  clinical  institution  are  carefully  detailed,  the 
splendid  new  buildings  and  equipments  illustrated,  and  in  an  interesting 
introduction  a  brief  history  of  the  establishment  and  the  evolution  of  this 
institution  is  oftered.  It  is  a  monument  to  pi'ogressive  laryngology,  a 
Mecca  for  the  post-graduate  student,  and  an  example  of  scientific  strength 
and  clinical  energy  to  the  entire  medical  profession. 

Beitraege  zur  Thrombosefrage.  (The  Thrombosis  Question,)  Von  Drs. 
L.  AsciiOFF,  O.  DE  LA  C.vMp,  B.  VON  Beck.  and  B.  Kroenig.  Pp.  99. 
Verlag  F.  C.  W.  Vogei,  Leipsig,  1912.     Price,  M.  5.00. 

This  is  a  collective  monograph  of  papers  on  thrombosis  presented  by 
Aschoff,  de  la  Camp,  von  Beck,  and  Kroenig  at  the  meeting  of  the 
"Deutsche  Xaturforsche  und  Aerzte"  in  Karlsruhe  in  1911. 

The  question  of  thrombosis  is  presented  from  its  various  viewpoints — ■ 
its  patholo-anatomical,  surgical,  clinico-medical,  and  gynecolo-obstetrical. 
Aschoft"  reviews  tersely  the  origin  of  thrombosis  and  the  evolution  of  the 
various  theories  concerned  with  it;  Beck  presents  the  surgical  section;  de 
la  Camp  considers  the  question  of  coagulation  in  its  relation  to  thrombo- 
sis as  a  most  important  factor;  Kroenig  emphasizes  infection  as  a  factor 
in  the  production  of  thrombosis,  especially  in  its  obstetrical  and  gyneco- 
logical aspects.  This  phase  of  the  question  can  be  substantiated  by  many 
observers  from  an  otological  point  of  view  as  well. 

This  monograph  is  a  valuable  contribution  to  the  literature  of  thrombo- 
sis, and  should  be  of  especial  interest  to  all  who  are  following  up  this  in- 
teresting question. 

Traite  de  Laryngoscopie  et  de  Laryngdogie  Operatoire  et  Clinique. 
(Laryngoscopy  and  Operative  and  Clinical  Laryngology).  By    Tii. 

Heisyxc;.  Pp.  it'i'i,  'Willi  155  illustratious.  Masson  and  Co.  Paris, 
1912. 

Heryng's  book  is  introducea  to  cne  profession  by  a  very  flattering  pre 
face  by  Dr.  H.  Luc.  After  a  short  introduction  on  the  anatomy  and 
physiology  of  the  larynx,  the  book  is  divided  into  four  chapters:  (1)  Meth- 
od of  examination.  (2)  Non-operative  measures.  (3)  Operative  treat- 
ment. General  infectious  processes  affecting  the  larynx.  It  cannot,  there- 
fore, be  called  a  second  edition  of  the  German  book  by  the  same  author, 
published  in  1905.  The  present  edition  is  on  a  much  larger  scale;  eight 
new  subjects  having  been  added.  The  first  chapter  on  the  methods  of 
examination  as  well  as  the  following  ones  on  non-operative  and  operative 
treatment  are  written  in  the  same  exhaustive  and  at  the  same  time  con- 
cise style  we  are  accustomed  to  in  Heryng's  writings.  All  the  different 
methods,  from  the  original  examination  with  the  laryngeal  mirror  up  to 
the  latest  ones  are  fully  stated,  the  various  illuminations  in  usage,  Kir- 
steins  autoscope,  tracheoscopy  and  bronchoscopy  are  described. 

Considerable  space  is  given  in  the  second  chapter  to  inhalations,  the 
different  types  of  apparatus,  especially  the  ingenious  devices  described 
by  the  author  the  first  time  in  the  Berliner  klinische  Wochenschrift.  Nos. 
11-12,  1906.  His  thermo-regulation  and  thermo-accumulation  permit  the 
inhalations  of  solutions  of  any  density  or  temperature.    Gargles,  laryngo- 
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tracheal  injections,  insufflations  of  powders,  local  laryngeal  applications 
with  directions  for  their  use,  treatment  by  electricity,  galvano-caustic, 
electrolysis,  massage,  and  lastly  very  useful  remarks  on  hygiene  and  diet 
close  the  chapter. 

As  we  expected  the  third  chapter,  the  operative  treatment,  is  the  most 
valuable  one  of  the  series  and  the  subject  is  handled  with  the  accuracy 
and  persuasive  force  we  notice  in  Heryng,  who  from  the  time  of  the  pub- 
lication of  his  book  "Curability  of  laryngeal  tuberculosis,"  in  1887,  haa 
striven  indefatigably  by  his  writings  and  demonstrably  at  medical  con- 
gresses to  convince  the  profession  of  the  correctness  of  his  views  and  the 
good  results  obtained. 

At  the  same  time  Heryng  is  liberal  and  far-sighted  enough  to  appreci- 
ate the  good  effect  of  galvano-cautery  applications  in  tuberculosis  and  the 
article  on  galvano-caustic  and  surgical  treatment  is  the  first  critical  study 
and  comparison  of  both  methods.  The  monograph  treats  of  anesthesia, 
anti-sepsis,  instruments,  complications  in  operations,  after-treatment,  and 
contains  chapters  on  artificial  epiglottes  and  laryngostomy.  It  closes  M'ith 
extra-laryngeal  operations. 

The  fourth  chapter  includes  syphilis,  actinomycosis,  rheumatism,  gout, 
influenza  and  skin  diseases.  Glettsmann. 

Die  Ostitis  Chronica  Metaplastica  der  Menschlichen  Labyrinthkapsel 
(Otoskierose,  Stapesankylose,  Sponglosierung  der  Labyrinthkapsel). 
Vox  Dr.  Paul  Manasse,  Strassburg.  Pp.  76,  with  20  illustrations  on 
13  plates.     Verlag  J.  F.  Bergmann,  Wiesbaden,  1912.     Price,  M.  8. 

In  this  comprehensive  monograph  Manasse  gives  a  detailed  description 
of  his  report  on  nine  cases  of  otosclerosis  as  demonstrated  at  the  meet- 
ing of  the  otological  society  in  Basle,  and  on  a  tenth  case  recently  ob- 
served by  him.  The  author  considers  every  fact  in  common  to  all  the 
cases,  and  emphasizes  all  the  features  in  the  individual  cases. 

The  microscopical  findings  in  each  case  are  especially  minutely  de- 
scribed, and  form  an  important  feature  of  the  monograph  on  which 
Manasse  basis  his  conclusions. 

The  author  advances  the  theory  that  this  disease  of  the  bone  in  oto- 
sclerosis is  recognized  by  the  fact  that  a  portion  of  the  labyrinth-capsule 
loses  its  normal  structure  and  that  a  new  form  of  osseous  tissue  takes  its 
place.  This  change  in  the  bone-structure  usually  begins  about  the  an- 
terior lower  border  of  the  oval  window  and  progresses  to  the  rest  of  the 
capsule,  stapes,  and  round  window. 

This  process  begins  less  frequently  at  other  points;  occasionally  in  the 
area  of  the  fenestra  rotunda  and  in  the  porous  acoustica  interna.  The  ex- 
tension or  spread  of  this  process  varies. 

Manasse  emphasizes  the  importance  of  these  histological  changes  in 
the  osseous  labyrinth  and  accounts  for  these  variations  by  the  difference 
in  the  ages  of  the  several  patients  and  the  degree  of  the  intensity  of  the 
process. 

These  differentiations  in  the  histological  section  are  carefully  and  logi- 
cally analyzed,  and  the  author  finally  reaches  the  conclusion  that  the 
different  types  of  so-called  otosclerosis  are,  perhaps,  varying  degrees  of 
changes  in  the  character  of  the  bone-structure  of  an  infiammatory  type. 

The  author  leaves  as  an  open  question  the  relation  of  changes  in  the 
soft  structures  in  the  labyrinth,  such  as  atrophy  of  Cortis  organ,  atrophy 
and  growth  of  the  fibrous  tissue  of  the  delicate  nerve-distribution  in  the 
cochlea  and  ganglion  spirale  on  the  one' hand,  and  changes  in  the  bony 
labyrinth  on  the  other. 

The  greatest  value  that  Manasse's  work  presents  is  the  splendid  histo- 
logical diiferentiation  that  he  so  accurately  describes,  especially  the 
changes  that  take  place  in  the  bone-structure  of  the  labyrinth-capsule. 

This  work  is  also  of  much  aid  to  us  in  differentiating  typical  oto- 
sclerosis, or  as  it  should  be  more  classically  termed,  "ostitis  chronica  meta- 
plastica of  the  labyrinth-capsule,"  from  ankylosis  of  the  stapes,  which 
the  author  terms  an  accidental  pathological  association. 
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STUDY  OF  INNOCENT  GROWTHS  OF  THE  LARYNX, 
ILLUSTRATED  WITH  EIGHT  CASES. 

DR.  J.  WALKKR  WOOD,  LONDON. 

The  origin  of  benign  laryngeal  growths  is  more  or  less  enshroud- 
ed in  mystery.  A  glance  at  the  text-books  dealing  with  the  larynx 
and  its  diseases  well  illustrates  how  varied  are  the  opinions  regard- 
ing the  causation  of  these  growths.  One  author  ascribes  them  to 
"constant  congestion  of  the  cords"  or  ''micro-organisms,"  another 
attributes  them  to  "developmental  remnants"  and  "irritation."  Yet 
there  appears  to  be  several  generally  admitted  etological  factors, 
These  are:  (i)  that  they  are  less  common  in  present  decade  than 
in  last;  (2)  that  they  are  more  common  in  men  than  in  women.  Of 
Mackenzie's^  287  cases,  197  were  males  and  90  females;  (3)  that 
they  are  more  common  in  early  middle  life,  except  the  papilloma 
group  which  are  more  frequent  in  childhood;  (4)  that  they  are 
more  common  in  "voice  users";  (5)  that  their  favorite  site  of 
origin  is  the  anterior  third  of  the  ligamentous  portion  of  the  cord 
and  the  anterior  commissure ;  (6)  that  they  are  found  with  equal 
frequency  on  both  vocal  cords. 

The  series  of  eight  cases  (all  derived  from  private  practice) 
which  I  am  about  to  describe  have  been  studied  particularly  from 
the  etiological  and  bacteriological  standpoints,  and  each  case  has 
l)ecn  chosen  to  demonstrate  some  point  in  the  possible  life-history 
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of  these  growths.  The  base  upon  which  the  theory  1  am  enun- 
ciating rests,  is  the  well-known  medical  fact  that  effusions,  whether 
blood  or  serous,  have  a  greater  tendency  to  organization  and  per- 
sistence in  some  individuals  than  in  others.  That  many  innocent 
laryngeal  growths  have,  as  their  seat  of  origin,  a  hemorrhage  (effu- 
sion) in  the  cord,  I  have  little  doubt.  What  is  the  origin  of  this 
hemorrhage  and  what  is  its  result? 

1.  Origin  :  Any  sudden  strain  on  the  cord,  as  might  be  produced 
by  a  paroxysm  of  violent  coughing,  shouting  or  even  over-use  of 
the  voice  in  a  person  who  has  naturally  a  catarrhal  or  inflamed 
mucous  membrane,  may  result  in  a  small  hemorrhage.  This  hem- 
orrhage may  be  due  to  excessive  stretching  of  the  elastic  fibers  sit- 
uated at  the  edge  of  the  cord,  and,  with  a  continuation  of  the  strain, 
rupture  of  these  fibers,  or  it  may  be  some  small  varicose  or  in- 
flamed vein  beneath  the  epithelium  is  torn.  As  is  well  known,  the 
blood  vessels  of  the  cords  are  peculiarly  thin-walled  and  are  thus 
liable  to  be  easily  torn  by  a  strain.  Whatever  its  cause,  extravasa- 
tion of  blood  occurs  either  within  the  substance  of  the  cord  (cordit- 
ic  hemorrhage)  or  superficially  beneath  its  epithelial  covering  (sub- 
epithelial hemorrhage.  Case  i).  Should  the  cord  be  in  a  fairly 
normal  condition  the  hemorrhage  will  be  slight,  but  should  it  be 
congested  (chronic  laryngitis)  the  hemorrhage  may  be  considerable. 
Whether  slight  or  great,  what  is  practically  a  "bruise"  is  produced 
and,  as  is  usual  in  other  parts  of  the  body,  a  zone  of  inflammation 
is  developed  about  it. 

2.  Result:  One  of  three  things  may  now  happen.  The  effused 
blo6d  may  become  absorbed  and  a  perfectly  normal  cord  result,  i.  e. 
the  usual  ending.  But  should  the  effusion  remain,  it  either  be- 
comes organized  into  granulation  tissue  (Case  i)  or  if  the  effusion 
becomes  infected  with  micro-organisms  through  some  solution  of 
continuity  of  the  surface  of  the  cord  from  friction  it  may  break 
down  and  ulceration  iresult. 

The  effusidn  having  undergone  organization  a  granulation  is 
formed  which  may  remain  in  its  immature  state,  (Case  3)  or  pass- 
ing into  a  more  highly  developed  condition  it  may  become  a  fibrous 
node.  Should  the  fibrous  elements  continue  to  proliferate,  a  fibrous 
tumor  or  fibroma  may  be  produced.  (Cases  4  and  5).  The  epithelial 
covering,  as  a  result  of  the  irritation,  may  also  proliferate,  and 
should  the  irritation  be  continued,  may  result  in  the  formation  of  a 
papilloma,  (Case  7).  The  blood  vessels  may  increase  and  on  growth 
become  angiomatous.  In  some  cases  the  granulation  remains  in  its 
immature  state,  in  a  condition  of  chronic  inflammation,  retaining 
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the  characteristics  of  a  granulation  without  becoming  more  fully 
organized,  in  other  words  a  "granuloma,"  (Case  3),  the  presence 
of  plasma  cells  in  the  growth  being  indicative  of  chronic  or  non- 
leucocytic  inflammation.  In  a  proportion  of  cases  the  granulation 
has  been  observed  to  become  sero-edematous,  most  likely  due  to 
exosmosis  from  the  blood-vessels  and  to  lymph  stasis  from  mechan- 
ical causes  (Case  2),  while  in  others  simple  degeneration  and 
sloughing  have  occurred  with  disappearance  of  the  growth.  A  case 
has  recently  been  shown  at  the  Laryngological  section  of  the  Royal 
Society  of  ^ledicine  by  Dr.  Everidge  of  a  simple  granuloma  un- 
dergoing necrosis.  Myxedematous  changes  have  also  been  ob- 
served, due  to  water  absorption  by  the  mucinogen  of  the  connective 
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Fig-ure   1.     Diagram  to  illustrate   theory   of  causation. 

tissue  matrix  which  becomes  mucin.  I  have  endeavored  to  explain 
with  the  aid  of  a  diagram.  Figure  i  which  explains  itself,  the  va- 
rious courses  an  effusion  may  take. 

Benign  growths  of  the  larynx,  as  exemplified  by  the  following 
cases,  present  several  features  in  common:  i.  All  belong  more  or 
less  to  the  vascular  type  of  growth.  2.  All  show  signs  of  hem- 
orrhage having  occurred  at  some  period  of  their  growth — hematin 
pigment,  thrombosis  or  hemorrhages  still  in  the  corpuscular  stage. 
3.  All  show  signs  of  inflammation,  acute  or  chronic,  or  of  edema, 
which  may  be  merely  a  later  stage  of  inflammation.  The  presence 
of  plasma  cells  show  chronic  inflammation.  4.  Careful  microscopic 
and  bacteriological  examinations  have  failed  to  reveal  the  presence 
of  pathogenic  organisms.     5.  All  are  superficial  in  character. 
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Should  the  theory  of  sudden  trauma  and  hemorrhage  be  accept- 
ed a  sufficient  explanation  is  provided,  for  the  ''generally  admitted 
facts"  previously  mentioned.  In  ninety-five  cases  I  have  collected 
from  literature  on  the  subject,^  43  occurred  on  the  right  cord. 
35  on  the  left,  and  18  on  other  parts.  In  my  own  8  cases,  3 
were  on  the  left  and  4  on  the  right  cord,  one  was  situated  on  the 
anterior  commisure.  Trauma  explains  the  common  site  of  origin  of 
benign  growths.  As  would  be  expected  it  is  the  anterior  and  mid- 
dle thirds  of  the  ligamentous  portion  of  the  cord  which  is  usually 
affected,  this  part  being  unprotected,  as  is  the  posterior  third,  by 
the  vocal  process  of  the  arytenoid  cartilage. 

Now-a-days  laryngeal  growths  are  rare  in  comparison  to  what 
they  were  in  the  time  of  Morell  Mackenzie,  and  an  explanation 
may  be  found  in  the  fact  that  nasal  obstruction  and  its  sequence, 
oral  respiration,  is  recognized  as  a  cause  of  throat  troubles,  (espe- 
cially chronic  laryngitis)  and  is  quickly  and  energetically  treated. 
A  sufferer  from  nasal  obstruction  and  one  of  its  sequelae  chronic 
laryngitis  is  more  likely  to  be  afflicted  with  a  corditic  hemorrhage 
than  the  individual  with  healthy  nasal  respiration  and  healthy  cords. 
From  my  own  observations  I  am  of  the  opinion  that  now,  as  in 
past  times,  nasal  obstruction  is  responsible  for  the  majority  of 
laryngeal  and  aural  troubles. 

I  cannot  accept  the  nodal  theory,^  i.  e.  that  these  growths  are  of 
the  nature  of  "corns''  developing  at  the  point  of  intermittent  pres- 
sure, which  is  also  the  point  of  least  vibration  (nodal  point),  for 
the  nodal  point  is  being  continually  altered  in  producing  sounds  of 
varied  pitch.  Syphilis  as  an  influencing  factor  in  their  production 
is  rarely  observed,  although  considered  by  Lennox  Browne  to  be 
of  great  importance.  In  only  one  of  my  eight  cases  was  there  a 
history  of  this  disease. 

Virchow  is  very  definite  regarding  the  origin  of  these  growths. 
He  says,  "these  growths  must  be  regarded  as  an  out-growth  of  pre- 
existing connective  tissue."*' 

Case  I :  Mrs.  D.,  aged  56.  An  American  lady  who  was  recom- 
mended to  consult  my  colleague,  Mr.  Charles  Heath,  by  Dr.  Koenig 
of  Paris,  who  had  treated  her  for  an  attack  of  laryngitis  and 
tracheitis  contracted  during  a  visit  to  that  city.  When  first  seen 
by  us  she  was  suffering  from  hoarseness  and  aphonia.  This  latter 
symptom  had  only  manifested  itself  for  three  or  four  days.  She 
also  had  a  hard,  dry  cough  without  expectoration. 

Laryngoscopic  examination :  The  whole  larynx  was  intensely  con- 
gested, dry  and  irritable  looking.     About  the  center  of  the  right 
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vocal  cord  there  was  a  more  concentrated  area  of  congestion,  which 
rather  suggested  a  sub-epithelial  hemorrhage.  A  sedative  spray  was 
ordered  and  a  diaphoretic  mixture  given.  Several  days  later  a 
second  examination  of  the  larynx  disclosed  the  presence  of  a  small 
growth  situated  at  the  congested  area  noted  at  the  first  examina- 
tion. The  cords  were  still  very  congested  and  as  the  tracheitis  had 
now  spread  to  the  large  bronchi,  the  cough  had  become  more  trouble- 
some. 

Rest  in  bed  was  ordererd  and  use  of  the  voice  forbidden.  Sedative 
sprays  for  the  larynx  and  suitable  treatment  for  the  bronchitis  were 
prescribed.  Under  treatment  with  medicated  steam  the  bronchitis 
and  laryngitis  gradually  improved,  but  the  little  granulation  still  re- 
mained even  after  the  cords  had  returned  to  normal.  Slowly  it 
shrivelled,  and  in  a  month's  time  had  completely  disappeared,  the 
voice  then  being  as  perfect  as  it  was  previous  to  the  attack. 

A  similar  case  is  quoted  by  Dr.  McBride  in  his  Diseases  of  the 
Nose,  Ear  and  Throat  when  he  watched  the  disappearance  of  a 
small  granulation  under  treatment.* 

Case  ■?:  P.  S.  C,  aged  38.  This  lady  was  sent  by  a  medical  friend 
in  Leeds  to  London  to  see  me.  Her  history  was  as  follows:  A 
laryngeal  growth  was  operated  upon  (removed?)  about  eight  years 
ago,  two  years  after  its  initial  symptoms,  viz.  hoarseness  and  loss 
of  voice  became  evident.  For  a  time  the  voice  improved  but  never 
returned  to  what  it  was  before  the  commencement  of  the  hoarse- 
ness. She  knew'  of  no  cause,  although  an  examination  of  the  nose 
and  naso-pharynx  disclosed  the  presence  of  a  highly  irritable,  inject- 
ed mucous  membrane,  and  on  the  question  being  asked,  stated,  "she 
was  always  clearing  her  throat,''  (post-nasal  catarrh). 

Two  years  ago  (i.  e.  six  years  after  the  first  operation)  the  hoarse- 
ness, previously  only  intermittent,  became  constant  and  more 
marked.  She  also  had  a  most  troublesome  cough  and  had  been  under 
treatment  for  chronic  laryngitis  for  a  considerable  time  without  im- 
provement. Several  examinations  of  her  chest  failed  to  disclose  any 
signs  of  tuberculosis,  and  the  after-history  of  the  case  has  shown  that 
there  was  no  pulmonary  tuberculosis. 

Laryngoscopic  examination :  When  I  examined  the  larynx  I  was 
immediately  struck  by  the  fact  that  the  right  vocal  cord  was  much 
congested,  while  the  left  was  not.  Owing  to  the  irritable  condition 
of  the  pharynx  and  larynx  (even  after  the  use  of  anesthetin  and  co- 
cain)  it  was  impossible  to  make  an  exact  diagnosis,  but  a  later  ex- 
amination divulged  the  presence  of  a  small,  pendulous  sub-glottic 
growth  which  had  its  basal  origin  about  the  center  of  the  ligamentous 
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portion  of  the  right  cord.    It  had  the  appearance  of  a  "mucous  poly- 
pus." 

Nose:  Slight  nasal  obstruction  from  a  hypertrophic  rhinitis.  The 
removal  of  the  growth,  a  matter  of  no  little  difficulty,  was  accom- 
plished by  the  indirect  method — using  Dtindas  Grant's  guarded 
laryngeal  forceps.  After  removal,  the  base  was  lightly  touched 
with  a  bead  of  chromic  acid  fused  on  the  end  of  a  probe.  Vocal 
rest  and  sedative  sprays  were  ordered.  The  patient  made  an  ex- 
cellent recovery  and  is  now  as  well  as  she  was  eight  years  ago,  i.  e. 
before  the  first  attack  of  hoarseness. 

Pathological  report:  (From  Dr.  Eastes).  "This  tiny  tumor  is 
composed  entirely  of  edematous  granulation-tissue  covered  by  ne- 
crotic squamous  epithelium.  It  is  inflammatory  in  nature  and  is  not 
malignant.     Neither  is  there  any  direct  evidence  of  tuberculosis." 

Remarks:  No  definite  cause  of  the  original  growth  can  be  as- 
signed, but  for  its  recurrence  the  constant  "hawking"  and  clearing 
of  the  throat  associated  with  post^nasal  catarrh  is  a  likely  cause  of 
a  sub-epithelial  hemorrhage.  There  can  be  no  question  raised  ar 
to  whether  or  not  this  growth  was  tubercular.  Repeated  examina- 
tions of  the  lungs  failed  to  discover  the  slightest  sign  of  any  tuber- 
cular deposit.  Von  Pirquet's  reaction  was  negative  as  was  also 
Calmette's  opthalmo-reaction.  The  opinion  which  I  have  formed 
regarding  it,  and  which  I  think  is  warranted  by  the  history  of  the 
case,  is  that  this  is  an  example  of  degeneration  and  absorption  of 
a  simple  granuloma  arising  from  and  around  a  hemorrhage  in  the 
cord.  Probably  in  the  course  of  time  Nature  would  have  dealt 
with  it  in  her  own  way  and  it  would  have  ultimately  disappeared. 
The  succeeding  case  is  a  still  further  example  of  this  granulomatous 
type  of  growth,  remaining  in  this  instance  as  a  granuloma. 

Case  s :  Miss  P.,  a  young  lady,  30  years  of  age,  consulted  me  for 
hoarseness  and  loss  of  voice.  The  onset  was  gradual  and  dated 
back  about  two  years.  She  stated  that  "it  commenced  with  a  cold 
which  went  to  her  throat."  She  could  think  of  no  other  cause. 
There  was  no  history  of  syphilis  and  the  lungs  were  quite  healthy, 
nor  was  there  any  family  history  of  tuberculosis.  The  hoarseness 
was  slight  at  the  commencement  and  varied  from  day  to  day  until 
about  six  months  ago,  when,  in  addition  to  the  hoarseness,  the 
speaking-voice  would  suddenly  go,  and  the  patient  found  consider- 
able difficulty  in  breathing  and  articulation.  These  attacks  of 
spasmodic  laryngitis  rarely  lasted  any  length  of  time — usually  otily 
a  few  minutes.  Latterly  they  have  become  more  frequent  and  pro- 
longed. 
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Nose:  No  obstruction.  Laryngoscopic  examination  revealed  the 
presence  of  an  irregular,  pinkish,  pedunculated  growth  attached  to 
the  left  vocal  cord,  about  its  middle.  There  was  considerable  vas- 
cular injection  of  both  cords,  but  tio  interference  with  their  move- 
ment. The  base  of  this  growth  apparently  extended  around  the 
edge  of  the  cord.  During  quiet  respiration  the  growth  moved  only 
slightly  with  the  air  current,  but  its  general  tendency  was  to  fall 
between  the  cords.     Diagnosis:  Papilloma. 

The  attacks  of  which  she  complained  apparently  were  due  to  the 
spasmodic  contraction  of  the  glottis,  a  result  of  irritation  from  the 
presence  of  the  growth,  (spasmodic  laryngitis).    Under  cocain  an- 
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Figure  2.  Granuloma.  (1)  Thin  layer  of  squamous  epithelium  cover- 
ing the  growth.  (2)  The  blocked  duct  of  a  gland.  (3)  Dilated  capillary. 
(4)  Loose  fibrous  granulation  tissue  with  plasma  cells  in  places.  (5)  Masses 
of  lymphocytes.      (Magnification  two-third  inch  objective.) 

esthesia  and  with  the  aid  of  Horsford's  epiglottis  retractor  and 
Durham's  laryngeal  forceps,  the  growth  was  removed  by  the  in- 
direct method.  There  was  no  hemorrhage,  but  the  base  was  lightly 
touched  with  the  galvano-cautery.  Complete  vocal  rest  and  a  seda- 
tive spray  were  ordered.  Complete  recovery  and  a  normal  voice 
resulted.    There  has  been  no  recurrence  of  the  growth. 

Pathological  report,  1590,  from  Dr.  Wyatt  Wingrave  (Figure  2)  : 
"This  consists  of  granulation-tissue  with  a  vast  number  of  plasma 
cells  which  indicate  a  very  chronic  inflammatory  process.  There 
are  no  giant-cells  and  no  bacteria.    It  is  difficult  to  state  what  type 
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of  granuloma  it  is  in  the  absence  of  definite  evidence.  It  is  ap- 
parently of  the  simple  type  and  entirely  different  from  No.  1589 
(Case  4)  as  it  is  undoubtedly  inflammatory  in  nature.  There  is  no 
sign  of  malignacy." 

Remarks:  From  the  pathological  report  it  is  evident  that  the  in- 
flammatory process  arose  at  the  time  of  the  supposed  "cold."    The 
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Figure  3.  Thrombosed  node,  (fibroma).  1.  Layer  of  squamous  strati- 
fled  epithelium.  2.  Basement  membrane.  3.  Loose  sub-epithelial  fibrous 
tissue  containing  the  vascular  channels.  4.  Red  clot — extravasation  of 
blood,  still  corpuscular.  5.  White  clot  (endo-vascular)  with  masses  of 
haematin  pigment  scattered  about  in  the  fibrous  tissue  around  ii.  (Magni- 
fication:    Objective  one-half  inch.) 


microscopic  examination  of  the  section  demonstrated  the  presence 
of  a  distinct  tubular  gland.  Now  glands  are  never  found  in  the 
vocal  cord  but  are  numerous  in  the  ventricular  bands.  It  is  ob- 
vious, therefore,  that  the  origin  of  this  growth  must  have  been  in 
the  ventricular  band  and  not  the  cord. 

Case  4:  Mr.  M.,  aged  21,  was  sent  to  me  by  Dr.  Pryce  Jenkins 
with  a  history  of  persistent  hoarseness  and  loss  of  voice  extending 


wood:   innocent  growths  of  the  larynx.  169 

over  a  period  of  three  years.  He  made  a  voluntary  statement  "that 
the  hoarseness  commenced  with  a  cold  which  he  neglected"  while 
in  America.  The  hoarseness  had  continued  without  intermission 
since  then.  The  voice  was  of  the  typical  hoarse-aphonic  type  with 
occasional  sudden  alterations  in  pitch,  (diplophonia).  There  was 
no  history  of  syphilis  and  his  lungs  were  quite  healthy,  but  he  was 
a  heavy  cigarette  smoker. 

Laryngoscopic  examination:  An  examination  of  the  larynx  soon 
explained  the  hoarseness,  for  attached  to  the  anterior  part  of  the 
anterior  third  of  the  right  vocal  cord  was  a  largish  pedunculated 
growth,  smooth,  vascular  and  glistening.  The  growth  /tended  to 
fall  between  the  cords  but  on  phonation  came  between  them.  Owing 
to  the  dependent  character  of  the  epiglottis  a  view  was  not  easily 
obtainable.  Nose:  Marked  nasal  obstruction  from  a  deviated  sep- 
tum.    Diagnosis:  Benign  fibroma. 

After  cocainizing  the  larynx  the  growth  was  successfully  removed 
with  Durham's  laryngeal  forceps ;  a  small  fragment  left  was  got  rid 
of  with  Grant's  guarded  forceps.  I  may  say  here,  that  I  found 
Horsford's  epiglottis  retractor  of  inestimable  service  in  obtaining 
a  good  view  of  the  interior  of  the  larynx.  Considerable  hemorrhage 
followed  the  operation. 

Pathological  report,  1589,  from  Dr.  Wyatt  Wingrave  (Figure  3)  : 
"It  is  a  typical  example  of  a  thrombosed  node  of  the  cord,  con- 
sisting of  extensive  extravasation  of  blood  into  the  cellular  ti.ssue, 
old  and  recent.  The  old  has  formed  a  firm  thrombus ;  the  recent  is 
still  corpuscular.  There  is  much  old  hematin  pigment  but  no  signs 
of  inflammation." 

Retnarks:  Definite  cause — neglected  cold.  I  am  of  the  opinion 
that  the  origin  of  this  growth  was  similar  to  the  previous  cases,  viz : 
hemorrhage,  inflammation  and  partial  organization.  Possibly  it 
has  passed  through  three  stages  in  its  formation — a  hemorrhage 
which  has  undergone  complete  organization  into  fibrous  tissue  but 
has  left  small  deposits  of  blood-pigment  throughout  the  specimen, 
(hematin  pigment  of  the  report)  with  proliferation  of  the  tissues 
around.  A  second  strain  and  again  hemorrhage  (white  clot),  and 
a  still  more  recent  hemorrhage  within  its  fibrous  tissue-substance 
(still  corpuscular).  The  white  clot  is  characterized  by:  (i)  stain- 
ing badly;  (2)  being  devoid  of  erythrocytes  (red  blood  corpuscles)  ; 
(3)  showing  signs  of  organization,  i.  e.  fibroblasts  growing  in  from 
the  edge  (see  Figure  4)  ;  (4)  an  endovascular  condition.  I  am  well 
aware  that  all  growths  do  not  become  organized  in  this  way,  for  I 
have  recently  seen  a  case  in  which  breaking  down  occurred  and  a 
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simple  ulcer  resulted  in  what  was  undoubtedly  originally  a  sub- 
epithelial hemorrhage.  The  notes  of  the  case  may  be  worth  quot- 
ing. Mr.  Charles  Heath,  my  colleague,  was  consulted  at  the  be- 
ginning of  July,  191 1,  by  a  gentleman,  aged  58,  complaining  of 
"hoarseness."  The  patient  stated  that  at  the  coronation  of  their 
Majesties,  he  had  vigorously  cheered  the  royal  procession  as  it 
passed.  At  the  time  he  felt  "something  give"  in  his  throat,  and  im- 
mediately became  hoarse.  He  had  suffered  from  hoarseness  be- 
fore, generally  after  prolonged  use  of  the  voice  in  public  speaking. 
When  first  seen  in  July  he  had  been  hoarse  for  about  a  month.  We 
examined  his  larynx  and  found  both  cords  intensely  inflamed.  About 
the  junction  of  the  middle  and  anterior  thirds  of  the  left  cord  we 
found  a  small  ulcer  with  sloughly-looking  base  and  an  area  of  ede- 
ma around.  In  spite  of  the  age  of  the  patient,  the  non-interference 
with  the  movement  of  the  cords,  the  definite  history  of  the  cause 
of  the  affection,,  and  the  fact  that  the  laryngitis  was  acute  we  gave 
a  guarded  prognosis.  The  possibility  of  malignant  disease  was 
thought  of,  and  we  decided  that  should  no  improvement  result  in  a 
week  we  would  remove  a  portion  of  the  edge  of  the  ulcer  and  sub- 
mit it  for  pathological  examination.  However,  a  week's  rest  and 
treatment  performed  wonders,  and  we  came  to  the  conclusion  re- 
moval of  a  portion  for  examination  was  unnecessary.  Under  suit- 
able treatment  the  ulcer  healed,  although  a  certain  amount  of  thick- 
ening about  the  site  remained.  The  voice  greatly  improved.  I  am 
of  the  opinion  that  there  had  been  a  sub-epithelial  hemorrhage 
caused  by  rupture  of  elastic  tissue-fibers,  infection  of  the  effused 
blood  by  micro-organisms,  breaking  down  of  the  effusion,  and  ul- 
ceration. It  is  also  quite  possible  that  in  a  patient  of  his  age  (58) 
the  ulcer,  if  neglected,  might  in  time  have  become  malignant.  I  have 
no  doubt  that  simple  ulceration  of  the  vocal  cords  may  occur.  It 
has  been  seen  and  diagnosed  by  Sandemann  as  occurring  in  chronic 
hypertrophic  laryngitis  (pachydermia  laryngis)  although  described 
by  him  as  rare.^ 

Case  5:  Mr.  S.  was  sent  home  from  Singapore  to  consult  my  col- 
league, Mr.  Charles  Heath,  for  his  deafness.  His  laryngeal  trouble 
was  discovered  by  accident.  At  our  first  examination  a  roughness 
was  noticeable  in  his  voice  and  on  the  question  being  asked  he 
stated  that  the  voice  had  been  so  "off  and  on"'  for  two  years.  His 
business  necessitated  constant  use  of  the  voice.  There  was  a  clear 
history  of  recent  syphilis,  and  he  was  a  heavy  cigarette  smoker. 

Laryngeal  examination :  Attached  to  the  edge  of  the  right  vocal 
cord  at  the  junction  of  the  anterior  and  middle  thirds  is  a  smooth, 
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roundish  vascular-looking  growth,  with  considerable  vascular  in- 
jection of  the  cord  around  it.  He  also  had  a  chronic  laryngitis.  No 
interference  with  movements.  A'ose :  Deviation  of  the  septum  to  the 
right.  Corrected  by  a  sub-mucous  resection  later.  Diagnosis:  Be- 
nign fibroma. 

Under  cocain  anesthesia  I  removed  the  growth  by  the  indirect 
method,  using  Durham's  laryngeal  forceps  and  Horsford's  epiglot- 
tis retractor. 

Pathological  report,  15 13,  from  Dr.  Wyatt  Wingrave  (Figure  4)  : 
"It  consists  of  sero-edematous  tissue  resembling  a  fibroma  cov- 
ered with  the  normal  stratified  epithelium  of  the  cord.     There  is 
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Figure  4.  Thrombosed  node,  (flbroma).  (1)  Layer  of  squamous  strati- 
fled  epithelium.  (2)  Loose  sub-epithelial  connective  tissue  containing  the 
vascular  channels.  (3)  Partially  organized  clot  containing  pigment. 
(4)  Organizing  clot.  (5)  Blood  extravasation  still  in  the  corpuscular 
state.      (Magnification:     One-half  inch   objective.) 

well  marked  extravasation  of  blood  into  the  substance  of  the  growth 
which  is  apparently  not  recent." 

Remarks:  Definite  cause — voice  user  and  cigarette  smoker.  I 
consider  this  case  on  a  par  with  the  preceding  one  (compare  Figures 
3  and  4).  An  examination  of  the  specimen  and  drawing  shows  it 
to  consist  of  two  distinct  parts — a  recent  hemorrhage  still  corpus- 
cular, and  a  much  older  one  in  various  stages  of  organization.  Prob- 
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ably  had  this  remained  it  would  have  developed  into  a  fibrous  node 
or  fibroma,  the  edema  being  due  to  physical  causes,  i.  e.  position. 

Case  6:  Mrs.  McF.,  aged  30,  was  first  seen  by  my  colleague,  Mr 
Charles  Heath,  at  the  Golden  Square  Throat  Hospital,  where  she 
went  to  seek  advice  for  hoarseness  and  loss  of  singing  voice.  She 
was  an  amateur  vocalist  (contralto)  and  she  stated  without  prompt- 
ing "that  she  had  strained  her  voice."  The  hoarseness  was  only 
slight  and  not  noticeable  in  conversation,  although  sudden  altera- 
tions in  pitch  were  apparent. 

Laryngoscopic  examination:  A  minute  growth  was  seen  on  the 
surface  of  the  anterior  third  of  the  left  vocal  cord,  far  forward. 


>~.Vr^^ 


^—^  - 


t^ 


J-bM, 


J/ 


-^  -^-^ 


Figure  5.  Nevoid  polypus.  1.  Thin  layer  of  stratified  epithelium. 
2.  Loose  fibrous  tissue.  3.  Homogeneous  celloid  substance  (old  fibrin.) 
4.  Loose  fibroblastic  tissue.  5.  Homogeneous  colloid  substance  with 
masses   of  hematin   pigment.     (Magnification:   One-half   incji   objective.) 


The  cords  were  not  congested,  nor  was  there  even  any  vascular  in- 
jection around  the  growth.  The  growth  was  rounded,  smooth  and 
of  a  dark  port-wine  color.  No  interference  with  cord  movements. 
Nose:  No  nasal  obstruction  but  some  chronic  rhinitis.  Diagnosis: 
Benign  fibroma. 

I  removed  the  growth  with  Lambert  Lack's  laryngeal  forceps 
under  cocain  anesthesia  by  the  indirect  method. 

Pathological  report,  1552,  from  Dr.  Wyatt  Wingrave  (Figure  5)  : 
"I  have  examined  the  specimen  from  the  vocal  cord  and  found  it 
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to  be  a  ''nevoid  polypus"  consisting  almost  entirely  of  blood  vessels 
embedded  in  loose  sero-edematous  connective-tissue,  with  a  few 
plasma  cells.  The  vessels  are  dilated  and  contain  red  thrombi.  It 
had  no  elastic  cord-elements  and  therefore  was  evidently  situated 
superficially," 

Remarks:  Definite  cause — vocalist,  known  to  have  had  vocal 
strain.  Unfortunately  the  area  illustrated  does  not  show  the  dilated 
vessels,  but  it  does  show  dilated  blood  space  filled  with  colloid  sub- 
stance (Figure  5,  Xo.  5).  It  is  higher  in  the  scale  of  growth  than 
Case  5  because  it  approaches  more  closely  fibrous  tissue  and  is  more 
vascular. 

•  Case  7:  Mr.  S.,  aged  35,  sought  advice  for  the  persistent  hoarse- 
ness from  which  he  suflfered.  The  hoarseness  commenced  about 
twp  years  ago,  and  at  first  was  only  noticeable  after  prolonged  use 
of  the  voice.  Gradually  it  became  more  marked  and  continuous. 
When  I  first  saw  him  the  voice  was  rough  and  hoarse,  and  in 
speaking  one  noted  the  sudden  alterations  of  pitch  so  often  asso- 
ciated with  laryngeal  growths.  He  knew  of  no  cause  for  the 
hoarseness  beyond  the  fact  that  he  had  to  use  his  voice  a  great  deal. 
There  was  no  history  of  syphilis,  but  he  was  a  heavy  smoker, 
(cigarettes). 

Laryngoscopic  examination :  Marked  chronic  laryngitis.  Attached 
to  the  left  vocal  cord,  about  the  junction  of  middle  and  anterior 
third,  was  a  roundish,  pink,  warty-looking  growth.  The  size  (esti- 
mated) was  about  2  mm.  by  3  mm.  It  was  not  pedunculated  nor 
was  there  any  interference  with  the  movements  of  the  cord.  There 
was  also  some  interarytenoid  thickening.  Kose :  Slight  nasal  ob- 
struction on  the  left  side  from  an  enlarged  inferior  turbinate. 

A  diagnosis  of  benign  papilloma  was  made,  and  its  removal  ad- 
vised. Under  cocain  anesthesia  this  was  successfully  accomplished 
with  Durham's  laryngeal  forceps.  Complete  recovery  of  the  voice 
resulted  and  there  has  been  no  recurrence  of  the  growth. 

Pathological  report,  from  Dr.  Wyatt  Wingrave  (Figure  6)  : 
"Your  specimen  from  the  left  vocal  cord  is  a  typical  squamous 
papilloma.     Xature  innocent." 

Remarks:  Definite  cause — voice-user  and  also  subject  to  that 
form  of  chronic  pharyngeal  and  nasal  catarrh  associated  with  cig- 
arette smoking  and  indigestion.  The  growth  was  unusually  large; 
larger  than  papillomata  usually  are  in  the  adult,  and  single. 

Case  8:  Mr,  S,  M.,  aged  31,  was  advised  by  his  doctor  in  the 
country  to  consult  me  for  persistent  hoarseness  and  loss  of  voice. 
The  hoarseness  commenced  about  eight  months  ago,  when,  while 
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suffering  from  a  severe  cold,  he  had  an  unusual  amount  of  plat- 
form speaking  to  do.  He  became  hoarse  at  the  time  and  has  never 
since  recovered  from  it,  although  at  first  the  hoarseness  was  even 
greater  than  it  is  now.  The  roughness  in  his  voice  is  accompanied 
by  sudden  alterations  in  pitch,  (diplophonia).  He  is  a  plethoric 
man  with  a  well-marked  chronic  naso-pharyngitis.  No  previous  at- 
tacks of  hoarseness  nor  history  of  syphilis,  nor  is  he  of  a  "warty" 
diathesis. 

Larynx:  An  examination  of  the  larynx  showed  a  smallish,  gran- 
ular, or  warty-looking  tumor  growing  down  into  the  glottic  space 
from  the  anterior  commisure.     Both  cords  were  considerably   in- 
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Figure  6.  PapiUoma.  1.  Squamous  epithelium.  2.  Central  core  of 
connective  tissue.  3.  Blood  vessels  and  blood  corpuscles.  (Mag-niflcation: 
Objective   one-half  inch.) 

flamed  but  there  was  no  interference  with  movement  beyond  that 
mechanically  produced  by  the  growth  which  prevented  complete 
approximation  of  the  cords.  Diagnosis:  Benign  papilloma.  Re- 
moval advised  and  carried  out  later  under  cocain  anesthesia,  Dur- 
ham's laryngeal  forceps  being  used,  (indirect  laryngoscopy).  The 
base  of  the  growth  was  then  lightly  touched  with  a  bead  of  chromic 
acid.    There  was  little  bleeding. 

Pathological  report,  from  Dr.  Wyatt  Wingrave:  "The  specimen 
from  the  larynx  is  a  typical  example  of  the  ordinary  squamous 
papilloma.     Nature  innocent." 

Remarks :  The  cause  iii  this  case  was  undoubtedly  overuse  of  the 
voice  while  suffering  from  an  acute  laryngitis,  resulting  in  the  rup- 
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ture  of  an  inflamed  or  varicose  vessel  (sub-epithelial  hemorrhage). 
These  last  two  cases  are  typical  examples  of  benign  papillomata — 
warts.  In  other  parts  of  the  body  a  frequent  cause  of  the  develop- 
ment of  a  wart  is  irritation  and  I  can  see  no  valid  reason  why  ir- 
ritation should  not  be  responsible  for  the  development  of  a  wart 
on  the  vocal  cords.  A  hemorrhage  in  or  on  the  cord  is  bound  to 
give  rise  to  a  variable  amount  of  irritation  which  under  certain 
conditions  may  result  in  epithelial  hyperplasia.  I  do  tiot  argue  that 
all  forms  of  new  growth  originate  in  this  way,  although  I  am  quite 
convinced  that  a  certain  proportion  do,  one  notable  exception  being 
the  multiple  papillomata  of  children.  These  seem  to  me  to  be  more 
traceable  to  "developmental  remnants." 

Conclusion :  A  word  as  to  treatment.  The  larger  growths  should 
always  be  removed  and  submitted  to  the  pathologist.  The  manner 
of  removal,  whether  by  direct  or  indirect  laryngoscopy,  is  a  matter 
of  personal  choice.  I  prefer  the  indirect,  as  I  consider  with  it  there 
is  less  ''shock''  to  the  patient  than  there  is  with  the  direct,  although 
slightly  more  difficult.  The  galvano-cautery  is  only  useful  for  the 
smaller  growths  and  has  the  very  great  disadvantage  of  destroying 
the  specimen  and  rendering  a  pathological  examination  impossible. 
Following  removal  the  internal  administration  of  arsenic  and  iodids 
has  been  recommended  by  some  laryngologists  (Dundas  Grant). 

In  this  article  I  have  not  mentioned  the  paschydermia  types  of 
growth  which  are  more  of  the  nature  of  local  hypertrophies  than 
"new  growths."  No  mention  either  has  been  made  of  "singers 
nodes"  or  the  deposits  of  tissue  associated  with  tuberculosis  and 
syphilis,  as  all  these  forms  are  in  separate  classes. 
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THE  LARYNGO-TRACHEAL  MANIFESTATIONS  OF 
THYROID  DISEASE.* 

BY  OTTO  J.  STEIN,  M.  D.,  CHICAGO. 

A  laryngoscopic  examination  is  much  like  an  ophthalmoscopic  ex- 
amination in  that  the  findings  may  possibly  reveal  most  valuable  in- 
formation previously  unsuspected.  The  neurologist  and  internist 
of  to-day  recognize  the  importance  of  ophthalmoscopic  study,  but 
they  have  not  yet  learned  that  a  routine  investigation  of  the  larynx 
may  reveal  just  as  valuable  information.  In  two  diseases  in  par- 
ticular is  this  true.  1  refer  to  tabes  and  thyroid  disorders.  The 
general  surgeon  should  find  in  laryngology  a  means  of  identifying 
the  exact  condition  of  the  nerve  enervation  of  the  thyroid,  both  be- 
fore and  after  every  thyroid  operation. 

It  has  been  my  privilege  quite  frequently  to  examine  the  larynx 
of  cases  .before  and  after  they  were  operated  upon  for  the  removal 
of  part  or  all  of  their  gland,  and  the  findings  were  often  manifestly 
interesting,  because  there  were  no  symptoms  present  indicating  such 
conditions  as  were  found.  A  very  ordinary  instance  of  this  is  the 
unilateral  paralysis  of  a  vocal  cord.  This  paralysis  is  frequently 
of  the  complete  type;  that  is  to  say,  both  the  abductor  and  adductor 
nerve-iibers  are  involved,  and  as  a  consequence  the  position  of  the 
cord  is  "cadaveric."  On  a  number  of  occasions  the  cord  was  found 
to  be  paralyzed  in  the  adductor  position,  its  abductor  nerve-fibers 
being  the  ones  involved  at  the  time  of  examination.  Now,  in  these 
two  varieties  of  paralysis  neither  the  voice  nor  the  breathing  is 
necessarily  changed  from  the  normal,  at  least  not  sufficiently  to  at- 
tract attention  under  ordinary  circumstances.  Compensation  by 
the  opposite  healthy  cord  may  within  a  few  days  restore  to  the 
patient  with  one  cadaveric  cord  a  good  voice  for  ordinary  purposes 
In  a  unilateral  adductor  paralysis,  compensation  is  not  so  quickly 
or  completely  afTected,  and  consequently  the  harsh,  broken  qualitv 
of  the  voice  is  suspicious  of  larynx  changes.  If  the  surgeon  per- 
forming thyroid  operations  was  to  have  all  his  cases  examined  by  a 
competent  laryngologist,  he  would  many  times  be  astonished  to 
learn  that  a  paralysis  of  one  cord  existed,  and  with  no  larynx  symp- 
toms. 


•Read  before  the  annual  meeting-  of  The  American  Academy  of  Ophthal- 
mology and  Oto-Liaryngology,  Niagara  Falls.  Avigust  22.  1912. 
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I  have  seen  an  absolutely  healthy  •normal  larynx  just  before  a 
goiter  operation  present  after  operation  a  completely  paralyzed  cord 
on  one  side,  resulting  in  almost  no  voice  at  all  for  five  days,  but  on 
the  sixth  day  the  voice  began  to  return,  although  the  cord  still  re- 
mained in  the  completely  paralyzed  condition,  and  remained 
so  for  four  months.  All  this  time  the  girl  had  a  good  voice, 
jfi'ected  only  in  its  higher  register.  After  four  months  the  cord 
very  gradually  began  to  show  motion,  although  no  medical  treat- 
ment was  employed,  only  vocal  exercises,  and  the  cord  is  now  con- 
tinually improving  in  its  various  excursions.  In  this  case  I  feel 
positive  that  the  recurrent  nerve  was  not  injured  by  the  knife  at  the 
operation.  The  paralysis  may  have  been  due  to  pressure  of  the  in- 
flammatory eiTusion.  It  is  interesting  to  note  in  connection  with  this 
case  that  the  patient's  chief  complaint  was  difficulty  in  swallowing, 
both  discomfort  and  pain.  This  was  entirely  relieved  by  the  re- 
moval of  a  large  retrovisceral  right  lobe,  extending  in  behind  the 
trachea  and  pressing  upon  the  esophagus. 

If  operators  do  not  examine  every  one  of  their  patients  after 
operation,  they  cannot  tell  whether  or  not  there  is  a  paralysis 
present,  for  the  voice  as  well  as  the  breathing  may  apparently  be 
unimpaired.  And  for  the  same  reason  every  case  should  be  exam- 
ined before  operation. 

Several  factors  are  to  be  considered  in  the  production  of  paralysis 
in  disease  of  this  gland  before  operation.  The  size,  location,  con- 
sistency" and  length  of  time  the  gland  has  been  involved  are  the 
principal  ones.  Also  some  consideration  should  be  given  to  the  gen- 
eral character  of  the  individual's  neck.  In  firm  muscular  and  firm 
fat  necks  a  contributing  pressure  is  added  to  the  growing  gland  and 
injury  to  the  nerve  is  more  likely.  The  extent  to  which  this  may 
occur  can  be  fully  appreciated  by  looking  over  the  figures  given  by 
Matthews,  of  Rochester,  Minnesota.  Out  of  one  thousand  cases  of 
goiter  reported  upon  as  having  been  observed,  there  were  289  partial 
or  complete  paralyses  of  the  cord.  Nothing  is  said  in  his  report  as 
to  what  part  of  this  number  represents  the  presence  of  paralysis  pre- 
ceding and  following  operation.  Dumont.  in  the  Deutsche  Zeit- 
schrift  furr  Chirurgie,  March.  1910,  reports  on  1,148  strumectomies 
in  which  there  occurred  9  paralyses  from  solution  of  continuity,  and 
7  from  temporary  bruising  the  nerve,  or  a  total  of  16  lesions  of  the 
recurrent  nerve.  This  seems  a  remarkably  small  number,  and  I  ven- 
ture to  repeat  that  if  surgeons  were  to  examine  all  of  their  cases 
several  time-  after  operation,  that  the  existence  of  some  cord  in- 
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*^olvement  would  be  found  many  more  times  than  could  be  judged 
merely  from  absence  of  symptoms.  1  have  seen  this  myself  so 
often  in  patients  who  have  been  operated  and  where  the  surgeon 
did  not  even  suspect  such  a  condition  and  where  the  skillful  per- 
formance of  the  operation  could  not  be  held  directly  responsible  for 
such  changes,  and  yet  they  existed  nevertheless. 

Various  causes  aside  from  direct  injury  to  the  nerve-fibers  at  the 
time  of  operation  may  bring  about  the  jliif^lysis.  Ligature  knots  on 
adjoining  vessels,  the  drainage  material,  confirled  hemorrhage  or 
serum,  and  inflammatory  exudate  have  been  known  to  produce  a 
temporary  paralysis  or  paresis.  A  collateral  edema  within  the 
larynx  as  a  consequence  of  the  operation  can  produce  sufficient  pres- 
sure on  intrinsic  muscles  to  cause  a  paresis.  Intramural  extension 
in  a  similar  way  may  be  a  cause. 

Usually  the  paralysis  is  of  one  cord  only,  and  only  occasionally 
are  both  cords  affected.  Matthews'  report  of  289  paralyses  in  1,000 
goiter  cases  showed  17  that  were  bilaterally  affected. 

The  abductor  fibers  being  first  involved  (Semon's  law),  the. cord 
is  drawn  medianward  by  the  adductors,  and  if  both  cords  are  in- 
volved there  would  be  great  interference  with  normal  breathing. 
Bn  passant  of  this  interesting  occurrence  is  a  report  by  Rosenberg, 
of  Berlin  (Berliner  klinische  Wochenschrift,  1897),  when  upon  in- 
jecting a  goiter  case,  immediate  hoarseness  set  in.  The  laryngoscope 
revealed  cadaveric  position  of  one  cord  on  the  side  of  the  injection, 
but  a  few  minutes  later  the  cord  moved  to  the  median  line  and 
shortly  afterwards  toward  abduction. 

In  the  place  of  a  paralysis  an  irritation  of  the  recurrent  nerve 
may  create  spastic  action  of  the  cord.  This  condition  takes  the 
form  of  a  laryngismus  stridulus,  or  what  is  more  common,  indivi- 
dual groups  of  muscles  are  involved,  causing  sudden  severe  and 
paroxysmal  attacks  of  coughing.  Such  attacks  occurring  in  an  ap- 
parently otherwise  healthy  individual,  and  resisting  ordinary  treat- 
ment, should  arouse  suspicion  of  local  irritation,  from  an  enlarged 
or  diseased  thyroid  gland.  At  times  these  attacks  may  vary  in  char- 
acter. A  fearful  constriction  seems  to  grasp  the  throat,  causing  a 
sense  of  suffocation,  and  accompanying  this  there  may  be  intolerable 
burning  and  scratching  within  the  throat,  and,  finally,  there  comes 
a  severe  paroxysm  of  coughing. 

In  place  of  the  paroxysmal  cough  I  have  had  patients  annoyed  by 
a  chronic  cough  that  is  dry  in  character.,;  These  hyperesthetic  and 
paresthetic  symptoms  indicate  involvement  of  the  sensory  filaments 
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of  the  superior  laryngeal  nerve.  Complete  paralysis  of  this  nerve 
causing  anesthesia  1  have  never  heard  of  in  this  connection,  although 
I  can  understand  how  it  might  occur.  The  manifest  size  of  the 
gland,  as  determined  by  ocular  examination  or  palpation,  is  not  ne- 
cessarily a  definite  means  of  determining  the  exact  size  or  the  de- 
gree of  pressure  it  may  be  exercising.  It  occasionally  happens  that 
the  gland  is  of  such  enormous  size  or  some  accessory  or  vagrant 
gland,  like  the  pyramidal  lobe,  may  rise  high  enough  in  the  neck  to 
irritate  the  external  branches  of  the  superior  laryngeal  nerve,  which 
supply  motion  to  the  crico-thyroid  muscle,  and  in  this  way  the  ex- 
ternal tensors  of  the  cord  may  interfere  with  perfect  voice  produc- 
tion. The  voice  in  other  cases  may  be  changed  from  different 
causes.  In  hypothyroidism  it  is  likely  to  be  husky  and  heavy,  due 
to  a  dryness  of  the  mucous  membrane*  In  hyperthyroidism  it  may 
have  a  tremor,  and  it  appears  weak  and  even  may  be  aphonic. 

-\nother  condition  not  so  uncommonly  found  in  these  disorders  is 
a  narrowing  of  the  lumen  of  the  larynx  or  trachea.  The  simplest 
form  of  this  is  perhaps  that  of  one-sided  abductor  cord  paralysis. 
But  as  the  cord  seldom  remains  long  in  this  position,  owing  to  early 
implication  of  the  adductor  fibers  in  many  of  the  cases,  symptoms 
r'^ferable  to  the  slight  stenosis  may  pass  unnoticed,  but  where  both 
cords  are  involved,  distressing  and  alarming  dyspnea  may  arise. 

Normal  masses  of  thyroid  tissue  known  as  accessory  or  vagrant 
thyroids  have  been  demonstrated  within  the  lumen  of  these  parts, 
and  will  cause  stenosis.  Their  presence  within  the  larynx,  trachea 
and  bronchi  is  more  frequently  due  to  direct  extension  through  the 
fibrous  interspaces  of  the  walls  and  perhaps  seldom  the  result  of 
embryological  migration,  a  condition  common  to  other  parts.  From 
His'  description  of  the  embryology  of  the  thyroid,  one  understands 
that  the  gland  at  the  very  beginning  is  situated  between  the  lingual 
tubercle  and  the  second  and  third  branchial  clefts,  which  contribute 
to  the  construction  of  the  anterior  and  posterior  portions  of  the 
tongue.  In  the  development  of  the  embryo  the  thyroid  gland,  sus- 
pended by  a  cord,  passes  down  between  these  two  segments  of  the 
tongue  towards  its  place  in  the  neck.  The  suspension  cord  disap- 
pears usually  after  that,  but  where  it  persists  it  may  be  pervious  and 
constitute  the  thyro-glossal  duct,  emptying  at  the  foramen  cecum  at 
the  root  of  the  tongue.  While  in  its  descent  and  before  its  capsule 
is  formed,  small  pieces  may  become  detached  and  wander  about  or 
are  carried  away  by  other  neighboring  and  developing  tissue,  and 
thus  we  have  the  presence  of  these  accessory  and  vagrant  glands  ap- 
pearing after  birth. 
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The  diagnosis  of  intra-tracheal  tumors  is  probable  in  otherwise 
healthy  persons  between  15  to  40  years  old  with  dyspnea  and  a  flat 
subglottic,  smooth  tumor  on  the  lateral  or  posterior  wall  of  the 
trachea  (von  Bruns). 

Simple  goiters,  thyroids  of  the  exophthalmic  variety,  thyroiditis, 
both  simple,  acute  and  suppurative,  may  all  cause  stenosis  by  direct 
pressure  on  the  trachea,  or  on  the  recurrent  nerve,  causing  paralysis 
of  the  cord,  or  by  infiltration  of  pus,  or  by  pressure  on  veins  caus- 
ing edema.  The  exophthalmic  type  of  thyroid  disease  is  the  least 
likely  to  produce  tracheo-laryngeal  symptoms,  because  the  gland  is 
more  uniformly  enlarged,  and  its  size  less  than  in  other  varieties, 
besides  being  softer. 

I  have  seen  a  number  of  cases  in  which  the  trachea  was  so  severe- 
ly pressed  upon  by  the  rapidly  enlarging  gland  as  to  produce  very 
serious  embarrassment  to  breathing.  The  trachea  has  been  found 
compressed,  and  its  lumen  greatly  distorted  in  all  directions.  But 
in  the  average  enlarged  gland  that  is  soft  or  its  growth  has  been 
slow  the  cartilaginous  rings  withstand  the  pressure  remarkably  well. 
In  some  few  cases  absorption  of  the  rings  and  of  the  interspaces 
permits  the  growth  to  invade  the  interior,  and  other  symptoms  be- 
sides stenosis  are  added  to  this.  There  is  also  a  variety  of  enlarge- 
ment known  as  retro- visceral,  where  the  gland  insinuates  itself  be- 
hind and  between  other  parts;  for  instance,  between  the  trachea 
and  esophagus,  behind  the  esophagus,  and  also  into  the  neck.  It 
has  been  found  that  by  the  use  of  the  tracheoscope  the  presence  of 
such  retro-tracheal  glands  could  oftentimes  be  demonstrated  when 
no  other  means  of  examination  so  clearly  defined  their  presence. 

Collapse  of  the  trachea  while  performing  thyroidectomy  should 
be  mentioned  simply  as  an  interesting  complication.  Also  lateral 
displacement  of  the  larynx  and  trachea  subsequent  to  struma  oper- 
ations on  one  side. 

The  effects  on  respiration  in  some  cases  are  striking.  The  respira- 
tion may  be  especially  rapid  on  exertion  in  Grave's  disease,  due  to 
an  associated  anemia  or  a  toxic  condition  of  the  circulation.  Bry- 
son's  sign  is  one  of  lessening  of  the  chest  expansion.  In  pregnant 
women  with  goiter,  dyspnea  is  frequently  a  common  symptom,  as 
well  as  stridor  and  suffocating  attacks.  The  dyspnea  in  goiter  is  ex- 
plained by  Charles  H.  Mayo  as  caused  by  a  peculiar  anatomical  ar- 
rangement of  a  firm  connective  tissue-band  attached  to  each  side  of 
the  cricoid  and  blending  with  the  capsule  of  the  gland,  acting  as  a 
sling  support. 

In  myxedema  or  hypothyroidism  there  may  be  hemorrhage  from 
the  nose  and  throat. 
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The  association  of  a  persistent  and  enlarged  thymus  gland  must 
not  go  unnoticed  in  hyperthyroidism,  for  it  may  be  responsible  for 
the  laryngo-tracheal  symptoms.  Chavalier  Jackson  was  the  first 
one  to  demonstrate  clinically  that  tracheal  stenosis  with  attending 
symptoms  can  result  from  an  enlarged  thymus  gland.  Malignant 
disease  of  the  gland,  like  epithelioma,  sarcoma  and  also  syphilis,  may 
cause  an  invasion  of  the  lumen  of  the  trachea  and  larynx  and  pro- 
duce symptoms  of  stenosis. 

In  this  connection  I  cannot  do  better  than  to  direct  your  atten- 
tion to  Dr.  Mann's  "Atlas  zur  Klinik  der  Killianschen  Tracheo- 
Bronchoskopie,"  191 1,  and  at  the  same  time  report  from  this  work 
three  beautifully  illustrative  cases.  One  case  was  a  woman,  60  years 
of  age,  presenting  stenosis  of  the  trachea  in  the  upper  one-third., 
caused  by  a  large  substernal  goiter  with  abscess  in  the  center.  The 
tracheal  ring-cartilages  along  about  the  fifth,  sixth,  seventh,  eighth 
and  ninth  were  absorbed  on  the  left  side  where  the  mass  pressed 
upon  the  lumen  of  the  tube.  This  patient  complained  of  a  dyspnea 
and  suffocating  attacks  for  a  fortnight  only,  although  she  had  a 
cough  for  two  years.  For  three  weeks  the  enlarged  gland  on  the 
left  side  of  the  neck  was  noticed.  The  tracheoscope  demonstrated 
the  stenosis,  the  absence  of  tracheal  rings  at  the  site  of  the  gland, 
redness  of  the  membrane,  swelling,  and  adherent  pus. 

A  second  case  was  that  of  a  man  of  50  years,  with  sarcoma  of  the 
thyroid  causing  stenosis  of  the  upper  trachea  and  esophagus,  and 
extending  into  the  larynx.  This  growth  grew  in  from  the  side  and 
behind.  The  symptoms  complained  of  were  dyspnea,  dysphagia 
and  extreme  hoarseness.  The  tracheoscope  demonstrated  just  be- 
neath the  glottis  a  bulging  of  the  posterior  wall,  which  increased 
downward,  almost  filling  the  tracheal  lumen, 

A  third  case  was  a  man,  50  years  of  age,  who  had  been  well  up  to 
within  the  last  year ;  then  dyspnea  and  occasional  difficult  swallow- 
ing occurred,  followed  by  loss  of  weight  and  hemoptysis  for  the 
last  three  months  (as  much  as  one-half  cupful  daily  for  two  weeks). 
A  hard  goiter,  the  size  of  half  a  fist,  on  the  right  side  was  made  out. 
The  lungs  were  normal.  The  right  vocal  cord  was  fixed  in  the  mid- 
line. Radiography  negative.  The  tracheoscope  demonstrated  the 
right  tracheal  wall  bulging,  on  the  summit  of  which  was  a  red  tumor, 
easily  bleeding.  A  diagnosis  of  sarcoma  of  the  thyroid  gland  sur- 
rounding the  trachea  was  made.  Death  occurred  from  hemorrhage 
into  the  bronchi. 

32  North  State  Street. 


DETERMINING  FACTORS  IN  TINNITUS  AURIUM.* 

DR.    EDMUND    PRINCE   FOWLER,    NEW    YORK    CITY, 

So  little  is  known  concerning  the  etiology,  pathology  and  treat- 
ment of  tinnitus,  that  no  apology  is  needed  for  the  presentation  of 
any  discoveries  in  relation  thereto.  The  following  observations  ex- 
tend over  a  period  of  about  nine  years,  and  deal  particularly  with 
those  forms  of  tinnitus  which  are  practically  incessant,  yet  it  is  ap- 
parent that  they  must  also  have  an  important  bearing  on  other  forms 
of  tinnitus,  and  on  other  aural  signs  and  symptoms! 

In  analyzing  looo  clinical  cases  of  ear  disease,  I  have  found 
tinnitus  present  in  56.6  per  cent.  In  the  o.  m.  c.  c.  cases,  67  per 
cent ;  nerve  deafness,  50  per  cent ;  suppurative  otitis,  33  per  cent ; 
impacted  cerumen,  50  per**cent;  polypi,  50  per  cent;  furuncle  and 
cellulitis  of  the  canal,  33  per  cent;  eczema,  nil.  In  private  cases, 
fully  80  per  cent  have  experienced  the  ear  noises,  and  in  many  it 
was  this  symptom  alone  which  brought  them  to  the  otologist. 

In  my  investigations,  I  have  refrained  from  referring  to  the 
literature,  preferring  to  take  the  chance  of  repetition  rather  than 
submit  to  the  intuitive  tendency  to  experiment  along  known  lines. 
In  taking  full  responsibility  for  the  following,  I  nevertheless  crave 
criticism,  knowing  full  well  that  I  have  but  superficially  investigated 
the  subject. 

Because  of  extraneous  sounds  which  interfered  with  many  of 
my  experiments,  I  was  led  of  necessity  to  the  use  of  places  of  com- 
parative or  absolute  quiet,  and  not  only  did  this  facilitate,  correct, 
or  confirm  observations  previously  made,  but  it  led  to  the  discovery 
of  the  fundamental  facts  which  lie  at  the  foundation  of  most  of  the 
deductions  detailed  herein. 

I  found  that  in  normal  ears  there  is  constantly  present  a  faint, 
high-pitched,  singing  sound,  comparable  by  many  persons  to  the 
hum  of  myriads  of  insects,  afar  off.  This  is  heard  by  adults,  and  by 
children.  It  may  not  be  heard  by  the  aged.  It  is  usually  mort 
plainly  audible  to  those  of  a  highly  nervous  disposition,  especially 
neurasthenics ;  it  is  less  apparent  to  the  phlegmatic.  This  normal 
tinnitus  (if  I  may  use  the  term)  is  not  accentuated  by  closing  the 
ears  or  applying  resonators  thereto.  A  cockle  shell  held  to  the  ear 
evidences  no  sound  in  absolute  quiet. 

•Candidates  thesis  presented  to  the  American  Laryng-ologlcal,  Rhinologi- 
cal  and  Otological  Society,  May,  1912. 
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A  tight  neckband,  causing  congestion  of  the  head  and  neck,  may 
change  the  loudness  or  character  of  normal  tinnitus.  When  first 
applied,  the  tinnitus  may  appear  fainter,  and  later  louder:  while 
faintest,  closing  one  or  both  ears  with  the  finger  will  have  no  effect 
upon  the  sound;  while  loudest,  closing  either  or  both  ears  will  ac 
centuate  it  in  the  ear  or  ears  closed. 

Slight  extraneous  noises  obscure  this  normal  tinnitus,  so  that  in 
most  persons  it  has  never  been  suspected.  Certain  drugs,  as  quinin 
the  salicylates,  alcohol,  etc.,  cause  or  accentuate  tinnitus,  but  also 
during  some  stages  of  their  action  add  thereto  a  factor  which  re- 
verses the  results  of  all  but  the  last  of  the  experiments  before  no- 
ticed, namely  closing  the  ears  may  increase  the  perception  of  the 
tinnitus,  and  the* constricting  neckband  may  act  similarly.  In  these 
cases,  if  only  one  ear  is  closed  the  tinnitus  will  be  heard  louder 
(lateralized)  in  the  closed  ear. 

Compression  of  the  air  in  the  external  auditory  meatus,  or  Val- 
salva's method  of  inflating  the  middle-ear,  dulls  the  sound  of  nor- 
mal tinnitus.  Suction,  or  Toynbee's  experiment,  appears  to*cau«i« 
little  change. 

Increased  perception  of  sound  during  meatus  closure  is  brought 
about  in  three  main  ways :  ( i )  by  shutting  out  extraneous  noises ; 
(2)  by  increasing  the  resonance  of  the  external  auditory  canal;  (3) 
by  reflections  from  the  obstacles  to  sound  exit.  For  this  reason, 
only  those  experiments  executed  in  absolute  quiet  can  be  relied  up- 
on, and  when  quietude  Vvas  absent  during  my  observations  I  have 
ignored  the  increase  in  sound-perception  due  to  the  shutting  off  of 
vibrations  from  without  the  ear. 

If  a  gun  is  discharged  in  near  proximity  to  normal  ears,  a  loud 
high-pitched  tinnitus,  accompanied  by  deafness  and  it  may  be  by 
pain,  will  be  heard,  and  this  will  persist  for  a  time,  depending  upon 
the  severity  of  the  trauma  inflicted  and  the  idiosyncracy  of  the 
sufferer.  This  tinnitus  is  not  primarily  affected  to  any  extent  by 
closing  the  meatus.  Firm  compression  of  the  air  in  the  external 
auditory  canal  appears  to  dampen  it,  and  suction  to  have  no  effect. 
Valsalva's  experiment  produces  the  same  results  as  pressure,  while 
Toynbee's  approximates  suction.  Deafness  usually  persists  during 
the  tinnitus  and  diminishes  in  proportion  to  its  decrease. 

During  forcible  contraction  of  the  orbicularis  palpebrarum,  which 
causes  contraction  of  the  stapedius  muscle,  and  during  contractions 
of  the  tensor  tympani,  as  during  yawning,  a  neckband  dulls  the 
sound  made  by  the  muscular  contraction.  Closing  the  meati  so  in- 
terferes with  the  vibration  of  the  structures  in  and  about  the  ear 
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that  I  cannot  state  positively  the  effect  produced.  Valsalva,  or  con- 
densation of  air  in  the  external  meatus,  ^certainly  interferes  with 
perception  of  the  sound  made  by  tensor  or  stapedius  contractions 

Weber's  experiment  executed  during  constriction  of  the  neck, 
lateralizes  the  sound  in  the  closed  ear  less  intensely  than  in  non- 
constricted  cases.  Whereas,  in  normal  ears  the  sound  from  a  vertex 
fork  is  heard  louder  in  whichever  ear  is  closed  by  the  finger,  and 
less  loud  in  this  ear  on  removing  the  finger — the  reverse  is  true  of 
the  opposite  ear,  namely,  on  closing  one  ear  the  other  ear  appears 
to  hear  less  distinctly,  and  on  opening  the  closed  ear,  the  other  ear 
appears  to  hear  more  distinctly.  This  latter  is  apparent  only  im- 
mediately after  opening  its  fellow,  and  is  no  doubt  due  to  increased 
fatigue  in  the  more  stimulated  ear.  The  sound  is  quickly  equalized 
between  the  two  ears,  following  the  experiment. 

Execute  Gelle's  experiment,  using  a  double  stethoscope  in  the 
ears,  and  connect  each  tube  to  a  separate  rubber  air-bag.  Thi?  ar- 
rangement insures  an  equal  closure  of  both  meati,  and  equalizes 
the  sound  from  the  vertex  fork  as  between  the  two  ears.  On  com- 
pression and  on  suction  by  one  of  the  air  bags,  the  sound  of  the 
fork  will  be  diminished  markedly  in  the  ear  under  manipulation, 
and  perceived  with  increased  clearness  by  the  undisturbed  ear. 

Opening  and  shutting  the  jaw  produces  a  rumbling  sound  which 
is  greatly  accentuated  on  closing  the  external  auditory  meatus,  and 
diminished  during  this  procedure  by  applying  a  constricting  neck- 
band. 

Before  taking  up  some  experiments  on  abnormal  ears,  it  will  be 
well  to  briefly  discuss  the  meaning  of  those  just  recounted.  To  my 
mind,  it  would  be  more  remarkable  if  tinnitus  were  not  normally 
present  than  that  it  should  occur  in  healthy  ears.  The  wonderful 
anatomical  and  physiological  combinations  whereby  the  receiving 
mechanism  is  shielded  from  other  than  extraneous  sounds  presents 
a  most  fascinating  field  for  study,  and  although  I  hold  and  believe 
I  can  prove  this  to  be  so  perfect  as  to  practically  annul  sound-con- 
duction to  the  labyrinth  by  way  of  its  bony  walls,  and  though  this 
has  a  bearing  on  tinnitus,  lack  of  space  prevents  my  treating  this 
subject  at"  this  time. 

The  meaning  of  no  increase  in  normal  tinnitus  during  meatus 
closure  is  that  the  vibrations  detected  by  the  ear  are  not  present  in 
the  external  or  middle  ear,  at  least  in  sufficient  amplitude  to  be 
affected  by  the  increased  resonance  occasioned  by  the  former's 
closure.  In  other  words,  they  are  almost  wholly  due  to  intra-laby- 
rinthine    (cochlea)   irritation — probably,  from  the  smaller  vascular 
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Streams.  If  from  vessels  of  larger  size,  they  would  certainly  vary 
with  the  arterial  or  respiratory  pulse.  This  they  do  not  appear  to 
do,  unless  influenced  by  considerable  congestion  and  in  certain  in- 
dividuals. If  the  intra-labyrinthine  pressure  is  increased  by  meafts 
of  air-pressure  through  the  external  auditory  meatus,  by  Valsalva's 
experiment,  by  a  constricting  neckband,  or  by  other  meams,  and  in- 
sufificient  congestion  occurs  in  the  middle  ear  to  offset  the  effect  of 
this  increased  pressure,  all  sound  by  air  or  by  bone-iconduction  is 
heard  less  distinctly — hence  also  normal  tinnitus  under  these  con- 
ditions is  heard  with  less  intensity.  The  effect  of  increased  laby- 
rinthine pressure  is  an  important  cause  of  the  phenomena  elicited 
during  Gelle's  experiment.  It  may  be  brought  out  most  clearly  by 
a  hitherto  unpublished  experiment  on  the  effect  of  a  tight  constrict- 
ing neckband  on  nystagmus  during  and  subsequent  to  the  rotation 
tests  for  semi-circular  canal  activity.  Constriction  of  the  neck  ves- 
sels may  not  only  distinctly  lesson  normal  nystagmus,  both  as  to 
time  and  rapidity,  but  on  alternately  applying  and  removing  the 
band,  these  effects  will  appear  and  disappear.  Moreover,  vertigo 
is  markedly  lessened  while  the  band  is  operating,  and  its  removal 
and  use  are  accompanied  by  increased  and  diminished  dizziness 
respectively. 

So  much  for  the  effects  of  increased  pressure  in  the  labyrinth, 
except  to  state  that  sudden  increased  pressure  may  cause  a  tinnitus, 
distinct  from  the  normal.  As  for  the  changed  and  increased  tinnitus 
sometimes  experienced  under  the  influence  of  the  band,  this  may  be 
presumed  to  be  due  to  the  engorgement  of  the  vessels  in  and  about 
the  ear,  and  to  the  loading  of  the  conducting  mechanism  thereby. 

Extra-labyrinthine  entotic  sounds  should  be  increased  by  meatus 
closure,  and  I  have  found  and  reported  this  to  be  the  case  in  the 
ear  or  ears  closed.  Similarly  during  the  first  stages  of  drug  poison- 
ing, no  tinnitus  is  noted  on  closing  the  meati,  because  the  vibrations 
are  not  as  yet  sufficiently  intense  in  the  middle  and  external  ears 
to  be  appreciably  affected  by  the  meatus  closujre,  whereas,  later  an 
increase  is  obtained. 

Tinnitus  following  trauma  to  the  labyrinth  from  violent  aerial 
concussion  usually  reacts  to  pressures,  increased  resonance,  and 
suction,  as  does  the  normal  tinnitus.  From  what  has  been  said  be- 
less  change  will  be  detected. 

The  tuning-fork  tests  in  combination  with  the  meatus  closure, 
neckband,  Gelle's  and  other  experiments,  work  out  logically  along 
the  line  already  designated,  and  the  noises  incident  to  moving  the 
lower  jaw  are  increased  during  meatus  closure  because  they  are  set 
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up  mainly  in  the  external  meatus  and  drum  membrane,  and  so  re- 
spond to  any  increased  resonance  brought  about  therein. 

Having  briefly  discussed  the  determining  factors  in  the  causations 
and  variations  of  tinnitus  in  normal  ears,  we  are  now  in  position  to 
better  understand  some  of  the  vagaries  of  tinnitus  accompanying 
disease. 

Noises  from  or  by  way  of  the  pharyngeal  end  of  the  Eustachian 
tube  are  less  clearly  heard  if  the  corresponding  meatus  is  closed. 
This  may  be  proved  by  swallowing  while  a  tuning  fork  (Ci)  is 
vibrating  beneath  the  nostrils  or  on  the  vertex.  A  distinct  increase 
in  sound  is  apparent  during  the  act,  but  if  the  meatus  is  closed  less 
change  will  be  detected. 

Experiments  on  abnormal  ears  are  interfered  with  by  so  many 
unrecognizable  factors  that  observations  and  deductions  must  be 
reported  most  guardedly,  and  yet  after  carefully  testing  hundreds 
of  cases,  certain  facts  stand  out  so  clearly  that  they  should  be  set 
down,  some  with  more  and  some  with  less  decisiveness. 

Who  has  not  been  impressed  with  the  extraordinary  fact  that 
tinnitus  often  seems  to  bear  no  relation  to  the  detectable  otitic  le- 
sions? There  is  more  to  this  than  the  mere  inability  of  the  surgeon 
to  recognize  the  otitic  etiology  of  the  tinnitus,  for  cases  often  pre- 
sent which  show  little  functional  or  anatomical  changes  in  the  ear, 
and  yet  suffer  from  tinnitus  to  an  extent  which  renders  life  mis- 
erable. These  cases,  as  a  rule,  have  the  ear-marks  of  neurasthenia, 
and  it  is  their  hypersensitiveness  which  is  the  determining  factor 
in  the  trouble.  Treatment  of  the  otitis  as  such  accomplishes  little 
or  nothing.  Again,  slight  congestions  and  middle-ear  lesions  in 
themselves  may  induce  hypersensitiveness  and  neurasthenia  by  caus- 
ing an  increased  perception  of  the  tinnitus  through  the  shutting 
off  of  extraneous  sound,  and  through  the  relative  increase  of  cranio- 
tympanic  sound-conduction,  concomitant  therewith.  It  follows  that 
these  vicious  interdependent  reactions  tend  to  mutually  increase 
one  another  until  the  inner  ear  is  seriously  affected  through  non- 
use,  unless  one  or  more  of  the  determining  factors  are  speedily 
removed. 

In  many  cases  of  active  suppurative  or  catarrhal  otitis,  the  appli- 
cation of  a  neckband  will  cause  tinnitus  or  increase  that  already 
present.  In  these  cases,  a  hyperemia  is  present,  and  it  would  in- 
deed be  surprising  if  added  congestion  did  not  cause  an  increase  in 
the  irritation  of  the  eighth  nerve-terminals  in  the  labyrinth,  irre- 
spective of  increased  irritation  through  hyper-^congestion  through- 
out the  middle  ear. 
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If  tinnitus  occurs  during  active  inflammatory  reaction  during  or 
following  destruction  of  the  inner  ear,  it  is  increased  in  severity  by 
the  application  of  the  neckband. 

If  congestion  in  the  Eustachian  tube  is  the  determining  factor  in 
tinnitus,  local  astringent  or  other  measures  diminishing  it  will  be 
effective,  and  the  introduction  into  the  external  auditory  meatus 
of  solutions  of  cocain  will  affect  tinnitus  if  its  anesthetizing  or 
astringent  effects  are  felt  by  the  tissues  from  whence  the  irrita- 
tion originates.     This  should  be  kept  in  mind  as  a  diagnostic  aid. 

When  impacted  cerumen  is  the  determining  cause  of  tinnitus, 
closure  of  the  meatus  will  produce  an  increased  perception  of  the 
sound — unless  the  cerumen  completely  blocks  the  canal,  is  in  con- 
siderable amount.,  or  firmly  packed,  especially  against  a  large  por- 
tion of  the  drum  membrane.  Even  so,  the  tinnitus  may  be  in- 
creased if  meatus  closure  is  able  to  markedly  affect  the  resonance 
of  the  canal.  Slight  irritation  may  be  sufficient  to  cause  tinnitus — 
for  instance,  the  removal  of  a  small  particle  of  dried  cerumen,  no 
larger  than  a  pinhead,  from  the  drum,  but  more  especially  from  or 
near  the  processus  brevis  of  the  malleus,  may  be  followed  by  per- 
manent relief  from  a  tinnitus  of  years'  standing. 

Impacted  cerumen  and  tinnitus  are  real  dangers,  and  should  be 
attended  to  without  delay,  as  their  presence,  even  as  such,  may  not 
only  cause  deafness,  but  by  the  effect  upon  and  relation  to  con- 
tributing causes  of  ear  disease,  they  enhance  and  perpetuate  the 
vicious  lesions  in  the  middle  ear,  affect  the  nervous  system,  and 
influence  the  inner  ear  by  these  means  and  by  non-use. 

In  many  persons  tinnitus  is  troublesome  only  at  night,  and  when 
recumbent,  with  the  ear  buried  in  the  pillow  or  when  the  meatus 
is  filled  with  a  cotton  or  cerumenous  plug.  Relief  in  such  cases  is 
facilitated  if  these  determining  factors  are  inquired  into  and  re- 
moved. 

There  is  a  class  of  cases  in  which  I  have  been  particularly  inter- 
ested, namely  those  whose  tinnitus  is  relieved  and  almost  invariably 
removed  by  the  application  of  a  tight  constricting  neckband.  This 
class  may  be 'subdivided  roughly  into  two  main  sub-classes:  (i) 
neurasthenic ;  (2)  non-neurasthenic.  In  the  first  class  I  have  pa- 
tients who  have  worn  the  neckband  for  long  periods  of  time,  and 
found  satisfactory  relief  from  their  tinnitus.  It  may  be  that  they 
benefit  also  from  the  soothing  and  soporific  effect  of  the  appliance. 
In  the  second  class,  the  results  of  applying  the  band  often  seem 
miraculous,  and  the  patient  will  exclaim  delightedly,  "Why!  my' 
noises  have  gone!"  and  remarkable  to  relate  they  stay  away  if  with 
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other  appropriate  treatment  the  neckband  is  continued.  I  can  only 
explain  these  results  by  the  quieting  effect  of  the  band,  by  the  in- 
crease in  labyrinthine  pressure,  and  it  may  be  also  by  the  relief  of 
the  under-tension  in  the  middle  ear,  which  is  brought  about  by  the 
-congestion  out-balancing  the  weighting  effects  of  this  congestion 
on  the  middle-ear  mechanism. 

It  is  commonplace  to  have  the  lesser  degrees  of  tinnitus  benefited 
by  Politzerization,  pneumo-massage,  or  other  methods  of  treatment, 
and  this  benefit  is  due  not  only  to  the  restoration  toward  normal  of 
the  air  pressures  in  the  middle  ear  and  tube,  but  also  to  the  co- 
incidently  restored  normal  pressure  in  the  labyrinth.  Deafness, 
tinnitus,  and  increased  bone-conduction  return  with  a  recurrence 
of  the  retraction  of  the  drum  and  ossicles.  Treatment  of  this  con- 
dition demands  more  than  inflation  at  the  hand  of  the  surgeon. 
Methods  must  be  used  which  insure  to  the  patient  cor\tinuous  re- 
lief, to  the  end  that  he  may  not  be  on  the  down  grade  except  for  the 
few  hours  following  his  visit  to  his  otologic  adviser. 

This  is  important  also  from  the  standpoint  of  tinnitus,  for  as  we 
have  shown,  entotic  noises  may  diminish  the  perception  of  external 
sounds  as,  conversely,  the  increased  audition  of  extraneous  sounds 
mask  those  from  within. 

Tinnitus,  in  true  oto-sclerosis,  is  influenced  sometimes  by  in- 
creased labyrinthine  pressure  induced  by  the  neckband,  but  rarely 
by  increased  pressures  in  the  external  meatus.  The  effect  of  in- 
creased pressures  varies  indirctly  with  the  extent  and  location  of 
the  lesions.  In  nerve  deafness,  a  neckband  will  diminish  tinnitus 
unless  the. determining  factor  of  such  tinnitus  is  extra-labyrinthine, 
in  which  case  it  will  but  rarely  lessen  it. 

I  find  that,  as  a  rule,  tinnitus  in  abnormal  ears  in  influenced  by 
meatus  closure  and  the  neckband,  as  would  be  expected  from  the 
results  of  experiments  on  normal  ears ;  and  from  my  observations 
on  both  I  am  led  to  believe  that  much  can  be  learned  by  submitting 
patients  to  the  experiments  herein  detailed,  bearing  in  mind  the 
while  the  results  obtained  on  normal  ears. 

In  chronic  non-suppurative  otitis  with  tinnitus, '  the  following 
general  rules  may  be  tentatively  deduced  from  my  investigations : 
If  closure  of  the  meatus  diminishes  the  tinnitus,  the  determining 
factors  are  slight  in  extent  and  easily  influenced  by  treatment 
(usually  tubal).  If  closure  of  the  meatus  increases  the  tinnitus, 
the  determining  factors  are  due  to  appreciable  extra-labyrinthine 
lesions,  and  the  prognosis  is  less  hopeful.  If  a  constricting  neck- 
band  increases   the   tinnitus,   the   determining   factors   are  mainly 
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in  the  middle  .ear,  and  are  more  or  less  influenced  by  treatment,  ac- 
cording to  the  character  of  the  lesions.  If  a  constricting  neckband 
diminishes  the  tinnitus,  the  determining  factors  are  either  in  the 
labyrinth  or  its  walls,  and  are  due  to  reflex  irritations  or  to  gen- 
eral conditions,  such  as  anemia,  neurasthenia,  etc..  with  or  without 
accompanying  middle-ear  lesions.  The  prognosis  in  these  cases  is 
better  than  appears  at  first  sight.  If  meatus  closure  and  the  con- 
stricting neckband  have  no  eflfect  on  a  marked  tinnitus,  it  is  diffi- 
cult to  deduce  therefrom  reliable  information,  but  negative  results, 
if  anything,  indicate  long-standing  or  sclerotic  conditions,  rebellious 
to  treatment.  If  the  neckband  diminishes  tinnitus,  and  increased 
air-pressure  in  the  external  auditory  canal  has  no  effect,  it  is  prob- 
able that  extreme  ankylosis  or  oto-sclerosis  exists.  . 

As  there  are  apparent  deviations  from  these  general  rules,  other 
signs  and  symptoms  must  of  course  be  considered  in  diagnosing  the 
determining  factors  in  tmnitus  aurium,  but  I  hope  the  rules  sug- 
gested will  be  of  interest  not  only  from  a  diagnostic  standpoint,  but 
also  and  more  important,  from  the  viewpoint  of  therapeutic  indi- 
cations. 

Further  investigations  along  similar  and  collateral  lines  to  those 
indicated  in  this  report,  will,  I  hope,  finally  make  the  otologist  mas- 
ter of  his  bete  noir,  tinnitus  aurium. 

6x6  Madison  Avenue. 


The  Causes  and  Treatment  of  Reflex  Cough.  S.  Marx,  Ztschr. 
f.  Ohrenh.  u.  Laryngo-Rhinol.,  Band  65,  Heft  4,  August,  1912. 
The  reflex  cough  due  to  "plugs"  within  the  tonsillar  crypts  is 
characterized  by  its  spasmodic  yelling  attacks,  the  accompanying 
watery  secretion  from  the  eyes  and  the  nose,  and  the  occasional  ex- 
pectoration of  saliva  and  pharyngeal  mucus  at  the  end  of  the  attacks 
in  severer  cases.  It  may  be  incited  by  touching  the  affected  part  of 
the  tonsil  with  a  probe  or  hook.  In  fifty  otherwise  normal  cases, 
the  writer  could  not  incite  tonsillar  reflex  cough.  The  treatment 
consists  in  repeated  multiple  incisions  into  the  tonsils  and  the  re- 
moval of  the  plugs.  Tonsillotomy  is  of  no  avail.  In  severer  cases 
tonsillectomy  has  to  be  resorted  to.  The  writer  reports  eight  suc- 
cessfully treated  cases.  -  Glogau. 


SOME  CURABLE  AFFECTIONS  OF  THE  ACOUSTIC 
NERVE.* 

DR.  ALIfRED  I^EWY,  CHICAGO. 

Under  this  title  it  is  intended  to  describe  a  group  of  cases  differ- 
ing in  etiology  but  having  in  common  a  lessened  hearing-power  for 
the  spoken  or  whispered  voice;  for  tuning-forks  especially  by  con- 
duction through  the  cranial  bones ;  and  their  difference  from  actual 
degeneration  of  the  acoustic  nerve  in  that  recovery,  ensues  under 
appropriate  treatment. 

It  is  not  the  intention  to  consider  in  this  paper  hysterical  deaf- 
ness nor  acute  anemia  of  the  labyrinth,  both  of  which  have  won 
considerable  text-book  recognition,  but  more  especially  a  form  of 
hardness  of  hearing  of  rather  gradual  onset,  due  to  general  anemia 
of  longer  standing;  to  a  general  systemic  depression,  or  to  neuras- 
thenia. The  drug  intoxications  and  the  toxemias  of  the  various 
infectious  and  constitutional  diseases  which  may  cause  a  disturb- 
ance of  function  of  the  acoustic  nerve,  as  of  others,  without  neces- 
sarily resulting  in  a  permanent  lesion,  will  also  be  briefly  consid- 
ered. 

The  references  to  this  class  of  cases,  with  the  exception  of  drug 
intoxications  and  the  toxemias  Of  the  infectious  diseases,  in  most 
text-books  are  casual,  and  direct  reports  of  such  in  the  literature  are 
not  frequent,  so  that  we  may  infer  either  that  they  are  rare,  which 
I  do  not  believe,  or  that  they  have  not  attracted  much  attention. 
Perhaps  the  fact  that  they  recover,  and  no  doubt  often  spontaneous- 
ly, accounts  somewhat  for  the  lack  of  attention  paid  to  them. 

I  am  of  the  opinion  that  cases  of  what  we  may  call  functional 
depression  or  asthenia  of  the  cochlear  nerve  due  to  various  causes 
are  fairly  common,  either  alone  or  associated  with  tubal  catarrh. 
It  is  reasonable  to  suppose  that  within  normal  limits  the  hearing  as 
well  as  other  functions  is  subject  to  variations.  In  fact,  Edelmann,^ 
in  experimenting  on  himself  with  his  normal  siren  (an  improved 
and  accurate  acoumeter),  found  such  to  be  the  case.  In  abnormal 
degree  this  form  of  deafness  is  reported  during  convalescence  from 
typhoid.""^  Politzer,^  in  a  foot-note,  refers  to  "Torpor  nervi 
acustici"  described  by  Rohrer  as  occurring  in  persons  under  50, 
with  otitis  media  chronica.     Urbantschitsch°  also  mentions  torpid- 
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ity  of  the  acusticus,  a  progressive  form  associated  with  middle-ear 
disease,  but  says  nothing  as  to  prognosis.  He  also  describes  fatigue 
of  hearing,  "Ueberanstrengung,"  temporary  or  permanent,  believed 
by  him  to  be  due  to  cramp  of  the  tensor  tympani.  The  tuning-fork 
findings  are  not  described.  Fatigue  of  hearing  is  also  described 
by  Hammerschlag,"  Gelle,''  Blake"  (occupational),  Lannois^"  and 
Dench.^^ 

Ballenger,  treating  of  hysteria,  mentions  the  fatigue  symptom 
(after  perception  for  the  sound  of  the  vibrating  tuning-fork  has 
ceased,  the  tone  is  again  heard  if  the  fork  is  removed  for  a  moment 
and  replaced  without  having  been  struck  again.)  Under  the  head 
''neurasthenia,"  Phillips^^  describes  hyperacusis  with  tinnitus,  but 
says  nothing  of  depression  of  function.  Barnhill  and  Wales^*  indi- 
cate that  the  symptoms  of  nerve-deafness  may  be  found  in  chronic 
anemias  or  after  exhausting  illness  and  Dench^^  goes  a  little  more 
into  detail  on  this  subject.  Grunert^®  mentions  deafness  due  to  sub- 
acute anemia.  Urbantschitsch^  mentions  deafness  in  myxedema, 
responding  to  thyroid  treatment ;  it  is  also  described  in  nephritis,^^ 
increasing  and  decreasing  with  the  anasarca,  in  recurrent  fever, ^* 
and  periodically  in  malaria.^"  There  is  also  described  vaso-motor 
deafness  of  sudden  onset,  associated  with  redness  of  the  same  side 
of  the  face  and  disappearing  just  as  rapidly. 

Can  we  differentiate  these  recoverable  cases  from  those  of  or- 
ganic changes  in  the  nerve  by  the  clinical  examination?  I  think  we 
can,  at  least  with  probability,  by  careful  investigation  of  the  etiology 
and  by  careful  tuning-fork  tests.  It  may  sometimes  be  necessary 
to  supplement  these  by  a  short  period  of  observation.  Nerve- 
degeneration  is  more  apt  to  occur  in  men ;  in  those  whose  occupa- 
tion subjects  them  to  continuous  noise;  in  both  sexes  past  middle 
age ;  in  young  people  as  the  result  of  one  of  the  infectious  diseases, 
particularly  meningitis,  mumps,  or  hereditary  syphilis,  while  in  old- 
er people  acquired  syphilis,  and  later  arterio-sclerosis  are  factors. 
Osteomyelitis  and  leukemia  are  occasional  causes.  The  loss  of 
hearing  is  usually  severe,  unequal  in  both  ears  except  when  very 
advanced,  and  the  loss  of  the  upper  tone-limit  as  a  rule,  or  of  other 
areas  of  the  scale,  is  marked.  In  a  series  of  cases  of  neuritis  de- 
scribed by  Zytowich,"  the  perception  taken  all  along  the  scale  from 
C  to  c*,  was  very  variable.  I  might  mention  here  that  in  six  of 
seven  cases  of  acoustic  nerve-degeneration  examined  by  me  the 
vestibular  reaction  to  rotation  was  subnormal. 

In  the  simple  asthenia  or  functional  depression  of  the  cochlear 
nerve  the  etiological   factor   is  apt   to  be  a   depressing   illness,  a 
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chVonic  anemia  or  nervous  stress;  the  loss  of  hearing  not  so  severe 
(about  5  feet  or  more  for  the  whispered  voice)  and  not  of  long 
standing,  both  upper  and  lower  tone-limits  nearly  normal,  except 
the  loss  of  lower  tones  when  tubal  catarrh  is  associated,  and  with 
this  there  is  shortened  perception  for  the  tuning-fork  through  the 
cranial  bones  by  both  Schwabach  and  Rinne  tests.  In  the  neuras- 
thenic form  the  vestibular  reaction  to  rotation  is  increased,-^  and 
the  fatigue  symptom  is  present.  The  association  of  this  fatigue 
symptom  and  shortened  bone-conduction  with  tubal  catarrh  lead 
to  the  suggestion  that  in  some  cases  the  internal  ear-disturbance 
may  be  due  to  over-exertion  in  the  attempt  to  hear  clearly  in  the 
presence  of  defective  conduction  of  sound.  (See  case  of  the  piano 
tuner  reported  below). 

Another  condition  occasionally  giving  the  findings  of  nerve- 
deafness  with  prompt  recovery  on  removal  of  the'  cause  is  impacted 
cerumen.  It  is  not  to  be  forgotten  that  genuine  nerve-degenera- 
tion may  be  associated  with  cerumen.  This  condition  is  'now  being 
investigated  by  my  colleague,  Dr.  Sonnenschein. 

At  this  point  I  should  like  to  offer  a  suggestion,  without,  how- 
ever, sufficient  clinical  evidence  to  warrant  the  name  of  theory: 
that  a  purely  local  lesion  of  the  cochlear  nerve,  that  is  a  lesion  spe- 
cifically affecting  the  peripheral  neuron,  is  apt  to  show  diminished 
hearing  especially  in  certain  areas  of  the  tone  scale,  while  a  sys- 
temic depression,  acting  through  the  sensorial  center  or  possibly 
through  the  nucleus  of  the  eighth  nerve  will  show  diminished  hear- 
ing of  approximately  the  same  degree  for  all  tones,  and  may  be 
associated  with  depression  or  hyperesthesia  of  other  senses. 

I  present  herewith  three  case-histories  in  which  the  internal  ear- 
disturbance  appears  to  have  been  of  the  so-called  functional  variety. 

Case  I :  B.  B.,  age  39;  occupation,  piano  tuner;  has  congenital 
cataracts  and  ocular  nystagmus.  Following  "a.  cold"  two  months 
before,  had  dull  pain  and  feeling  of  fullness  in  both  ears,  accom- 
panied by  a  noise,  like  running  water.  Examination,  November  8, 
shows  the  following: 

Membrana  tympani :  right  and  left,  retracted,  dull,  Schwabach : 
A  fork  10  seconds  and  again  10  seconds  on  replacement ; 
(fatigue  symptom)  ;  normal  for  our  fork,  28  seconds.  Weber:  not 
lateralized.  Rinne:  right,  4-12:33;  left,  -[-12:35;  normal,  -|-I5:35. 
Whisper:  right  and  left,  10  feet.  Low  limit:  right,  Go  (24  v.  d.)  ; 
left,  G2  (24  V.  d.).    High  limit:  right  and  left  normal  for  c*. 

After  inflation  the  whisper  was  heard  20  feet  in  both  ears.  Fa- 
tigue symptom  still  present.    Diagnosis:  tubal  catarrh:  asthenia  of 
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the  acoustic  nerve.  Tubal  catarrh  because  of  the  marked  improve- 
ment on  inflation,  and  the  loss  of  low  tone  limit;  asthenia  acustici 
because  of  the  relatively  shortened  bone-conduction  by  both  Schwa- 
bach  and  Rinne  tests,  and  the  fatigue  symptom.  Treatment :  infla- 
tion, massage ;  strychnia. 

December  13:  Whisper  before  inflation:  right,  i8  feet;  left,  20 
feet ;  Schwabach,  2^  seconds ;  no  fatigue  symptom  present.  Low 
limit :  right,  C-,  16  v.  d. ;  left,  G2,  after  inflation  C". 

Case  2:  Mrs.  M.  W.,  age  25;  for  several  months  has  suffered 
from  some  pelvic  disturbance,  the  exact  nature  of  which  could  not 
be  learned.  For  a  month  or  more  difficult  hearing  and  tinnitus 
which  she  described  as  throbbing.     Examination,  October  16: 

Membrana  tympani :  right,  negative ;  left,  negative.  Whisper : 
right,  "four"  at  4  feet,  "six''  at  8  feet;  left,  "four"  at  4  feet,  "six' 
at  7  feet.  Schwabach:  variable,  average  15  seconds  (normal,  28 
seconds.)  Weber:  left,  Rinne;  right,  -|-8:i8;  left,  -f8:i8.  Low 
limit :  right,  Co,  16  v.  d. ;  left,  Cj  16  v.  d.  High  limit :  right,  0.3 ; 
left,  0.3  ;  (normal,  0.5.) 

This  test  shows  Schwabach  about  50  per  cent  of  normal,  Rinne 
slightly  more  than  50  per  cent  for  both  bone  and  air  conduction. 
No  loss  of  either  high  or  low  tone  limits,  iri  fact,  the  high  limit  is 
slightly  increased  in  sensitiveness.  There  was  no  improvement  on 
inflation  at  this  time.  The  apparent  better  hearing  for  sibilants  is 
not  entirely  consistent  with  the  tuning-fork  tests.  No  evidence  of 
hysteria.     Diagnosis :  asthenia  nervi  acustici. 

She  was  referred  to  her  physician  for  general  roborant  treat- 
ment, and  on  November  26  another  test  showed  as  follows :  Whis- 
per: right,  18  feet;  left,  14  feet;  after  inflation,  both  ears  22  feet; 
Schwabach  varied  from  20  to  30  seconds;  Rinne:  right,  -{-10:23; 
left,  +15:33.  Apparently  a  mild  tubal  catarrh  had  supervened; 
meanwhile  a  considerable  degree  of  recovery  from  the  asthenia 
acustici  had  been  obtained. 

Case  j:  Mrs.  H.  A.  A.,  age  30;  two  children;  influenza,  fol- 
lowed by  double  frontal  sinusitis  two  months  before,  from  which 
recovery  seems  complete.  Now  complains  of  whizzing  noise  in 
both  ears.  Examination  made  with  the  Reiner  set  of  forks  as  rec- 
ommended by  Neumann  shows  the  following: 

Membrana  tympani :  right  and  left  normal.  Whisper :  before 
inflation,  right,  10  feet;  left,  8  feet;  after  inflation,  right,  14 
feet;  left,  12  feet.  Schwabach,  10/15  of  normal.  Rinne,  right. 
-|- 10/25;  I^ft'  ~riO'^25;  normal,  15/60.  C,  right,  35/70  of  normal; 
/eft,- 22/70  of  normal.    C:  right  and  left  slightly  shortened.  Diagno- 
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sis :  tubal  catarrh  wjth  asthenia  nervi  acustici,  probably  due  to 
anemia.  Returned  to  her  physician  for  tonic  treatment,  under 
which  she  recovered. 

Of  the  drug  intoxications,  perhaps  quinin  is  the  best  known.  The 
destructive  effects  of  this  drug  are  exerted  largely  upon  the  gan- 
glion cells  of  the  cochlea.  The  degeneration  of  the  organ  of  Corti 
and  of  the  acoustic  nerve  are  believed  to  be  secondary  eft'ects  and 
the  hemorrhagic  exudations,  supposed  to  be  due  to  agonal  convul- 
sions.^*"-'' The  cases  which  recover,  that  is  to  say,  those  in  which 
no  permanent  organic  lesion  is  established,  are  more  frequent,  and 
we  can  only  conjecture  that  some  form  of  irritation,  resulting  in 
depression  of  function  takes  place.  Probably,  judging  from  the 
hyperemia  of  the  middle-ear,  there  is  also  hyperemia  of  the  laby- 
rinth. It  is  difficult  to  say  sometimes  whether  the  symptoms  are 
due  to  the  drug  or  the  disease  for  which  the  drug  is  given,  but 
where  the  disease  is  not  one  which  produces  nerve-deafness,  and 
where  the  symptoms  improve  rapidly  after  withdrawal  of  the  drug, 
other  factors  being  excluded,  one  is  justified  in  assuming  that  the 
drug  has  been  responsible.  Many  drugs  are  reported  to  have 
caused  deafness  with  the  functional  findings  of  nerve-deafness,  and 
I  believe  one  may  safely  assume  that  any  of  these  may  cause  only 
temporary  deafness  when  the  toxic  effect  is  not  too  severe. 

The  frequent  use  of  salvarsan  at  the  present  time  has  brought 
arsenic  preparations  to  the  foreground.  The  recently  reported 
cases  of  deafness  due  to  this  drug  have  apparently  been  cases  of 
permanent  injury.  Arsenic  also  affects  the  ganglion  cells-^  as  do 
the  salicylates.^^-^® 

Alcohol  and  tobacco  toxemias  often  co-exist.  The  alcoholic  form 
may  be  part  of  an  alcoholic  polyneuritis.  Amblyopia  may  also  be 
present.  The  pathology  of  the  amblyopia  is  a  degeneration  of  the 
papillo-macular  bundle,  probably  an  ascending  degeneration  due  to 
death  of  the  retinal  ganglion  cells.^°  Alcoholic  neuritis,  perhaps 
more  than  others  may  be  associated  with  a  conduction  deafness  due 
to  a  catarrhal  process.  Zytowich  claims  to  have  shown^^  that  char- 
acteristic for  the  alcoholic  form  of  neuritis  is  a  relative  loss  of  low 
tones,  associated  with  shortened  bone-conduction.  Degenerative 
changes  found  by  him  were  more  marked  in  the  upper  part  of  the 
cochlea.  Alexander  states^^  that  in  chronic  alcohol  and  nicotin 
poisoning  the  vestibular  reaction  to  the  usual  tests  may  be  either 
increased  or  decreased. 

Other  substances  reported„t,o.  have  caused  deafness  are  chloro- 
form,^*    iodin,3*    carbon    monoxid,^^    oil    of    chenopodium^^    mush- 
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rooms,^^  lead,'^  mercury,^®  phosphorus,*"  silver,*^  carbon  dioxid,*'' 
carbon  disiilphate,*'  smoke,**  ergot,*''  morphin.*' 

A  case  of  quinin  poisoning  seen  by  me  gave  the  following  find- 
ings, which  are  somewhat  incomplete  on  account  of  loss  of  the 
record :  The  whispered  voice  is  heard  5  feet  in  either  ear ;  slight 
improvement  on  inflation ;  Schwabach  60  per  cent  normal :  Webei 
indefinite ;  Rinne  osseous  conduction  50  per  cent,  air  60'  per  cent 
of  normal;  low  limit  G,  (24  v.  d.)  ;  high  limit  with  the  Edelmann 
Galton  whistle  0.3  (normal  0.5.) 

Patient's  history  follows :  D.  W. ;  aged  40,  occupation,  bartender , 
alleged  moderate  use  of  liquor;  had  a  cold  for  two  weeks,  for  which 
he  took  quinin,  quantity  unknown ;  for  a  week  deafness  and  noise 
like  rushing  water  in  ears.  The  quinin  was  withdrawn ;  after  three 
weeks  the  tinnitus  was  relieved,  hearing  for  whisper  18  feet.  This 
patient  disappeared  from  observation. 

Many  of  the  infectious  diseases  are  known  to  have  caused  nerve- 
deafness  without  suppurative  lesion.  Unfortunately,  most  of  these, 
at  least  at  the  time  they  usually  come  under  the  observation  of  the 
otologist,  are  irreparable.  Undoubtedly  earlier  recognition  will 
lead  to  better  results.  Of  these  diseases  mumps  as  a  cause  of  deaf- 
ness is  perhaps  the  best  known.  Typhoid  fever,  influenza,  diph- 
theria, scarlet  fever,  measles,  syphilis,  rheumatism  and  herpes  zoster 
are  also  oflfenders.  Siebenmann*®  and  Witmaack*^  describe  acoustic 
neuritis  due  to  the  toxemia  of  tuberculosis,  causing  a  permanent 
lesion.  It  is  to  be  remembered  that  a  nerve-deafness  during  conva- 
lescence from  a  protracted  disease  like  typhoid**'**  may  be  due  sim- 
ply to  functional  depression  or  asthenia  nervi  acustici.  Of  the  non- 
infectious diseases,  if  I  may  call  them  all  so,  carcinoma,^''  diabetes,^^ 
leukemia,  pernicious  anemia,  and  purpura*  should  be  kept  in  mind 
in  the  etiology  of  acoustic  neuritis. 

The  so-called  rheumatic  form  of  acoustic  neuritis,  the  real  eti- 
ology of  which  is  in  doubt  except  in  the  cases  associated  with 
polyarthritis,  is  described  as  coming  on  rapidly  with  deafness,  tin- 
nitus, vertigo,  nausea  and  ataxia  (most  of  these  cases  were  de- 
scribed before  accurate  observation  of  nystagmus  was  practiced) 
either  with  or  without  associated  lesions  of  the  facial  and  other 
cranial  nerves,  and  with  or  without  herpes.  Under  this  head  Ham- 
merschlag  reported  a  series  of  cases  in  1901.^-  Bing^"  reported  a 
case  without  static  disturbances  or^  associated  lesions  of  other 
cranial  nerves.  Some  of  these  recovered  and  some  did  not.  Bezold^* 
in  his  admirable  work,  under  the  general  head  polyneuritis,  describes 
as  group  D,  those  presenting  the  same  cochlear  and  static  disturb- 
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ances,  but  makes  no  mention  of  associated  paralyses  or  herpes,  and 
makes  a  favorable  prognosis.  Similar  cases  are  reported  by  Zyto- 
wich,^^  who  includes  modern  methods  of  testing  the  vestibular  re- 
action, and  finds  it  sometimes  increased,  sometimes  diminished. 
Whether  these  cases  are  rheumatic,  or  belong  to  the  group  de- 
scribed by  Ramsay^"  as  "Acute  poliomyelitis  posterior  of  the  genicu- 
late, auditory,  glosso-pharyngeal  and  pneumogastric  ganglia,  that 
is  to  say  herpes  zoster,  is  a  question.  As  neither  the  vestibular 
nor  cochlear  ganglia  govern  any  nerve  terminals  in  the  skin  or 
mucous  membrane,  affections  of  these  ganglia  alone  would  not 
cause  herpes. 

As  an  example  of  nerve-deafness  (in  this  case  combined  with 
middle-ear  trouble),  resulting  from  an  infectious  disease  and  re- 
sponding promptly  to  treatment,  permit  me  to  report  the  following 
case  of  syphilis : 

L.  H.,  female,  aged  22 ;  deafness  and  tinnitus  of  three  weeks' 
duration;  tinnitus  like  bells  ringing.  Examination,  August  10, 
1910:  Papules  in  right  and  left  canals.  Speech:  right,  8  inches: 
left,  5  inches.  Schwabach :  A-fork,  70  seconds;  (normal,  28.) 
Weber,  left.  Rinne  right.  -\-io/2i;  left,  indefinite  0/15;  (normal, 
15/35.)  Low  limit:  left,  F#  90  v.  d. ;  right,  F#  90  v.  d.  High  limit: 
left,  5.00;  right,  4.00;  normal,  0.5. 

Initial  lesion  present  on  genitals ;  macular  eruption ;  mucous 
patches  on  tonsils.  Treatment:  intra-muscular  injections  of  mer- 
cury. 

October  8,  1910:  Whisper  heard  at  6  feet.  January  11,  1911 : 
Whisper  at  22  feet;  c*  normal;  low  limit  G2  (24  v.  d.).  This  case 
is  especially  interesting  because  of  the  early  development  of  an  in- 
ternal ear  affection,  coincident  with  the  primary  lesion  and  sec- 
ondary eruption,  because  of  the  condition,  affecting  the  external, 
middle  and  internal  ear,  and  on  account  of  the  rapid  response  to 
antisyphilitic  medication,  particularly  of  the  internal  ear  condition. 
There  was  no  complaint  of  vertigo  or  ataxia,  and  we  found  no  evi- 
dence of  hysteria. 

Politzer  has  said  that  the  auditory  is  the  most  vulnerable  of  all 
the  cranial  nerves.  Of  144  cases  of  deafness  due  to  non-suppura- 
tive  causes  observed  on  Dr.  Norval  Pierce's  service  at  the  Illinois 
Charitable  Eye  and  Ear  Infirmary,  and  in  patients  of  sufficient  age 
and  intelligence  to  permit  accurate  tuning-fork  tests,  fifty-seven 
were  cases  of  nerve-degeneration,  and  thirty-five  others  showed 
nerve-deafness  as  an  element.  This  appears  to  be  a  larger  propor- 
tion than  one  ordinarily  sees  in  private  practice,  and,  of  course, 
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does  not  include  the  cases  of  tubal  catarrh  so  common  in  children 
with  adenoid  hypertrophy,  but  it  shows  the  importance  of  more  at- 
tention to  this  phase  of  deafness. 

By  careful  attention  to  the  cause  of  nerve-deafness,  by  systematic 
and  accurate  functional  tests  leading  to  earlier  recognition  of  this 
condition,  I  believe  we  can  learn  to  distinguish  the  curable  from 
the  non-curable  forms,  and  particularly  may  we  learn  to  avoid  those 
errors  of  treatment  that  arise  from  inaccurate  diagnoses. 

In  conclusion,  I  wish  to  express  my  thanks  to  Dr.  Norval  Pierce 
who  first  called  my  attention  to  recoverable  forms  of  nerve-deaf- 
ness and  to  whom  I  am  further  indebted  for  his  teaching  and  ad- 
vice, as  well  as  for  the  opportunity  to  study  patients  at  his  clinic, 
to  Dr.  Robert  Sonnenschein  for  assistance  in  tuning-fork  tests,  and 
to  Dr.  Maximilian  Mcinhardt,  for  the  reference  of  interesting 
cases. 

BIBLIOGRAPHY. 

1.  Edelmann:     Leitfaden  der  Akustik  fur  Ohrenaerzte. 

2.  Bezold:     Lehrbuch  der  Ohrenheilkunde. 

3.  Ost-ma>"n:     Lehrbuch  der  Ohrenheilkunde. 

4.  Politzer:     Lehrbuch  der  Ohrenheilkunde,  5th  edition. 

5.  Politzer:     Lehrbuch  der  Ohrenheilkunde,   4th  edition. 

6.  Urbantschitsch:     Lehrbuch  der  Ohrenheilkunde. 

7.  Hammerschlag  :     Wr.  Allg.  Med.  Zeitung,  1904. 

8.  Gelle:     Annals  of  Otology,  1888. 

9.  Gelle:     Societe  de  Biolog.,  1889. 

10.  Lannois:     Comp.  Rend,  Paris,  1889. 

11.  Dejtch:     Diseases  of  the  Ear. 

12.  Ballenger:     Diseases  of  the  Nose,  Throat  and  Ear. 

13.  Phillips:     Diseases  of  the  Nose,  Throat  and  Ear. 

14.  Babnhill  and  Wales:     Modern  Otology. 

15.  Dench:     ibidem. 

16.  Grunert:     Grundriss  der  Otologic. 

17.  Dieulafoy:     Gazetta  Hebdom.,  1873. 

18.  Ostmann:     ibidem. 

19.  Ostmaxn:     ibidem. 

20.  Ukbantschitsch:     ibidem. 

21.  Politzer:     ibidem. 

22.  Zytowich:     Arch.  f.  Ohrenh.,  Bd.  85,  No.  4,  1911. 

23.  Alexander:     Wr.  Med.  Wochenschrift,  1910,  No.  29,  30. 

24.  Witmaack:     Naturverforsch.  Versamm.,  1902. 

25.  Witmaack:     Arch,  of  Physiologie,  1903. 

26.  Haike:     Arch.  f.  Ohrenh.,  63,  78. 

27.  Ostmann:     ibidem. 

28.  Witmaack:     ibidem. 

29.  Haike:     ibidem. 

30.  Posey  and  Spiller:     The  Eye  and  the  Nervous  System. 

31.  Russki  Wratch,  No.  40,  1908. 

32.  Ai.exander:     ibidem. 

33.  Moos:     Kl.  p.  221.     Hackley:     Zeitschrift,  11:3. 

34.  Pollak:     Prager  Med.  Wochenschrift.  1892. 

35.  Schwartze:     Chir.  Kr.  der  Ohren.,  1884,  p.  366. 

36.  North:     Am.  Jour,  of  Otology,  1880,  197. 
S7.  Hau6:     Wr.  Med.  Wochenschrift,  1893,  41. 


198  LEWY  :    CURAP.LR  AFFF,CTIOXS  OF  ACOUSTIC   NERVE. 

38-44.     Ostmann:     ibidem. 

45.  Barnhill  and  Wales:     ibidem. 

46.  Siebenmann:     Zeitschr.  f.  Ohrenh.,  Bd.  43,  p.  227. 

47.  Witmaack:     Zeitschr.  /.  Ohrenh.,  Bd.  46,  p.  51,  57. 

48.  Ostmann:     ibidem. 

49.  Bezold:     ibidem. 

50.  Siebenmann:     Zeitschr.  f.  Ohrenh.,  Bd.  56,  p.  291. 

51.  Merrill:     Boston  Med.  and  Surg.  Jour..  June  10,  1911. 

52.  Hammerschlag:     Arch.  f.  Ohrenh.,  1901. 

53.  Bing:     Wr.  Med.  Wochensch.,  1880. 

54.  Bezold:     ibidem. 

55.  Zytowich:     ibidem. 

56.  Ramsay:     Arch.  Intern.  Med.,  .June,  1910;  Jour.  A.  M.  A.,  1909,  p. 
1456,  Arch.  f.  Ohrenh.,  1907,  p.  371. 

22  East  Washins1:on  Street. 


Anakinetic  Re=education  of  the  Ear  by  the  Electrophonic  Method. 

O.  Raoult,  Arch,  intern,  de  Laryngol.,  March-June,   1912,  p. 

413  ;  and  Rev.  med.  de  I'Bst,  April  15-May  i,  1912. 
Since  March,  1911,  71  cases  were  treated.  The  case-histories  of 
20  patients  are  given  upon  whom  this  method  was  used.  In  -cases 
of  otosclerosis  with  nasal  lesions,  the  latter  should  be  attended  to 
before  the  re-education  is  begun.  Cases  still  in  the  presclerotic 
stage  are  most  benefited.  Ed. 


Phlegmon  of  Left  Orbit  Following  Injection  of  Paraffin  in  Right 
Nasal  Fossa.  Pistre,  Rev.  hebd.  de  Laryngol.,  June  i,  191-2, 
p.  641. 

Girl  of  28  years  complaining  of  ozena,  received  injection  of  par- 
affin into  left  nasal  fossa  and  was  greatly  improved.  Month  later 
injection  .into  right  side,  followed  in  one  week  by  phlegmon  of  left 
orbit,  severe  coryza,  intense  headache,  vomiting,  fever,  lancinating 
pains  and  complete  ptosis  in  left  eye ;  vision  undisturbed ;  orbit  ex- 
plored but  no  pus  found;  drained.  Recovery  in  three  weeks.  Au- 
thor feels  that  infection  possibly  took  place  through  blood  channels. 

Ed. 


SOME  ETHICAL  PROBLEMS  CONFRONTING  THE  EYE, 
EAR,  NOSE  AND  THROAT  SPECIALIST.* 

DR.   UNN   EMERSON,   ORANGE,   N.    J. 

A  recent  editorial  in  the  Saturday  Evening  Post,  says:  "The 
Unremunerative  Professions :  From  a  high  authority,  President 
Pritchett  of  the  Carnegie  Foundation,  we  learn  that  the  medical 
profession  scarcely  pays  now  and  tends  to  pay  even  less.  It  'is 
becoming  more  and  more  a  profession  to  which  men  give  themselves 
from  ideals  of  public  service,  recognizing  that  the  average  practi- 
tioner is  to  obtain  little  more  than  a  comfortable  living,  and  in  many 
cases  not  even  that.  The  parent  who  seeks  for  his  son  a  remunera- 
tive occupation  should  look  elsewhere." 

Everybody  knows  that  teaching  does  not  pay  and  preaching  pays 
still  less ;  while  literature,  if  you  measure  the  total  bulk  of  time 
expended  against  the  gross  receipts  represents  a  positive  deficit. 

There  remains  the  law,  in  which  a  sufficiently  agile  youth  may 
now  and  then  overtake  a  fortune ;  but  the  grand  prizes  are  very 
few  and  the  average  income  is  about  equal  to  that  of  a  good  car- 
penter. 

Thus,  of  the  old  professions,  none  pays.  A  diligent  and  skillful 
man  may  make  a  comfortable  living  and  keep  up  the  premiums  on 
his  life  insurance.  Why,  then,  do  practitioners  of  the  learned 
professions  persist  in  trying  to  make  them  pay?  How  much  they 
might  simplify  professional  life  by  going  in  frankly  for  "ideals  of 
public  service"'  with  a  reasonable  pension.  Probably,  as  a  matter  of 
fact,  there  are  more  furtive  socialists  among  professional  men  than 
professed  ones  among  the  workingmen. 

Ethics  and  morality  are  largely  chronologic  and  geographic.  The 
machine  politics  of  the  past  two  or  three  decades  are  now  censured 
by  all  good  citizens.  The  immoral  conduct  of  the  Mormons,  the 
Turks,  or  the  patriarchs  would  soon  land  one  in  jail  in  the  State  of 
New  Jersey.  So  has  the  ethics  of  medical  practice  changed  in  the 
past  forty  years,  and  even  now  there  is  a  marked  difference  in  the 
ethical  standards  of  different  localities  notably  in  the  city  and  coun- 
try, and  in  the  East  and  West. 

•Read  at  the  meeting  of  the  Academy  of  Ophthalmology  and  Oto-Laryng- 
ology,    Niagara     FaUs,    August     20.   1912. 
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My  preceptor  maintained  that  there  was  no  necessity  for  a  code 
of  ethics  as  the  ethics  of  medical  practice  should  be  the  same  as 
that  governing  the  relations  of  one  gentleman  with  another. 

The  question  naturally  arises  as  to  what  qualities  entitle  one  to 
be  called  a  gentleman.  "A  gentleman  is  an  individual  whom  all 
other  gentlemen  concede  to  be  a  gentleman"  seems  to  be  about  as 
accurate  a  definition  as  we  can  secure.  To  love  your  neighbor  as 
yourself  and  to  do  as  you  would  others  should  do  unto  you  is  the 
ideal,  but  so  far  as  I  know,  no  one  on  earth  has  attained  such  per- 
fection save  the  man  of  sorrows  himself. 

The  competitive  spirit  and  the  attempt  to  make  the  practice  of 
medicine  ''pay"'  is  the  principle  cause  of  the  necessity  of  a  medical 
code  of  ethics.  This  is  fostered  by  the  low  standard  of  medical 
education  prevalent  in  this  country. 

Up  to  two  years  ago  we  had  in  this  country  more  medical  schools 
than  were  to  be  found  on  the  whole  continent  of. Europe;  a  large 
number  of  these  were  purely  commercial  institutions  with  prac- 
tically no  standards,  sustained  chiefly  by  clever  advertising  methods. 
As  a  result  we  have  a  large  surplus  of  uneducated,  ill-trained  prac- 
titioners. We  have  four  or  five  times  as  many  physicians  in  pro- 
portion to  the  population  as  has  Germany  or  England. 

The  remedy  is  obviously  higher  educational  requirements.  The 
man  who  possesses  a  college  degree  before  entering  upon  the  study 
of  medicine  is  much  more  liable  to  be  imbued  with  the  "ideals  of 
public  service"  than  the  one  recruited  from  the  ranks  of  the  "butch- 
er, the  baker,  and  the  candlestick  maker." 

Dispensary  and  hospital  abuse  is  another  of  the  principal  reasons 
why  the  practice  of  medicine  does  not  pay.  After  an  experience  of 
many  years,  I  venture  to  say  that  at  least  one-third  of  the  patients 
coming  to  the  eye,  ear,  nose  and  throat  clinics  in  our  larger  cities 
can  afford  to  pay  for  treatment.  To  be  sure,  in  many  instances, 
they  cannot  afiford  to  pay  the  fees  of  the  eminent  specialists  at  the 
head  of  the  clinic  whose  services  they  expect  to  receive  free  of 
charge,  but  they  can  afiford  to  pay  the  usual  fee  of  the  poor,  strug- 
gling junior  who  actually  does  their  work  in  the  treatment  or  re- 
fraction rooms. 

In  New  York  State  a  law  has  been  passed  making  it  a  misde- 
meanor to  apply  for  free  treatment  when  the  applicant  can  afiford 
to  pay,  but  who  ever  heard  of  an  attempt  at  its  enforcement.  The 
reason  is  obvious.  The  hospital  boards  are  made  up  of  laymen  and 
eminent  members  of  our  profession  whose  sole  interest  is  to  make 
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the  institution  great.  Patients  are  necessary  and  the  fact  that  they 
are  unworthy  of  free  treatment  is  a  matter  of  little  moment. 

After  aH,  this  is  nothing  more  nor  less  than  the  survival  of  the 
fittest.  The  eminent  members  of  our  profession  get  most  of  the 
desirable  cases  in  their  private  practice  and  treat  the  middle  class 
and  poorer  work  in  their  hospital  and  clinics  without  giving  the 
slightest  thought  to  the  rights  of  their  less  fortunate  brother. 

The  exclusive  special  societies  will  not  permit  their  prospective 
members  to  designate  their  special  practice  in  any  public  manner 
whatsoever,  yet  if  Jno.  D.  Robafeller  has  a  cataract  removed  or 
Helen  Gold  appendicitis,  the  attending  surgeons  issue  bulletins  at 
almost  fifteen  minute  intervals. 

A§  Lydston  pertinently  remarks,  no  one  in  the  medical  profession 
is  permitted  to  advertise  except  quacks  and  eminent  members  of  the 
profession.  Is  it  any  wonder  that  the  under-dog  says  the  code  is  a 
fence  erected  by  the  big  fellows  to  keep  the  little  fellows  out? 

While  many  of  my  hearers  may  resent  these  plain  words,  they 
are  facts  not  to  be  gainsayed  and  we  owe  it  to  ourselves  and  our 
profession  to  give  them  serious  consideration.  I  would  urge  every 
member  of  our  profession  who  has  "arrived,"  to  keep  fresh  in  his 
mind  his  early  struggles  and  hardships,  and  to  remember  that  the 
crumbs  from  his  hospital  "table''  may  be  a  living  for  some  strug- 
gling young  member  of  our  profession. 

The  nationalization  of  medicine  is  suggested  as  a  possible  outcome 
of  the  doctors'  revolt  against  the  Lloyd-George  National  Insurance 
Act.  Dr.  Rentoul  outlined  before  the  British  Medical  Association 
at  Liverpool,  a  scheme  for  a  public  medical  service,  organized,  con- 
trolled, and  worked  by  doctors.  He  said  he  thought  that  the  gov- 
ernment should  make  the  employment  of  all  doctors  a  branch  of  the 
civil  service,  adding  that  the  nationalization  of  medicine  was  not  as 
far  off  as  some  thought.  The  state  or  municipalities  already  ap- 
point medical  officers  in  the  army  and  navy,  under  the  Poor  law  in 
prisons,  and  for  lunacy  and  other  institutions.  The  trend  of  the 
discussion  which  followed  was  generally  in  favor  of  Dr.  Rentoul's 
suggestion. 

It  naturally  goes  without  saying  that  the  specialist  should  be  gov- 
erned by  the  same  code  as  that  governing  the  general  practitioner 
atid  the  code  formulated  by  the  American  Medical  Association 
should  be  carefully  studied  by  every  eye,  ear,  nose  and  throat  spec- 
ialist. There  are,  however,  some  problems  confronting  the  spec- 
ialist with  which  the  general  practitioner  does  not  have  to  deal. 
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The  general  practitioner  must  be  licensed  as  such  by  the  state 
before  he  may  practice,  but  no  such  public  safeguard  restricts  the 
specialist  Any  person  who  chooses  may  call  himself  a  specialist: 
the  only  restriction  lies  in  the  character  of  the  individual. 

There  are  so  many  pseudo-specialists  that  the  first  and  most  im- 
portant ethical  question  every  man  should  ask  himself  is,  "Am  I  a 
real  specialist;  am  I  competent;  am  I  what  I  represent  myself  to 
be?"  If  he  cannot  C(^nscientiously  give  an  affirmative  answer  he 
cannot  ethically  practice  as  a  specialist,  and  should  fit  himself  by 
further  preparation. 

Dr.  M.  M.  Cullom  (Southern  Medical  Journal,  February,  1912) 
says :  "There  is  a  time-honored  tradition  in  our  profession  that  one 
shall  only  take  up  a  specialty  after  years  of  general^  practice.  With 
this  I  do  not  agree.  The  best  time  to  take  up  special  work  is  upon 
completion  of  an  interneship  in  a  general  hospital  the  year  follow- 
ing graduation." 

The  best  answer  to  the  doctrine  of  years  of  preliminary  general 
practice  is  given  by  those  men  one  sees  in  every  large  special  clinic 
eftdeavoring  to  master  the  intricacies  of  special  work  long  after  they 
have  passed  the  age  of  receptivity  and  enthusiasm.  The  effort  re- 
quired of  many  of  them  to  assimilate  the  simplest  elementary  facts 
is  little  short  of  pathetic. 

A  man  should  begin  his  life-work  before  he  is  thirty,  and  the 
sooner  he  can  begin  after  the  necessary  preliminary  training  the 
better.  Years  of  preliminary  practice  would  result,  generally,  in 
one  of  two  things.  A  man  would  become  so  absorbed  in  his  work 
if  successful,  that  he  would  have  no  desire  to  change  it.  If  not 
successful  he  would  probably  find  the  same  experience  awaiting 
him  in  another  line  of  medicine.  There  are,  of  course,  notable  ex- 
ceptions to  this  rule,  but  generally  speaking,  I  believe  it  will  hold 
I  am  a  firm  believer  in  the  most  rigid  preparation;  the  ideal 
preparation  is  a  collegiate  course  leading  to  a  degree,  followed  by 
fours  years  in  a  medical  college,  a  year  or  two  years  in  a  general 
hospital,  and  then  the  special  line,  followed  with  all  the  earnestness 
and  enthusiasm  that  a  well-trained  mind  can  bring  to  bear  upon  it. 
Dr.  Hamilton  Weir  (Northivest  Medicine,  September,  1911)  thus 
defines  a  specialist :  "I  consider  a  specialist  to  mean  a  graduate  of 
a  responsible  medical  school,  a  qualified,  licensed  practitioner  who 
has  perhaps  before,  but  certainly  after  graduation,  further  pursued 
the  study  of  a  certain  branch  of  medicine  or  surgery,  and  who 
limits  his  practice  strictly  to  that  chosen  department  and  refuses 
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or  refers  to  another,  any  and  all  practice  not  properly  within  his 
limited  line.  Further,  one  who  refrains  from  prescribing  outside 
his  specialty  even  for  patients  under  his  care  if  they  are  referred 
to  him  by  a  general  practitioner,  and  who  refuses  under  all  circum- 
stances, except  possibly  in  emergency  or  in  simple  humanity,  an^l 
this  without  remuneration,  calls  or  demands  for  general  medical  or 
surgical  attention." 

To  this  strict  interpretation  some  may  object,  and  it  is  probable 
that  many  who  consider  themselves  specialists  and  are  so  accepted 
by  the  profession  and  laity,  would  fail  to  fulfill  its  requirements  by 
a  large  margin,  but  I  contend  that  any  interpretation  less  strict 
would  be  unjust  to  the  general  practitioner  and  that  its  honest  ful- 
fillment is  necessary  to  proper  professional  conduct,  to  the  rights 
of  both  specialist  and  practitioner  and  in  their  attitude  and  service 
to  the  public. 

I  agree  most  emphatically  with  Dr.  Weir  in  his  strict  interpreta- 
tion of  the  province  of  the  specialist,  and  to  those  who  may  plead 
tor  greater  latitude  I  say  not  only  is  it  right,  but  that  it. pays. 

The  general  practitioner  feels  his  practice  is  his  own :  his  patients 
are  the  assets  he  has  accumulated  by  a  life-time  of  work  and  devo- 
tion. 

The  criticism  most  frequently  heard  of  the  specialist  is  that  he 
oversteps  himself  and  treats  the  patient  for  some  condition  outside 
his  special  field  or  interferes  with  the  treatment  being  given  by  the 
family  physician.  To  be  sure,  that  is  often  owing  to  the  failure  of 
the  patient  to  fully  explain  what  is  being  done  by  the  family  physic- 
ian. One  or  two  of  my  gravest  misunderstandings  with  general 
practitioners  have  been  due  to  deliberate  prevarication  on  the  part 
of  the  patient. 

I  find  it  to  the  advantage  of  the  specialist,  the  family  physician, 
and  the  patient,  to  have  most  cases  complicated  by  syphilis,  rheu- 
matism, cardiac  and  renal  diseases,  arterio-sclerosis,  etc.,  treated  by 
family  physician,  with  the  specialist  seeing  the  case  as  frequently 
as  is  necessary  in  the  capacity  of  a  consultant. 

While  the  specialist  is  occasionally  guilty  of  infringing  on  the 
general  practitioner's  field,  the  general  practitioner  is  more  often 
guilty  of  attempting  to  get  on  without  the  aid  of  the  specialist.  In 
this  particular  instance  the  patient  is  the  greatest  suft'erer.  We 
often  see  otitis  media  from  failure  to  recognize  and  remove 
adenoids,  mastoiditis  from  neglected  otitis  media,  glaucoma  treated 
for  two  weeks  with  atropin,  and  posterior  synechia^  following  iritis 
in  which  no  mvdriatic  was  used. 
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We  also  see  a  constanj;  procession  of  cases  in  which  adenoids  and 
tonsils  have  "returned"  after  their  removal.  When  these  cases  oc- 
cur in  the  practices  of  our  friends  and  confreres  who  are  daily 
sending  us  patients  it  often  requires  the  greatest  diplomacy  to  serve 
the  best  interests  of  the  patients  and  keep  the  good-will  and  friend- 
ship of  the  delinquent.  The  opinion  prevails  among  general  prac- 
titioners that  the  removal  of  adenoids  and  tonsils  is  a  simple  pro- 
cedure. Thus  it  may  be  readily  seen  that  whether  the  specialist  or 
the  general  practitioner  infringes  it  is  the  specialist  who  suffers. 

To  keep  the  good  will  of  both  the  patient  and  the  family  doctor, 
the  specialist  must  certainly  be  as  wise  as  a  serpent  and  as  harmless 
as  a  dove.  The  general  practitioner  is  quite  independent  of  the 
specialist;  so  he  can  easily  take  the  risk  of  offending  him,  whereas 
the  specialist  must  be  most  careful  not  to  offend  the  family  physic- 
ian. 

A  child  with  catarrhal  otitis  due  to  adenoids  is  sent  by  the  gen- 
eral practitioner  who  does  his  own  adenoid  and  tonsil  operations. 
If  the  specialist  is  vmwise  enough  after  making  the  diagnosis,  to  go 
ahead  and  arrange  for  the  operation,  he  may  find  this  man  sending 
his  subsequent  consultation  work  elsewhere.  On  the  contrary,  if  a 
family  who  brings  an  adenoid  case  to  you  of  their  own  volition, 
ask  to  have  the  family  physician  give  the  anesthetic,  and  you  con- 
sent and  arrange  for  the  operation,  what  is  your  chagrin  a  few  days 
later  to  learn  that  he  is  to,  or  has  already  performed  the  operation. 

How  do  you  retaliate?  By  smiling  and  looking  pleasant:  you 
cannot  afford  to  do  otherwise.  I,  of  course,  understand  that  these 
conditions  obtain  more  in  the  smaller  cities  such  as  the  one  in 
which  I  practice,  and  that  in  the  larger  cities  the  specialist  is  more 
of  a  free-lance  and  considers"  everything  that  comes  under  his  ob- 
servation fair  game  with  less  consideration  for  the  family  doctor 
unless  the  case  is  a  referred  one. 

Many  specialists  are  very  careless  in  reporting  on  referred  cases. 
This  is  a  courtesy  to  which  the  family  physician  is  entitled.  I  have 
a  space  on  my  record  cards  for  the  name  of  the  physician  by  whom 
the  patient  is  referred  and  when  a  written  report  is  made  it  is 
checked  the  same  as  in  posting  accounts.  Many  physicians  have 
expressed  gratification  at  this  practice  and  one  man  told  me  re- 
cently: "If  I  send' a  patient  to  you  and  I  do  not  hear  from  you  I 
know  he  has  not  followed  my  advice." 

Patients  often  fail  to  state  by  whom  they  are  sent  unless  explicitly 
asked  if  they  are  sent  by  some  physician. 
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In  special  as  in  general  practice  we  are  sometimes  justified  in 
deceiving  a  patient.  In  cases  of  incipient  cataract  in  the  aged  it 
would  often  be  positive  cruelty  to  tell  the  patient  that  they  have 
cataract.  It  is,  however,  wise  to  protect  yourself  by  informing 
some  member  of  the  patient's  family,  and  even  then  one  sometimes 
comes  to  grief  and  is  rated  as  incompetent,  when  the  patient  goes 
somewhere  else  and  is  told  the  truth. 

In  rare  instances  one  is  justified  in  "lying  like  a  gentleman"  and 
assuring  the  patient  they  are  not  suflfering  from  the  malady  which 
is  present. 

It  seems  scarcely  proper  that  I  should  close  my  paper  without  a 
word  on  the  subject  of  accepting  or  giving  commissions.  This  sub- 
ject has  been  so  thoroughly  discussed  that  words  seem  almost 
superfluous.  It  would  seem  that  every  honest  and  fair-minded  man 
would  appreciate  the  chain  of  possible  evils  that  might  follow  this 
most  reprehensible  practice,  but  I  blush  to  say  that  it  exists  to  a 
considerable  degree.  It  is  but  another  way  of  attempting  to  make 
the  practice  of  medicine  pay,  disregarding  the  patient's  welfare. 

The  specialist  is  accused  of  being  narrow  and  seeing  the  world 
through  a  tube.  The  oculist  gives  everybody  glasses,  the  rhinologist 
cuts  or  saws  at  your  nose,  and  the  otologist  is  over-hasty  in  per- 
forming a  mastoid  operation. 

Let  us  be  conservative,  putting  ourselves  in  the  patient's  place 
and  asking  what  we  would  have  done  to  ourselves  or  our  loved 
ones  under  similar  conditions,  and  making  the  patient's  best  interest 
the  paramount  issue  at  all  times. 

Metropolitan  Building. 


Malformations  of  the  Olfactory  Apparatus  in  Man.  Perna,  Jubi- 
lee Book  of  Prof.  August©  ]\Iurri,  191 2. 
The  author  describes  a  malformation  which  consisted  in  a  con- 
genital bilateral  absence  of  the  entire  olfactory  tract  in  a  twin  of 
II  months  who  died  of  broncho-pneumonia  and  who,  during  life, 
had  had  a  facial  paralysis  and  atrophy  of  the  left  ocular  orbit.  The 
author  considers  this  malformation  the  result  of  an  incomplete  de- 
velopment of  the  cerebral  portion  of  the  olfactorv  apparatus. 

Ed. 


EXTRA-DURAL  ABSCESS  COMPLICATING  FRONTAL 
SINUSITUS. 

DR.  RICHARD   H.  JOHNSTON,  BAIvTlMORE. 

Gerber,  in  his  book  "Komplicationen  der  Stirnhoehlenentzuen- 
dungen"  records  thirty-one  cases  of  extra-dural  abscess  with  front- 
al sinus  disease  of  whom  the  majority  were  females.  The  abscess 
was  for  the  most  part  on  the  right  side.  In  eighteen  patients  the 
posterior  wall  of  the  sinus  was  afifected  and  in  sixteen  of  these 
there  was  a  more  or  less  extensive  necrosis.  In  sixteen  cases  the 
abscess  was  discovered  at  the  first  operation.  From  the  frequency 
of  frontal  sinus  disease  it  is  remarkable  that  this  complication  is 
not  seen  oftener. 

Mr.  J.  D.,  49  years  old,  was  referred  to  me  by  Dr.  Hiram  Woods 
for  headache  and  edema  of  the  upper  lid  on  the  right  side.  A 
month  before  I  saw  him  he  had  an  attadk  of  "grip"  which  was  fol- 
lowed by  the  headache,  at  times  so  excruciating  that  morphin  was 
the  only  thing  that  would  give  relief.  Two  weeks  from  the  onset 
of  the  headache,  the  upper  lid  began  to  swell.  He  consulted  Dr. 
Woods  who  diagnosed  frontal  sinus  disease  as  the  cause  of  the 
edema.  He  was  advised  to  come  into  the  Presbyterian  Hospital 
for  the  removal  of  the  middle  turbinated  body  and  the  intra-nasal 
opening  of  the  frontal  sinus. 

The  character  of  the  pain  made  me  suspect  that  he  had  some- 
thing more  than  a  simple  sinusitis.  I  removed  the  middle  turbin- 
ated body  and  opened  the  sinus  under  cocain  anesthesia.  Despite 
free  drainage  the  pain  did  not  let  up  and  I  advised  an  external 
operation  to  see  just  what  the  condition  of  the  sinus  was.  Under 
ether  the  Killian  operation  was  performed.  The  sinus  was  large 
and  roomy  and  the  mucous  membrane  covered  with  granulations. 

The  entire  posterior  bony  wall  was  practically  destroyed  and  the 
dura,  covered  with  granulations,  presented  in  the  opening.  The 
edges  of  the  bone  were  irregular  and  rough  indicating  rapid  ne- 
crosis. The  diseased  membrane  of  the  sinus  was  carefully  re- 
moved ;  the  dura  was  left  alone  since  the  abscess  seemed  circum- 
scribed. Two  stitches  were  inserted  in  the  skin-wound  below. 
The  sinus  was  drained  with  gauze  and  left  wide  open.  The  pat- 
ient recovered  from  the  operation  but  did  not  regain  strength  rap- 
idly.    The   wound   was   dressed    daily  and   progressed   favorably. 

206 
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The  edema  of  the  lid,  however,  did  not  disappear.  Two  weeks 
after  the  operation  I  was  taken  ill  and  was  forced  to  give  up  hos- 
pital work  for  a  time.  Dr.  L.  J.  Goldbach  kindly  took  charge  of 
the  patient  for  me.  Some  two  or  three  weeks  later  he  telephoned 
me  that  a  suspicious  growth  had  developed  in  the  sinus  and  was 
rapidly  increasing  in  size. 

Under  ether  he  removed  as  much  of  the  mass  as  possible  and 
found  that  it  seemed  to  originate  at  the  site  of  the  extra-dural 
abscess.  Miscroscopic  examination  showed  a  typical  round-cell 
sarcoma.  At  the  operation  hemorrhage  was  severe  and  was  con- 
trolled with  difficulty.  The  patient  recovered  from  the  second 
operation  and  decided  to  return  to  his  home  in  Cumberland.  I  did 
not  see  him  again  until  the  latter  part  of  May  when  the  large  bleed- 
ing tumor  left  no  doubt  as  to  the  diagnosis  and  prognosis.  After 
the  second  operation  iodid  of  potassium  was  given  as  a  forlorn 
hope.  Death  came  the  latter  part  of  August.  The  first  operation 
relieved  the  pain  and  the  patient  was  more  comfortable  for  a  time. 
The  edema  of  the  lid  grew  gradually  worse  until  finally  it  hung 
down  over  the  cheek  like  a  large  pouch.  The  combination  of  ex- 
tra-dural abscess  and  sarcoma  is  unique  and  I  have  not  found  a 
similar  case  in  the  literature.  The  growth  must  have  originated 
at  the  site  of  the  abscess  though  there  was  certainly  no  sign  of  it 
at  the  first  operation. 

The  diagnosis  of  abscess  is  difficult  and  usually  impossible.  The 
symptoms  are  generally  'those  of  the  causative  disease  as  head- 
ache, fever,  suppuration  etc.  or  of  a  more  serious  complication 
caused  by  the  abscess  as  dizziness,  slow  pulse,  vomiting  and  con- 
vulsions. Crossed  paralysis,  epileptiform  convulsions  and  aphasia 
by  left-sided  abscess  have  been  observed  so  that  a  diagnosis  from 
brain  abscess  is  often  impossible.  Sometimes  there  are  no  symp- 
toms and  the  abscess  is  found  at  operation  or  autopsy.  In  a  case 
reported  by  Hecht  in  which  the  pus  extended  almost  to  the  auricle 
there  were  practically  no  symptoms.  Laurens  and  Coakley  saw 
convulsions  and  epileptiform  attacks  as  symptoms;  Tapas  and 
Denard  dizziness:  Roepke  slow  pulse;  Mayer  stiflF  neck.  Optic 
neuritis  was  observed  in  Lazzaraga's  case.  Nystagmus  has  not 
been  observed.  In  the  patient  seen  by  me  there  were  no  definite 
symptoms  On  which  a  diagnosis  of  abscess  could  be  made.  The 
headache  was  severe  and  constant  and  the  patient  seemed  slow  of 
speech  with  a  thick  tongue.     His  mind  was  constantly  on  his  pain. 

807  North  Charles  Street. 


FIBRINOUS  RHINITIS.* 

DR.  VIRGINIUS  DABNEY,  WASHINGTON,  D.   C. 

The  mass  of  conflicting  opinions  and  vague  descriptions  with 
which  the  literature  touching  this  disease  is  cumbered  could  in 
large  measure  have  been  prevented  had  there  been  a  clear,  concise 
definition  before  the  writer  of  each  paper  to  act  as  a  guide.  This 
unscientific  method  obtains  in  the  vast  majority  of  the  articles,  and 
is  surpassed  only  by  the  lack  of  systematic  bacteriologic  enquiry  in 
the  cases  reported.  Thus,  one  observer,  in  reporting  a  case  before 
the  British  Laryngological  and  Rhinological  Association,  had  the 
temerity  to  say  "from  the  complete  absence  of  any  general  symp- 
toms I  regarded  this  case  as  one  of  croupous  rhinitis;"  whereat, 
be  it  said  to  the  credit  of  one  of  those  present,  he  was  immediately 
questioned  as  to  the  bacteria  found.  He  replied  that  he  had  ex- 
amined the  membrane  for  histologic  structure  only !  And  so  it  goes 
throughout  the  long  list  of  reports;  hence  the  obscurity  which  has 
beclouded  this  rare,  but  none  the  less  distinct  disease  since  the  first 
report,  whether  this  credit  belongs  to  SchuUer  or  to  Isambert,  or 
whether  the  date  be  185 1  or  1855.  These  are  two  points  about  which 
the  various  writers  are  pleased  to  disput^. 

Definition :  From  a  close  study  of  all  the  cases  reported,  and 
from  a  still  more  thorough  investigation  of  my  own,  there  seems  to 
me  no  reason  why  the  absence  of  the  Klebs-Loeffler  bacillus  should 
not  be  the  sine  qua  non  of  the  disease  under  discussion  here.  Hence, 
the  disease  known  variously  as  croupous,  membranous,  pseudo- 
membranous or  fibrinous  rhinitis  is  an  acute  inflammation  of  the 
mucous  membrane  lining  the  nasal  cavity,  accompanied  by  a  deposit 
of  fibrinous  exudation,  which  forms  a  membrane  adherent  to  the 
mucous  surfaces,  such  membrane  not  exhibiting  the  bacillus  of 
diphtheria,  nor  due  to  the  action  of  caustics,  the  cautery,  traumat- 
ism or  the  presence  of  a  foreign  body.  For  purposes  of  study  and 
treatment,  if  for  no  other  reason,  it  is  my  belief  that  all  mem- 
branous diseases  of  the  air  passages  which  show  the  Klebs-Loeffler 
bacillus  should  be  classed  as  diphtheritic,  and  by  the  same  reason- 
ing, all  not  showing  that  organism  should  be  regarded  as  fibrinous. 
or  if  a  more  descriptive  term  be  desired,  as  pseudo-membranous. 

♦Read  at  the  meeting  of  the  Society  of  Ophthalmologists  and  Otologists, 
Washington,  D.  C,  October  18,  1912. 
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In  this  connection,  Masucci  deprecates  the  use  of  the  word  croup- 
ous, on  the  ground  that  it  is  symptomatic  and  not  scientific;  hence 
he  suggests  pseudo-membranous.  His  paper  is  clear,  scientific  and 
logical,  and  a  distinct  step  forward  in  the  study  of  this  disease,  and 
with  most  of  his  opinions  I  find  myself  in  complete  accord,  though 
I  did  not  know  of  his  solid  contribution  to  the  literature  till  I  had 
read  some  twenty  others,  none  of  which  showed  the  disease  to  be  a 
pathologic  entity. 

Etiology:  Here  as  nowhere  else  is  it  important  to  have  the  de- 
marcation between  this  disease  and  diphtheria  well  defined,  else  it 
would  be  hopelessly  confusing  to  try  to  attribute  the  process  to 
any  specific  organism.  Thus,  Felsenthal  in  his  apparent  doubt  as 
to  this  distinction  does  not  aid  us  in  arriving  at  any  conclusion, 
though  the  pathology  of  his  paper  in  other  respects  is  good.  He 
thinks  the  Klebs-Loeffler  bacillus  is  present  in  all  cases,  whether 
shown  or  not;  whereas.  Eeman  and  Bayer  in  a  joint  report  admit 
that  they  recovered  out  of  all  cases  only  eight  specimens  of  the 
diphtheria  bacillus,  though  they  rather  incline  to  the  belief  that 
fibrinous  rhinitis  is  due  to  this  germ.  In  reporting  a  case  of  sup- 
posed fibrinous  rhinitis  Gill  and  Gillies  give  the  history  of  a  diph- 
theria, perfectly  ordinary  save  in  the  length  of  convalescence,  show- 
ing enlarged  glands  and  the  bacillus.  Campbell  refers  to  the  fact 
that  Sedziak  reported  50  cases  occurring  between  the  years  1887 
and  1892,  and  he  himself  adds  to  this  number  70.  Out  of  this  to- 
tal of  120,  80  were  subjected  to  bacteriological  examination  which 
revealed  65  cases  of  Klebs-Loeflfler  infection  (65  diphtherias,  in 
other  words),  and  15  fibrinous  rhinites.  The  recrudescence  of  an 
old  lues  rather  obscures  the  case  that  Cartaz  reports,  though  it  did 
not  show  the  bacillus.  The  attentuated  form  of  this  organism  he 
thinks  causative  of  the  disease,  but  he  quotes  from  the  findings 
of  other  observers  as  follows:  Meyer  found  the  K.-L.  In  13  out  of 
31  cases:  Concetti,  in  all  of  5:  Ravenel,  in  7  out  of  10;  Eeman,  in 
all  of  II.  Ravenel's  later  investigations  show  yy  cases,  in  41  of 
which  bacteriological  examinations  were  made,  showing  33  speci- 
mens of  the  K.-L.  bacillus.  His  conviction  that  some  of  the  cases 
are  due  to  the  pseudo-diphtheritic  bacillus,  and  that  this  is  the 
same  as  the  K.-L.  does  not  find  support  in  the  thorough  and  con- 
vincing work  done  by  Dr.  Alice  Hamilton  of  Chicago.  Moreover, 
my  own  investigations  of  this  interesting  bacillus  in  connection  with 
its  causative  influence  in  chronic  middle-ear  suppuration  proved 
quite  the  reverse,  as  guinea  pigs  were  injected  to  establish  this  very 
point.    In  distinct  relief  from  all  this  indecision,  Cassellberry  bold- 
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ly  states  that  all  pseudo-membranes  are  not  due  to  the  K.-L.  ba- 
cillus. He  asserts  that  Meyer  could  find  only  13  cases  out  of  22 
careful  examinations  which  even  suggested  the  bacillus.  He  says 
the  staphylococci  and  streptococci  were  present,  i-f  not  causative 
in  the  other  cases.  Inasmuch  as  it  has  been  shown  conclusively  by 
Gross  of  the  Children's  Hospital  of  Boston  that  8  per  cent  of  chil- 
dren out  of  a  group  of  300,  whose  throats  he  cultured  weekly,  had 
the  K.-L.  bacillus  present  without  any  symptoms  whatever,  we  must 
proceed  with  a  great  deal  of  caution  to  state  that  a  condition  which 
shows  this  organism  is  due  to  its  presence.  Dunn's  case  is  of  no 
value  in  determining  etiology  as  no  bacteriological  examination  was 
made,  and  that  of  Peck  must  be  ignored  for  the  same  reason. 

From  all  of  this  we  deduce  that  the  cause  is  not  known  which 
produces  fibrinous  rhinitis.  In  my  cases  I  repeatedly  found  the 
staphylococcus  aureus  in  pure  culture,  never  the  Klebs-LoeiTler  in 
any  form,  and,  as  this  baccillus  is  not  difficult  of  recognition  even, 
in  its  perverted  forms,  failure  to  find  it  may  well  be  taken  as  evi- 
dence that  it  is  not  present.  Once  I  secured  the  streptococcus  from 
the  lenticular  membrane  dotting  the  tonsils,  but  this  organism  is 
often  in  normal  throats,  especially  in  the  tonsillar  region.  Of  pre- 
disposing causes  we  know  somewhat,  as  early  youth  and  infancy 
are  the  ages  at  which  nearly  all  cases  occur.  Likewise,  the  con- 
stitutional nature  of  the  disorder  is  disclosed  by  the  avidity  with 
which  it  seizes  on  those  children  who  have  colds,  are  exhausted  or 
have  recently  recovered  from  any  sickness,  especially  of  a  febrile 
nature.  The  absolute  absence  of  all  organic  disease  associated  with 
or  following  fibrinous  rhinitis  is  invariable  and  of  interest,  but  it 
is  not  mentioned  as  corroborative  evidence  that  the  disease  is  sep- 
arate from  diphtheria,  since  this  latter  itself  is  not  always  distin- 
guished by  organic  changes. 

Morbid  Anatomy:  Chiari  devotes  considerable  space  to  the  de- 
scription of  the  appearance  of  the  membrane  which  he  says  occurs 
more  often  in  the  nose  alone,  but  is  not  unknown  in  the  pharynx. 
Isambert  in  his  valuable  early  report  characterizes  the  disease  as 
"pultaceous  angina,"  taking  the  name  from  the  heavy  membrane  in 
the  pharynx,  but  he  has  little  to  say  of  the  infection  of  the  nose.  He 
notes  the  absence  of  glandular  involvement  as  being  especially  re- 
markable when  the  location  and  extent  of  the  morbid  process  are 
considered.  He  appears  to  think  the  degree  of  severity  of  the  dis- 
ease is  due  to  the  quality  of  the  membrane,  and  the  penetration  of 
the  process  into  the  sub-epithelial  layer.  Thus,  though  Klebs  did 
not  discover  the  bacillus  for  thirty  years  after  this  observation,  yet 
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Isambert  show^  hrmself  a  close  observer,  as  unconsciously  he  is 
separating  diphtheria  from  fibrinous  rhino-pharyngitis,  as  it  is  now 
known  that  the  non-diphtheritic  (i.  e.  "fibrinous")  membrane,  un- 
like the  diphtheritic,  does  not  send  any  processes  lower  than  the 
epithelial  layer.  In  a  contribution  w+iich  contains  little  that  will 
be  accepted  by  most  rhinologists,  Wishart  quoting  Walsham  on 
"nasal  obstruction"  says  that  the  membrane  is  never  observed  in 
the  fauces,  a  dangerous  statement  to  make  of  a  disease  which  has  of- 
fered so  few  opportunities  for  observation.  In  addition  to  the 
other  laryngologists  referred  to  here  as  having  seen  it  in  this  loca- 
tion, one  of  my  cases  had  it  well  marked  in  the  rhino-pharynx  and 
fauces.  Posey  and  Wright  are  somewhat  more  cautious  when  they 
say  that  extension  to  the  naso-pharynx  is  almost  never  seen.  While 
those  who  have  investigated  that  point  in  the  morbid  anatomy 
agree  that  the  membrane  does  not  attach  itself  deeply,  a  fact  Isam- 
bert first  established,  and  one  mentioned  by  Bulson,  and  Long,  yet 
none  the  less  its  detachment  as  a  rule  produces  hemorrhage.  Hence, 
most  observers  would  take  issue  with  Macdonald  when  he  states 
that  the  "membrane  may  be  removed  without  difficultv  or  hem- 
orrhage." 

Symptoms:  Potter  regards  the  lack  of  susceptibility  to  cocain 
shown  by  the  turbinates  as  so  constant  and  so  marked  as  to  con- 
stitute one  of  the  symptoms,  and  to  be  even  of  diagnostic  import. 
Bosworth  has  remarked  the  same  peculiarity,  but  reports  the  symp- 
toms in  his  cases  as  so  much  more  severe  as  to  lead  to  the  natural 
suspicion  that  there  was  diphtheria  under  observation  and  not  mere- 
ly fibrinous  rhinitis.  He  mentions  frontal  neuralgia,  high  tempera- 
ture and  loss  of-  the  sense  of  taste  and  smell  as  characteristic  of 
his  cases.  I  have  been  struck  with  the  unnatural  pallor  of  the 
mucosa,  especially  as  I  expected  to  see  an  active  inflammatory  condi- 
tion, as  one  case  came  into  my  care  two  days  after  the  first  symp- 
tom. This  anomalous  condition  is  recorded  by  Macdonald  also. 
The  bleeding  on  forcible  removal  of  the  membrane  and  its  speedy 
reforming  are  fairly  constant  symptoms,  and  ones  on  which  Glucks- 
man  lays  stress  in  his  able  monograph.  Dixon  reports  epistaxis  as 
a  prodrome,  but  sneezing,  discharge  of  mucus,  fullness  and  block- 
ing of  the  nares  is  the  ordinary  course,  though  occasionally  a  degree 
or  two  of  temperature  accompany  the  early  feeling  of  vague  dis- 
comfort about  the  nose  and  throat,  such  as  is  seen  in  an  ordinary 
coryza.  However,  one  of  the  most  remarkable  facts  in  connection 
with  this  disease  is  the  apparent  absence  of  any  definite  prodro- 
mal  or  accompanying   subjective   symptoms;   hence   the  diagnosis 
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rests  on  the  presence  of  the  membrane  and  the  absence  of  the  Klei 
Loeffler  bacillus  at  one  and  the  same  time.     As  before  mentioned, 
this  fibrinous  deposit  may  be  found  on  the  pharyngeal  wall,  the 
tonsils,  or  tonsillar  pillars,  though  the  usual  site  is  the  mucosa  of  the 
turbinates  and  septum. 

Prognosis:  It  is  here  that  the  disease  shows  its  second  peculiar- 
ity, in  that  it  proceeds  slowly  and  innocuously,  apparently  unin- 
fluenced by  time  or  treatment ;  nor  does  it  ever  end  fatally,  despite 
the  long  convalescence,  which  may  vary  from  three  weeks  to  four 
months.  The  lingering  and  recurrent  nature  of  the  disorder  finds 
ample  reason  to  my  mind  in  the  merely  mechanical  blocking  of  drain- 
age by  the  membrane,  especially  if  the  ostia  of  the  accessory  sinuses 
be  partially  invaded  by  the  fibrinous  plug.  With  Lake  I  believe 
the  antra  are  involved,  but  I  go  further  and  feel  sure  the  other 
sinuses  are  similarly  affected  at  times,  and  thus  furnish  the  means 
of  continuing  the  infection  in  the  way  suggested. 

Treatment:  Isolation  is  tiot  necessary  other  than  to  prohibit  in- 
timate contact  between  those  infected  and  the  healthy.  One's  con- 
victions on  this  point  are  considerably  strengthened  by  St.  Clair 
Thomson's  statement  that  Lack's  investigation  showed  that  no  case 
of  diphtheria  had  arisen  from  contact  with  one  of  fibrinous  rhinitis, 
nor  had  any  case  of  fibrinous  rhinitis  arisen  from  contact  with  one 
of  diphtheria.  Chaney,  believing  the  two  diseases  to  be  forms  of  the 
same  infection,  is  at  least  consistent  in  advising  isolation,  as  does 
Wishart.  Posey  and  Wright  were  impressed  with  the  local  use  of  a 
5  per  cent  solution  of  lactic  acid.  In  recommending  warm  saline 
irrigation,  removal  of  the  membrane,  and  local  use  of  vaseline  to 
the  excoriation  at  the  edge  of  the  nostril,  Mohr  about  sums  up  the 
consensus  of  therapeutic  opinion,  though  Baumgarten  departs  slight- 
ly by  insisting  on  lime  water  as  the  form  of  saline.  The  exhibition 
of  iron  is  highly  extolled  by  some,  but  the  form  in  which  it  is  recom- 
mended, that  of  the  tincture  of  ferric  chlorid,  is  not  the  one  that 
appeals  to  me.  I  prefer  for  theoretical  reasons,  perhaps,  the  syrup 
of  the  iodid  of  iron,  especially  for  the  iodin  present,  so  useful  in  the 
stimulation  of  the  nasal  mucosa.  That  2  per  cent  of  all  cases  of 
rhinitis  in  children  show  a  membranous  formation  has  been  the  ex- 
perience of  Potter,  but  the  statement  is  deprived  of  much  of  its 
significance  and  all  of  its  scientific  value  where  bacteriologic  stand- 
ards are  used,  by  his  omission  of  any  bacteriological  reports.  With 
this  introductory  remark,  however,  he  goes  fully  into  the  treat- 
ment, which  includes  the  use  of  atropin,  salicylate  of  soda,  and 
tamponing  the  nares,  removing  the  plugs  as  fast,  as  they  become 
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saturated.  This  procedure  seems  to  loosen  the  membrane  and  give 
relief  to  the  stoppage  of  nasal  respiration.  Gluck  also  recommends 
atropin.  Of  course,  the  effect  of  the  tampons  and  that  of  atropin 
is  exactly  the  opposite,  showing  the  feeling  of  uncertainty  as  to  the 
treatment.  "^ 

Case  I :  A  poorly  nourished  child,  4  years  of  age,  of  pasty  com- 
plexion, gave  a  history  of  a  bad  cold  lasting  over  a  month,  and 
when  examined  showed  a  membrane  in  one  nostril  and  severe  ex- 
coriations at  its  edge.  The  mucosa  was  pale,  did  not  bleed  on 
manipulation  of  the  membrane  and  was  bathed  in  a  muco-purulent 
discharge.  The  membrane  did  not  suggest  in  any  way  a  diphtheri- 
tic deposit,  as  it  was  the  color  of  boiled  macaroni,  not  gray  or  dirty 
gray,  and  much  more  elastic.  Nothing  abnormal  was  seen  in  the 
mouth  or  larynx,  nor  was  there  any  temperature,  glandular  swell- 
ing, malaise  or  any  subjective  symptoms  other  than  the  discomfort 
in  nasal  breathing,  and  the  burning  sensation  at  the  nostril  edge. 
Orders  were  given  to  the  parents  to  irrigate  his  nose  every  four 
hours  with  a  warm  saline  solution,  to  apply  vaselin  to  the  skin 
lesions,  and  to  give  him  a  tonic.  Upon  his  return  in  a  week's  time, 
it  was  difficult  to  see  the  membrane  from  the  anterior  aspect,  a^  it 
had  receded  into  the  middle  region  of  the  inferior  ,strait,  allowing 
better  nasal  respiration,  though  the  discharge  was  no  less.  Thus, 
the  lapse  of  a  month,  when  he  was  thought  cured.  However,  after 
an  interval  of  nearly  three  months,  he  had  a  recurrence  of  the  same 
disorder,  which  this  time  yielded  more  readily.  No  Klebs-Loeffler 
bacilli  were  found. 

Case  2:  A  boy  of  5  years,  receintly  convalescent  from  measles, 
had  been  lethargic  for  some  days  before  I  was  asked  to  see  him  in 
consultation,  and  had  had  a  slight  nose-bleed  two  days  before.  He 
was  thought  by  the  family  to  have  a  cold,  till  the  edge  of  a  mem- 
brane was  observed  to  rest  on  the  naso-labial  margin.  The  point 
that  disturbed  the  family  most,  and  naturally  excited  the  apprehen- 
sion of  the  family  physician,  was  the  persistence  of  membranous 
patches  on  each  tonsil.  I  found  a  yellowish,  pasty  membrane  com- 
pletely filling  the  left  nasal  chamber,  extending  back  to  the  phar- 
yngeal wall,  from  which  it  depended  in  a  gelatinous  curtain,  free 
at  the  lower  border.  On  each  tonsil  was  an  oval,  lenticular  mem- 
brane, and  the  tonsils  were  slightly  congested,  whereas  the  mucous 
membrane  of  the  nose  was  distinctly  paler  than  in  health.  He  com- 
plained only  of  discomfort  in  nasal  respiration  and  on  swallowing, 
and  proved  to  have  no  elevation  of  temperature,  no  glandular  swell- 
ing or  other  constitutional  symptoms.     His   face  was  paler  than 
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usual,  so  his  parents  informed  me,  and  there  was  a  distinct  infiltra- 
tion of  the  cellular  tissue  under  the  eyes,  and  loss  of  appetite. 
Nasal  irrigation  of  warm  soda  solution  every  four  hours,  instillation 
of  25  per  cent  solution  of  argyrol  in  both  nostrils  twice  a  day,  a 
throat  spray  of  peroxid  of  hydrogen,  catharsis  and  the  syrup  of 
the  iodid  of  iron  internally  comprised  the  therapy  employed  for 
the  next  three  days.  At  the  end  of  twenty-four  hours  no  change 
was  apparent,  but  three  days  later  he  seemed  less  apathetic,  though 
no  other  alteration  in  his  condition  was  observed.  A  week  later 
the  patches  on  the  tonsils  were  much  smaller,  the  membrane  on  the 
pharynx  nearly  gone  and  the  nose  much  freer.  At  this  time  all 
treatment  was  withdrawn  save  the  nasal  irrigation  and  the  iron 
preparation,  and  in  the  course  of  the  next  ten  days  he  was  com- 
pletely free  of  all  signs  and  symptoms.  Throughout  the  attack  he 
showed  no  elevation  of  temperature,  save  for  a  few  hours  one  day, 
when  his  temperature  was  98.S".  Though  repeated  cultures  were 
■  taken,  they  showed  invariably  the  staphylococcus  aureus  in  pure 
culture  in  the  nose  and  a  few  streptococci  in  the  throat,  but  never 
any  form  of  the  Klebs-Loeffler  bacillus. 

BIBLIOGRAPHY. 

1.  F.  Gluecksmann:      Ueber  Rhinitis  Fibrinosa  (crouposa);  8,  Wuerz- 
burg,  1889. 

2.  W.  Mohr:     Ein  Beitrag  zur  Casuistic  der  Rhinitis  crouposa."  (Heid- 
elberg), 8,  Zweibruclten,  1895. 

3.  E.  Baumbarten:     Rhinitis   and  Rhinopharyngitis  fibrinosa.     Wien. 
med.  Wchshrft.,  1889,  Vol.  36,  p.  2082. 

4.  A.  E.  Bulson:     Columbus  Med.  Journal,  1895,  Vol.  15,  pp.  302-306. 

5.  J.  T.  Campbell:     Annals  of  Otology,  1897,  Vol.  6,  pp.  249-258. 

6.  A.  Cartaz:     Revue  hebdomaire  de  Laryngol,  1898,  Vol.  18,  p.  1062. 

7.  W.  G.  Cassellberey:     Trans.  Illinois  Med.  Society,  1897,  p.  327. 

8.  H.  D.  Chapin:     N.  Y.  Med.  Journal,  1890,  Vol.  51,  p.  685. 

9.  F.  J.  Uixon:     British  Med.  Journal,  London,  1898,  Vol.  1,  p.  212. 

10.  J.  Dunn:     N.  Y.  Med.  Journal,  1893,  Vol.  58,  p.  238. 

11.  Eeman  and  Bayer:     Bull,  societe  .beige  d'otoTogie  et  de  laryngol, 
1896,  Vol.  1,  pp.  42-53. 

12.  S.  Felsenthal:     Zur  Lehre  von  der  pharyngitis  fibrinosa.  Muench. 
med.  Wchschr.,  1895,  Vol.  42,  p.  51. 

13.  J.  M.  Gill  and  S.  Gillies:     Australasian  med.  Oazeite,  1900,  Vol. 
19,  p.  416. 

14.  I.  Gluck:     Med.  Record,  N.  Y.,  1889,  Vol.  35,  p.  461. 

15.  M.   Hunt:     Trans.    British   Laryngol.   and    Rhinilog.    Assoc,    1891, 
1892,  Vol.  1,  p.  63. 

16.  J.  Killian:     Kinder-Artz,  1890,  Vol.  1,  pp.  73-80. 

17.  R.  lake:     IHE  Laryngoscope,  1898,  Vol.  5,  p.  143. 

18.  A.  Leemans:     Annales  Societe  de  Med.  de  Oand,  1891,  Vol.  57,  p. 
267. 


DABXEV  :    FIBRINOUS  RHINITIS.  215 

19.  J.  W.  Long:     Maryland  Med.  Journal,  1892-93,  Vol.  28,  pp.  111-122. 

20.  G.  MACJJONAEir:     Archives  of  Otology,  1891,  Vol.  26,  pp.  120-124. 

21.  P.  Masucci:  Revue  intfrnationale  de  rhinol.,  otol.  et  laryngol., 
1893,  Vol.  3,  p.  73. 

22.  J.  E.  Newcomb:     A.  Y.  Med.  Journal,  1891,  Vol.  54,  p.  291. 

23.  G.  S.  Feck:  Journal  of  Ophthal.,  Otol.  and  Larnygol.,  1897,  Vol.  9, 
p.  287. 

24.  F.  H.  Potter:     Trans.  Medical  Soc.  of  N.  Y.,  1889,  pp.  229-234. 

25.  L.  S.  SoMERs:      University  Med.  Mag.,  1895-96,  Vol.  8,  pp.  866-870. 

26.  D.  J.  G.  Wishart:  Canadian  Journal  of  Med.  and  Surg.,  1899,  Vol. 
6,  pp.  262-268. 

27.  O.  Chiari:  Chronische  Entzuendung  des  Rachens  und  des  Xasen- 
rachenraumes.  Handbuch.  d.  Laryngol.  und  Rhinol.  Wien,  1896-7,  pp.  247- 
296. 

28.  Sedzi.\k:  Journal  Laryng..  Rhinol.  and  Otol.,  August,  1892,  pp. 
335-337. 

29.  V.  Dabney:     N.  Y.  Med.  Journal.  February  10,  1912. 

30.  Posey  and  Wright:  Diseases  of  Eye,  Nose,  Throat  and  Ear,  pp. 
786-789. 

31.  W.  (jHAXEY:     Detroit  Med.  Journal.  September,  1911. 

32.  St.  Clair  Thomson:     Diseases  of  the  Nose  and  Throat. 

33.  Bosworth:     Diseases  of  Nose  and  Throat,  1889,  p.  81. 

34.  Ravenel:     Medical  News.  May  13,  1893;'  also,  1895. 

35.  Isambert:     Archives  Gen.  de  Med.,  1857. 

1633  Connecticut  Avenue. 


Surgical  Management  of  Nasal  Accessory  Sinus  Disease.  Lewis 
A.  CoFi-iN,  Med.  Rec.  June  i,  1912. 
A  number  of  interesting  cases  are  given.  The  author  states  that 
when  the  antrum  is  acutely  diseased  it  tends  of  itself  to  recovery. 
We  can  accelerate  the  cure  by  washing  it  out  a  few  times,  either 
through  the  natural  opening  or  through  a  puncture  in  either  the 
inferior  or  middle  meatus.  Chronic  em^pyema  of  this  cavity  may 
recover  from  washing,  if  kept  up  for  a  considerable  period.  A 
fairly  large  opening  must  be  made  in  the  inferior  meatus  through 
the  naso-antral  wall,  so  that  the  patient  can  continue  this  treatment 
at  home.  Applications  of  silver  and  zinc  solutions  should  also  be 
made  to  the  lining  membrane.  If  the  disease  has  progressed  to 
granulation  or  has  become  polypoid  a  Caldwell-Luc  operation  should 
be  performed.  Lederman. 


THE    MONOCHORD.* 

DR.    MAX   A.    GOLDSTEIN,    ST.    LOUIS. 

At  the  International  Otological  Congress  in  Budapest  I  had  the 
pleasure  of  a  personal  demonstration  of  the  monochord  by  its 
originator,'  Dr.  H.  J.  L.  Struycken,  of  Breda,  Holland.  At  that 
time  it  did  not  attract  the  attention  which  it  sincerely  merits  be- 
cause of  the  profusion  of  instruments  and  apparatus  exhibited  at 
this  congress  to  illustrate  every  phase  of  acoustics. 

Since  then,  however,  the  monochord  has  been  demonstrated  on 
several  occasions  and  before  several  scientific  bodies  and  has  been 
given  a  more  serious  consideration  and  more  liberal  practical  ap- 


Figure  1:  Position  of  monochord  in  testing. 

plication,  until  to-day  it  is  recognized  by  many  continental  Eu- 
ropean otologists  as  an  indispensable  part  of  the  apparatus  required 
in  making  a  complete  functional  test  of  hearing,  particularly  where 
the  upper  tone-limit  of  hearing  is  under  consideration. 

The  principle  of  the  monochord  originally  depended  on  the  pro- 
duction of  longitudinal  waves  of  sound  in  the  upper  tone  scale, 

•Presented  at  the  meeting  of  the  Middle  Section  of  the  American 
Laryng-ologlcal,  Rhinological  and  Otological  Society,  St.  Louis,  February 
22.   1913. 
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and  the  original  purpose  as  defined  by  Struycken  was  to  substitute 
the  monochord  for  the  Koenig  rods,  high-pitched  tuning-forks  and 
Galton  whistles  in  the  perception  of  air-conduction. 

The  original  claims  made  for  the  Struycken  monochord  were 
later  augmented  by  Prof.  Karl  L.  Schaefer,  of  Berlin,  in  that  he 
added  to  the  production  of  longitudinal  sound-waves  for  deter- 
mining the  upper-tone  limit  of  hearing,  a  scale  of  transverse  vibra- 
tions producing  a  continuous  series  of  tones  from  a^  to  the  upper 
tone-limit  and  thus  dispensing  with  many  additional  tuning-forks 
in  the  development  of  the  Bezold  continuous  tone-series. 

An  additional  valuable  feature,  as  suggested  by  Schaefer  and 
Struycken,  was  the  determination  of  the  upper  tone-limit  for  bone- 
conduction,  a  phase  of  functional  tests  which  is  not  applicable  with 
any  other  sound-testing  apparatus. 

Another  valuable  feature  of  the  monochord  is  its  simplicity  and 
accuracy  of  record. 

In  short,  the  complete  functional  tests  of  hearing  may  be  now 
carried  cut  by  using  the  following  apparatus:  contra  C,  C,  c\  c- 
and  c^  ttming-forks  and  the  monochord. 

Description : — The  monochord  consists  of  a  60  cm.  flat,  steel  bar 
on  which  a  steel  wire  with  adjustable  set-screw  is  strung  to  definite 
tension.  The  tension  of  this  wire  is  accurately  measured  by  a  sim- 
ple control  device,  by  means  of  which  a  fixed  standard  of  tone 
may  be  obtained  with  each  instrument. 

•  A  metal  sliding-block  traverses  the  steel  bar  from  end  to  end,  is 
held  both  to  wire  and  bar  by  sliding  spring-clips,  and  presents  a 
sharp  margin  at  the  front  surface  of  the  bar  over  which  it  slides, 
so  that  the  actual  tone  produced  may  be  read  on  the  combined 
scale,  stamped  on  the  flat  surface  of  the  bar. 

This  scale  is  indicated  in  centimeters  from  i  to  50,  and  a  second 
musical  scale  is  recorded  from  g"  to  c*. 

On  the  superior  surface  of  the  bar  the  longitudinal  vibrations 
are  marked  in  thousands,  in  Roman  numerals  from  VI  to  XXV, 
giving  a  longitudinally-vibrating  range  of  tone  from  6,000  to  25,000 
V.  d. 

At  the  proximal  end  of  the  monochord  is  a  rounded  metallic 
button  by  which  the  apparatus  may  be  pressed  to  the  mastoid  or 
brought  in  contact  with  any  other  bone-surface.  The  steel  wire  is 
attached  to  this  button  at  one  end  and  to  the  set-screw  at  the  other. 
This  button  is  guarded  by  a  hollow  sheath  to  prevent  hairs  or  other 
disturbing  elements  from  touching  the  instrument  when  it  is  pressed 
against  the  mastoid. 
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The  longitudinal  tone  is  evoked  by  stroking  the  wire  in  its  longi- 
tudinal axis  with  a  metallic  rubbing-flask  filled  with  turpentine  or 
benzine,  supplied  with  a  felt,  automatically-moistened  disc. 

In  moving  the  sliding-block  up  or  down,  thus  shortening  or 
lengthening  the  wire,  the  longitudinally-vibrating  tone  is  respec- 
tively higher  or  lower. 

To  determine  the  upper  tone-limit  for  air-conduction  in  a  given 
case,  the  monochord  is  held  with  the  contact-button  near  the 
meatus.  The  small  felt  disc  of  the  rubbing-flask  is  thoroughly 
saturated  with  the  turpentine  or  benzine  in  the  container,  placed 
vertically  on  the  chord  or  wire,  and  drawn  to  and  fro  with  slight 
pressure.  If  the  hearing-perception  of  the  patient  for  upper  tones 
is  fair,  we  may  begin  the  test  at  a  wire  length  of  30  cm.,  (about 
8.000  V.  d.).  When  this  tone  has  been  definitely  heard  by  the  pa- 
tient, the  chord  is  shortened  by  pushing  the  sliding-block  up 
(toward  contact-button),  and  with  the  gradually  decreased  length 
of  the  chord  gradually  raising  the  pitch  or  tone  until  a  distinct 
musical  sound  is  no  longer  audible. 

The  sliding-block  is  adjusted  ^/^  cm.  at  a  time,  until  the  actual 
tone-limit  perceived  is  definitely  established.  The  results  may  be  re- 
corded both  in  centimeters  and  in  number  of  vibrations  per  second. 
For  example,  25  cm.  read  on  the  scale  of  the  monochord  bar  indi- 
cates 10,000  V.  d ;  10  cm.  read  on  the  monochord  scale  indicates 
25,000  V.  d. 

The  upper  tone-limit  for  bone-conduction  is  determined  in  a 
similar  manner,  with  the  additional  feature  of  pressing  the  contact- 
button  against  the  mastoid  process.  We  first  register  the  length 
of  the  chord  and  the  number  of  vibrations  constituting  the  upper 
tone-limit  for  air-conduction  in  the  tested  ear.  The  contact-button 
is  then  pressed  over  the  mastoid  and  the  patient  continues  to  hear 
the  longitudinally  produced  tone  for  i^  to  i  cm.  further  in  the 
scale ;  in  many  pathological  cases  the  perception  by  bone-conduc- 
tion is  from  5  to  15  cm.  more  than  by  air-conduction. 

Production  of  transverse  tones: — Schaefer's  modification  of 
Struycken's  monochord  is  for  the  production  of  tones  of  trans- 
verse vibrations.  The  great  value  of  this  modification  is  that  by 
making  the  monochord  serve  as  a  test-medium  for  the  upper  tone- 
limit  a  continuous  tone-series  from  a^  to  the  upper  tone-limit  is 
obtained. 

On  every  standardized  monochord  the  longitudinal  tone  of  46 
cm.  wire  length  corresponds  with  the  transverse  tone  of  35/^  cm. 
wire  length.    Tones  of  transverse  vibration  are  produced  by  strik- 
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ing  the  chord  sharply  Avith  a  hght.  small,  wedge-shaped  hammer 
for  all  tones  between  the  full  wire  length  and  15  to  20  cm.  For  all 
higher  transverse  tones  a  short,  special  violin  bow  is  used,  draw- 
ing same  across  the  wire. 

Tension  Controller : — The  tension-controller  consists  of  a  thin, 
flat  piece  of  steel  definitely  weighed,  containing  at  its  one  end  two 
small  hooks  or  flanges,  and  at  the  other  end  a  graduated  scale  in- 
dicating the  test  weight  in  kilograms  from  10  to  25. 

To  standardize  the  wire  of  the  monochord  to  the  proper  pitch 
place  the  sliding-block  on  40  cm.,  hang  the  tension-controller  from 
behind  with  its  upper  hook  over  the  wire  while  the  lower  one  en- 
gages the  monochord  from  below,  tighten  the  steel  chord  bv  means 


Figure  2:  Monochord  showing  application  of  tension-controller. 


of  the  tension-screw  at  the  distal  end  of  the  monochord  bar  until 
the  controller  is  raised  to  the  scale-mark  "25."  At  this  point  the 
wire  has  the  proper  tension  and  the  standard  pitch.  To  further 
prove  this  standard  pitch,  after  testing  with  the  tension-controller, 
the  sliding-bar  is  placed  at  43  cm.  on  the  scale ;  it  must  then  vibrate 
in  uni.son  with  the  tone  and  pitch  of  the  tuning-fork  a.^  (435  v.  d.) 
which  accompanies  the  apparatus. 

The  tone  at  this  chord-length  (43  cm.)  is  43.500  transverse 
vibrations  and  8,705  longitudinal  vibrations. 

The  Schaefer  table  of  transverse  vibrations  figured  accurately  to 
the  scale  as  read  oflf  on  the  bar  of  the  monochord  is  herewith  pre- 
sented. The  monochord,  therefore,  presents  a  range  for  trans- 
versely vibrating  tones  of  from  387  to  6,200  v.  d. 

It  is  difficult  to  introduce  an  innovation  in  so  stereotyped  a  sys- 
tem of  examination  as  that  of  functional  test  of  hearing;  this  is 
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practically  shown  in  the  case  of  the  monochord,  for  it  is  now  over 
four  years  since  Struycken  first  demonstrated  this  monochord^ 
This  reticence  on  the  part  of  the  profession  is  not  due  to  the  lack 
of  the  possibilities  and  practicability  of  the  monochord  as  an  acces- 
sory hearing-test  apparatus,  but  to  a  conservatism  that  holds  ten- 
aciously to  older  and  well-established  methods.  With  our  Amer- 
ican otologists  it  is  also  partly  due  to  the  fact  that  many  of  them 
have  been  unable  to  assimilate  the  description  of  the  monochord 
as  originally  published  in  Dutch  and  German. 

Several  of  my  personal  friends  among  our  confreres  have  had 
the  monochord  in  their  possession  for  months  but  have  not  used  it 
because  of  insufficient  stimulation  or  lack  of  sufficiently  detailed 
direction  for  its  application.  This  has  induced  me  to  present  the 
monochord  for  practical  consideration.  It  is  easy  of  application, 
accurate  and  scientific  in  results,  and  develops  phases  of  functional 
hearing-tests  which  have  not  been  possible  by  any  other  means 
until  now, 

3858  Westminster  Place. 


Remarkable  Case  of  Foreign  Body  in  the  Larynx.  A.  Roozendaal, 
Ned.  Tijdschr.  v.  Geneesk.,  April  20,  1912. 
While  watching  in  a  forge  a  man  of  21  years  suddenly  felt  some- 
thing strike  his  throat ;  immediate  cough  with  slight  hemorrhage. 
Also  a  small  wound  on  neck  noticed  I/2  cm.  above  the  pomum 
Adami.  Slight  inflammation  of  the  laryngeal  mucosa;  close  exam- 
ination revealed  a  black  spot  in  the  posterior  wall.  A  cotton  ap- 
plicator dipped  in  cocain  was  applied  around  this  spot.  Upon  its 
removal  a  splinter  of  iron  with  sharp  edges  was  found  attached  to 
it.  Cough  immediately  disappeared.  By  raising  the  epiglottis  the 
small  entrance  portal  of  the  foreign  body  was  located  just  beneath 
the  tuberculum  epiglottidis.  Rapid  recovery.  The  author  could 
find  no  similar  case  reported.  Ed. 


MOUTH  GAG  WITH  A  PERMANENTLY  ATTACHED  TUBE 

FOR  CONTINUOUS  ETHERIZATION,  AND  A  NEW 

TONSIL  GRASP. 

DR.  W.  C.  WOOD^  PHILADELPHIA. 

Mouth-gag  with  an  attached  tube  for  continuous  etherization : — 
This  instrument  (Figure  i)  is  a  Stubbs'  modification  of  Murdoch's 
mouth-gag  with  a  tube  attached  for  the  conveyance  of  ether  vapor 
from  the  continuous  etherization  apparatus.  I  was  prompted  to 
combine  the  two  instruments  in  one  for  the  following  reasons: 
I.  The  metal  tube  commonly  used  with  the  apparatus  is  one  addi- 
tional instrument  to  occupy  space  at  the  lip  margin.  2.  It  is  one 
additional  instrument  to  be  sterilized  at  each  operation,  an  item  to 


Figure   1. 


be  considered  when  several  cases  are  to  be  operated  in  succession 

3.  The  tube  ordinarily  used  is  too  large  and  emits  too  much  vapor. 

4.  During  the  operation  it  is  continually  being  hooked  out  of  the 
mouth  by  sponges,  etc.,  and  dropped  upon  the  floor,  thus  necessitat- 
ing a  re-sterilizing  before  it  is  replaced.  • 

The  instrument  I  have  devised  does  away  with  all  these  objec- 
tions and  has  proved  perfectly  satisfactory  both  to  me  and  to  sev- 
eral who  have  used  it  at  my  request.    There  are  those  who  prefer 
some  gag  other  than  the' Murdoch,  but  there  is  no  reason  why  this' 
idea  cannot  be  carried  out  on  the  gag  they  prefer. 

The  outside  diameter  of  the  tube  is  a  little  less  than  one-quarter 
inch,  made  of  thin,  strong  tubing,  giving  a  sufificiently  large  inside 
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diameter  for'TTie  flow  of  the  vapor.  It  is  permanently  attached  to 
the  upper  arm  of  the  gag,  and  curves  downward  and  backward, 
away  from  the  mouth,  for  the  attachment  of  the  rubber  hose  of  the 
ether  apparatus.  It  follows  the  upper  arm  of  the  gag,  curving  along 
the  edge  of  the  broad  extremity ;  thus  avoiding  contact  with  the 
teeth.  The  ether  escapes  through  a  hole  in  the  etld  of  the  tube  and 
is  directed  toward  the  uvula  and  posterior  pharyngeal  wall.  While 
I  usually  resort  to  the  dissection  and  snare  method,  I  have  used 
this  combined  gag  and  ether  tube  when  removing  tonsils  by  the 
method  described  by  Sluder,  and  found  it  perfectly  satisfactory, 
interfering  in  no  way  with  the  manipulation  of  the  guillotine. 

Tonsil  grasping-forcep  (Figure  2)  :  It  appears  almost  ridiculous 
to  ofter  a  new  instrument  for  grasping  tonsils  when  one  considers 
the  large  number  of  instruments  already  in  use  for  this  particular 
step  in  a  tonsillectomy.     Nevertheless,  I  have  found  with  all  the 
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grasping  forceps  I  have  used  or  seen  used,  one  of  the  following 
two  objections : 

1.  In  a  large  majority  of  the  tonsil-forceps,  when  the  instrument 
is  locked  there  is  metal  against  metal  at  the  grasping  end.  In  other 
words,  instead  of  simply  taking  hold  of  the  tonsil,  the  tissue  is 
compressed  and  crushed  between  two  metal  surfaces,  and  is  con- 
stantly tearing  loose,  removing  at  the  same  time  a  small  section  of 
tonsil.  This  causes  bleeding,  renders  a  second  grasp  on  the  tonsil 
difficult,  and  results  in  a  loss  of  time. 

2.  The  instruments  to  which  the  above  objection  does  not  apply 
are  usually  of  such  a  size  that  they  can  only  be  readily  used  on  the 
larger,  exposed  tonsils.  In  the  smaller  tonsils,  imbedded  or  almost 
entirely  covered  by  the  pillars,  these  larger  instruments  are  useless, 
unless  a  smaller  instrument  is  first  used  to  draw  the  tonsil  out. 
This  adds  another  instrument  to  the  list  and  means  an  unnecessar)^ 
waste  of  time. 

I  have,  therefore,  attempted  to  devise  a  tonsil-grasp  which  will, 
to  a  certain  extent  at  least,  overcome  these  objections,  and  at  the 
same  time  be  applicable  to  tonsils  of  all  sizes  and  characters.  This 
instrument  is  so  constructed  that  when  it  is  locked  there  is  still  a 
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space  of  about  one-sixteenth  of  an  inch  in  and  about  the  teeth. 
Thus  while  the  teeth  overlap,  they  never  come  in  contact.  At  no 
point  does  metal  touch  metal.  For  about  three-quarters  of  an  inch 
back  of  the  teeth  the  jaws  are  separated  about  three-sixteenths  of 
an  inch,  giving  space  for  quite  a  little  tonsillar  tissue.  Hence,  while 
the  tonsil  is  grasped  in  two  ways  by  this  instrument,  namely,  by  the 
biting  of  the  teeth  themselves,  and  by  the  tonsil  contained  in  the 
space  between  the  jaws  back  of  the  teeth,  yet  at  no  point  is  the  ton- 
sil crushed.  The  handles  are  of  such  a  size  that  the  snare-loop 
will  pass  over  them.  They  are  curved  back  to  a  slight  degree  in 
order  to  give  more  room  for  the  hand  of  the  operator  when  dis- 
secting. 

Both  of  the  instruments  I  have  described  were  made  for  me  by 
The  Harvey  Pierce  Company,  1629  Chestnut  street,  Philadelphia. 

Jefferson  and  Gratz  Streets. 


Papilloma  of  the  Vocal  Cords  Cured  by  Radium.  Robert  Abbe. 
Med.  Rec,  April  13,  1912. 

Two  very  interesting  cases  are  reported.  One  of  the  patients, 
a  woman,  had  to  have  her  larynx  cleaned  every  six  months  for 
over  forty-seven  years.  A  large  part  of  the  growths  rapidly  disap- 
peared under  radium  applications  and  for  three  years  no  surgical 
treatment  was  necessary. 

In  another  instance  where  the  growth  was  localized  on  the  left 
vocal  cord  and  where  two  attempts  at  its  removal  were  made  with 
recurrence  of  the  greater  area,  a  tracheotomy  was  performed  and  a 
small  capsule  containing  100  mg.  of  pure  radium  was  introduced 
through  the  wound  and  was  suspended  between  the  vocal  cords  for 
thirty  minutes.  No  further  treatment  was  given.  Three  months 
later  no  track  of  the  growth  could  be  seen 

Two  other  cases  are  mentioned  as  being  under  treatment  at  the 
time,  with  a  promise  of  ultimate  cure.  Lederman. 


CURETTH  FOR  BRIDGE  IN  RADICAL  MASTOID. 

DR.  MARK  D.  STEVENSON,  AKRON,  OHIO. 

The  difficulties  and  dangers  in  removing  the  outer  bony  walls  of 
the  attic  and  aditus  ad  antrum  are  appreciated  by  all  otologic  sur- 
geons. The  chisel  must  be  used  with  extreme  care  and  delicacy  in 
order  to  avoid  injuring  the  important  structures  to  the  inner  side 
of  these  narrow  cavities,  viz.,  the  facial  nerve  and  external  semi- 
circular canals.  Not  only  may  these  structures  be  injured  directly 
by  chisels,  but  pieces  of  bone  may  be  impacted  against  them.  If  a 
loose  piece  of  bone  is  encountered,  it  is  preferable  that  it  should  be 
broken  outward  by  a  curette  rather  than  inward  by  a  chisel.     The 


handle  is  so  short  that  jumping  of 'the  curette  may  be  easily  guarded 
against  and  yet  considerable  force  may  be  applied.  Some  operators 
claim  that  the  blows  of  the  chisel  so  close  to  the  labyrinth  may  in- 
jure, to  a  greater  or  less  degree,  the  delicate  labyrinthine  contents. 
For  the  same  reason  in  breaking  down  the  bony  bridge,  ordinary 
curettes  are  either  very  dangerous  or  inefficient,  the  cutting  edge 
being  turned  in  such  a  way  that  the  important  structures  mentioned 
may  be  injured. 

After  the  antrum  has  been  opened  and  only  a  small  bridge  of 
bone  external  to  the  aditus  is  left  to  remove,  the  curette  illustrated 
may  be  easily  and  safely  introduced  into  the  middle-ear  cavity,  the 
handle  being  in  the  external  auditory  canal,  and  the  bridge  of  bone 
quickly  removed.     It  not  only  serves  to  remove  the  external  bony 
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wall  of  the  attic  but  can  be  used  to  remove,  from  either  end,  the 
external  and  part  of  the  upper  wall  of  the  aditus  ad  antrum.  The 
curette  is  of  such  size  that  it  can  be  readily  passed  into  these  cavities 
and  unlike  other  curettes  its  cutting  edge  is  turned  away  from  the 
structures  on  the  inner  wall  of  the  attic  and  inner  and  lower  walls 
of  the  aditus  ad  antrum.  Its  use  results  in  easy,  speedy  and  safe 
removal  of  the  bony  bridge. 

165  East  Market  Street. 


CORWIN'S  TONSIL  HEMOSTAT.* 

DR.  A,   M.   CORWIN,   CHICAGO. 

Spring  clamps  with  sliding  cuff  hold  the  gauze  pad,  which  can 
be  made  of  any  size  desired.  The  instrument  may  he  used  singly 
or  in  pairs  and  is  interchangeable.  It  is  simple  and  strong  in  con- 
struction, and  fits  the  parts  perfectly.  It  is  quickly  adjusted  and 
easy  to  apply  or  remove. 


Used  in   routine   fashion   in  tonsillectomy   under   general    anes 
thetic  it  gives  a  comparatively  bloodless  pharynx  during  operation, 
very  much  shortening  the  time  involved,  and  reducing  the  total 
amount  of  blood  lost  to  a  minimum,  especially  if  a  solution  of  tine 
ture  of  iron  in  glycerin  or  other  styptic  be  applied  to  the  pad.     In 
case  of  delayed  or  secondary  hemorrhage  the  instrument  is  invalu- 
able. 

15  East  Washington  Street. 


♦Manufactured   by  V.  Mueller  &  Co. 
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Staminering —  ( Dyslalia ) . 

Stammering  is  not  a  distinct  entity,  but  it  varies  in  character 
quite  as  much  as  any  other  nervous  affection.  The  phenomena  of 
stammering  are  also  varied  and  variable,  so  that  not  only  are  no 
two  stammerers  exactly  alike,  but  no  stammerer  continues  to  stam- 
mer in  exactly  the  same  way.  Moreover,  stammering  is  an  acquired 
and  developmental  affection  just  as  all  forms  of  speech  are  acquired 
and  developmental,  but  heredity  is  often,  and  I  may  say  usually,  a 
factor  in  the  acquirement  or  development  of  staminering,  in  the 
sense  that  tendencies  to  stammer  are  transmitted  from  parent  to 
offspring.  These  tendencies  appear  as  the  result  of  an  inherited 
weakness  of  the  nervous  mechanisms  of  speech,  rendering  them  un- 
equal to  the  demands  made  upon  them  during  the  mental  and  emo- 
tional stress  of  the  developmental  speech-period. 

It  must  be  apparent,  therefore,  that  the  causes  usually  given  for 
stammering,  such  as  fright,  injury,  and  the  like,  are  not  the  chief 
causes  at  all,  but  they  are  largely  accidental  or  incidental  to  the 
affection,  and  of  comparatively  little  practical  or  scientific  import- 
ance, I  emphasize  this  fact  because  only  the  other  day  I  received  a 
letter  from  a  well-known  author  who  adds  another  to  the  many 
interesting  theories  which  have  been  advanced  with  reference  to 
the  causation  and  treatment  of  stammering.  I  quote  from  the  let- 
ter: 

"My  dear  Dr.  Makuen:  I  am  engaged  in  writing  a  series  of  essays, 
and  among  other  subjects  which  I  intend  discussing  is  'The  Mental  Side 
of  Stammering.'  Recently  I  came  across  your  excellent  article  in  the 
December,  1909,  issue  of  the  Medical  Record,  in  which  you  so  clearly  ap- 
preciate the  important  role  played  by  emotional  states  in  the  causation 
and  continuance  of  stammering,  and  I  am  now  writing  in  the  hope  that 
through  a  citation  of  some  of  your  cases  I  may  be  able  to  verify  a  theory 
to  which  I  am  strongly  inclined. 
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"This  is  the  theory,  namely,  that  in  a  large  proportion,  if  not  the  ma- 
jority, ot  cases  ot  stammering,  the  difficulty  in  affecting  a  cure  is  due  to 
the  fact  that  the  stammering  has  as  its  primary  cause  the  forgotten 
reminiscence  of  some  profound  emotional  shock  of  early  childhood — 
fright,  grief,  infantile  sexual  disturbance,  or  whatever  it  may  be — which 
needs  to  be  discovered  and  recalled  to  memory  before  a  lasting  cure  can 
be  had.  In  other  words,  I  am  inclined  to  regard  stammering  as  a  psycho- 
neurosis,  originating  like  all  other  psycho-neurotic  symptoms  in  the  sub- 
conscious influence  of  what  Dr.  Freud  calls  complexes.  Now,  in  recall- 
ing your  cases,  in  looking  back  over  their  early  history  so  far  as  you 
have  been  able  to  ascertain  it,  do  you  or  do  you  not  feel  inclined  to  agree 
with  me?  And  if  you  do,  would  you  not  be  so  kind  as  to  send  me  a 
statement  outlining  the  history  of  three  or  four  cases  that  would  be 
very  much  to  the  point  in  this  connection? 

"Personally,  I  am  greatly  impressed  with  the  fact  that  stammering  sel- 
dom, if  ever,  develops  until  alter  a  child  has  learned  to  talk.  Freud,  and 
I  think  Janet  and  Sidis  also,  have  shown  that  it  is  at  the  ages  of  3  to  7 
thai  emotional  disturbances  are  most  likely  to  have  lasting  effects  on  the 
mind  and  the  nervous  system  of  the  child;  and  I  suspect  that  in  this  fact 
we  have  the  clue  to  the  seeming  paradox  that  a  child,  once  knowing  how 
to  speak  correctly,  should  suddenly  develop  a  stammer.  Of  course,  the 
factor  ot  imitation  has  to  be  reckoned  with;  but  personally  I  find  myself 
wondering  just  why  certain  children  should  imitate  stammerers  when 
others,  exposed  to  precisely  the  same  environment  and  having  the  same 
heredity,  do  not.  Can  it  be  that  their  suggestibility  has  been  increased 
by  some  psychic  accident,  so  that  they  seize  upon  stammering  as  a  handy 
symbol,  so  to  speak,  of  the  internal  conflict,  just  as  other  juvenile  hyster- 
ics seize  upon  convulsive  movements,  contractures,  tics,  or  whatever  may 
be  the  symptoms  they  happen  to  develop? 

"Of  course,  I  realize  that  in  our  present  state  of  knowledge — or  rather 
lack  of  knowledge — regarding  the  first  years  of  most  stammerers,  it  v/ill 
be  a  difficult  matter  to  substantiate  this  thesis.  But  I  have  already  as- 
sembled a  number  of  cases  that  seem  to  bear  it  out,  and  I  am  hopeful  that 
I  shall  be  able  to  add  a  few  from  your  experience. 

"Trusting,  then,  to  hear  from  you  within  a  few  days,  believe  me,  etc." 

My  reply  was  as  follows: 

"My  dear  Sir:  I  have  not  answered  your  letter  sooner  because  I  have 
been  busy  with  other  pressing  duties,  but  it  gives  me  pleasure  now  to 
reply  to  some  of  the  questions  which  you  bring  up  in  relation  to  stammer- 
ing. 

"I  have  found  that  no  two  stammerers  are  alike,  but  they  differ  among 
themselves  as  do  normal  people,  and  therefore  no  one  method  or  system 
of  treatment  can  be  applicable  to  all  cases. 

"Moreover,  children  begin  to  stammer  not  after  they  have  learned  'to 
speak  correctly,'  but  while  they  are  learning  to  speak,  the  developmental 
speech-period  continuing  up  to  8,  10,  or  even  12  years  of  age.  Stammer- 
ing, therefore,  must  be  regarded  as  a  developmental  neurosis,  if  I  may 
use  that  expression,  and  if  it  continues  long  enough  it  may  become  as  you 
say  a  psycho-neurosis. 
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"It  is  true  that  of  children  in  the  same  family  some  may  acquire  the 
affection  and  others  may  not,  although  subjected  to  the  same  environment, 
just  as  some  children  in  a  family  will  acquire  any  other  affection  or 
disease  while  others  will  escape.  I  think  I  should  hardly  say  that  chil- 
dren of  the  same  parentage  have  the  same  inheritance.  For  instance,  a 
certain  number  of  the  children  of  deaf-mute  parentage  will  be  congenital- 
ly  deaf,  while  a  certain  other  number,  and  the  majority  perhaps  may  have 
normal  hearing-power. 

"Children  inherit  that  indefinite  and  intangible  something  which  we 
call  'tendencies.'  The  tendency  to  stammer  consists  in  some  weakness  of 
the  speech-mechanisms,  which  interferes  with  the  normal  development  of 
speech,  and  few  if  any  such  children,  I  think,  would  ever  acquire  the  habit 
of  stammering  if  they  could  have  the  right  kind  of  help  while  they  are 
learning  to  speak. 

"The  emotional  element  in  the  majority  of  instances  is  not  altogether 
a  cause  but  it  often  follows  as  a  result  of  the  child's  diflBculties  in  ac- 
quiring normal  speech.  Any  little  accident  that  may  cause  hesitancy  of 
speech  in  a  sensitive  child  arouses,  of  course,  a  fear  of  future  similar 
experience,  and  unless  the  child  is  carefully  managed  from  that  instant, 
the  very  complex  mental  and  physical  habit  of  stammering  is  liable  to 
develop  and  become  estabished.  When  the  habit  has  once  become  estab- 
lished, however,  I  am  convinced  that  nothing  short  of  a  complete  re-edu- 
cation of  the  speech-centers  can  possibly  cure  the  affection,  but  if  the 
treatment  is  taken  up  at  the  very  inception,  only  a  little  help  is  required 
to  prevent  its  development. 

"I  am  of  the  opinion  that  it  is  not  so  much  or  so  often  a  'forgotten 
reminiscence'  as  it  is  the  conscicnisness  of  not  being  able  to  speak  icith- 
out  hesitation  that  interferes  more  than  anything  else  with  our  success 
in  this  work. 

"I  do  not  say  that  your  theory  as  to  the  causation  of  stammering  may 
not  hold  good  in  a  certain  number  of  cases,  but  in  all  my  experience,  in- 
cluding a  careful  study  of  three  or  four  thousand  stammerers,  I  have  had 
nothing  to  warrant  me  in  the  belief  that  the  recall  of  an  unfortunate,  for- 
gotten reminiscence  would  have  any  remedial  effect  upon  stammerers,  ex- 
cept possibly  as  a  preventive  measure  for  those  in  the  very  first  stages  of 
the  affection.  The  fact  is,  I  think,  that  if  you  could  eliminate  from  the 
stammerers  psychic  cosmos  every  possible  imperfection,  he  would  still 
have  the  habit  of  stammering  to  overcome,  because  the  real  stammerer 
knows  no  more  how  to  speak  freely  and  smoothly  than  does  the  average 
untaught  person  know  how  to  play  the  violin.  The  cerebral  speech-cen- 
ters must  learn  to  manipulate  the  peripheral  centers  in  the  proper  man- 
ner just  as  a  would-be  violinist  must  learn  to  manipulate  his  instrument 
before  he  can  play  upon  it. 

"It  is  something  like  the  speech  of  a  cleft-palate  individual.  When  he 
has  once  acquired  the  peculiar  cleft-palate  speech,  you  may  give  him  a 
perfect  palate  but  it  of  itself  will  not  improve  to  any  great  extent  his 
speech. 

"It  is  true  that  stammerers  may  speak  fairly  well  under  certain  psychic 
conditions,  but  that  with  them  is  purely  accidental  and  they  do  not  know 
how  or  why  they  do  it. 
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"I  shall  be  glad  to  see  whatever  you  have  written,  or  may  write,  and  I 
shall  send  you  under  separate  cover  some  reprints  of  my  earlier  articles 
on  this  subject. 

'•Very  sincerely  yours," 

This  correspondence  raises  the  question  as  to  what  extent  stam- 
mering should  be  regarded  as  of  psychic  origin  and  to  what  extent 
it  is  due  to  physical  conditions.  That  many  stammerers  are  pro- 
foundly neurotic  must  be  admitted  by  all  who  have  had  much  ex- 
perience in  this  work,  and  that  their  nervous  condition  has  much  to 
do  with  their  difficulties  of  speech  must  also  be  recognized ;  but  the 
question  is  as  to  what  extent  their  neurotic  condition  is  the  cause  of 
the  stammering  and  its  continuance,  and  to  what  extent  it  is  the 
result  of  the  affection.  That  it  is  more  largely  resultant  than 
causative,  at  least  in  the  chronic  cases,  is  a  conclusion  that  I  have 
reached  after  a  careful  study  of  this  subject,  and  the  only  way  to 
rid  the  stammerer  of  his  nervoustiess  is  to  prove  to  him  that  he  can 
overcome  his  stammering.  The  treatment  of  the  affection,  there- 
fore, must  be  approached  through  the  physical  rather  than  through 
the  psychical  condition  of  the  patient,  because  the  one  dominating 
and  overpowering  idea — and  it  almost  amounts  to  an  obsession — is 
that  of  his  inability  to  conquer  his  defect.  To  such  an  extent  is 
this  true  that  many  of  them  cannot  be  approached  through  any  other 
avenue  than  that  of  the  speech,  and  in  some  cases  even  the  hypnotic 
state  cannot  be  induced. 

The  purely  psychic  treatment  of  stammering  has  been  a  failure 
so  far  as  I  have  been  able  to  determine,  and  I  have  never  known  a 
case  of  chronic  stammering  to  have  been  cured  or  very  much  helped 
by  it  when  it  has  not  been  accompanied  by  a  considerable  amount  of 
physical  training. 


Treatment  of  Esophageal  Stenosis  with  Electrolysis.  Jenckel, 
Klin,  therap.  Wchnschr.,  No.  34,  1912. 
From  experience  with  several  cases,  Jenckel  concludes  that  in  the 
presence  of  impermeable  cicatricial  stricture  of  the  esophagus,  elec- 
trolysis should  be  used  at  first  before  a  plastic  operation  is  under- 
taken. Ed. 


SOCIETY  PROCEEDINGS. 

NEW  YORK  ACADEMY  OF  MEDICINE. 

SECTION  ON  LAKYXGOLOGY  AND  BHINOLOGY. 

(Regular  Meeting,  November  27,  1912.) 

John  F.  McCoy,  Chairman. 

Case  of  Specific  Glossitis.     By  Dr.  Wolff  Fbeudenthal. 

The  patient,  a  man  60  years  of  age,  had  been  troubled  with  his  tongue 
for  about  twenty-two  years.  There  was  no  pain  but  the  tongue  felt  un- 
comfortable. He  had  been  treated  by  various  physicians,  and  last  year 
had  been  treated  with  salvarsan  in  another  city.  The  injection  removed 
the  lesions  of  the  skin  which  cleared  up  well,  but  had  absolutely  no  effect 
on  the  tongue.  When  he  first  came  under  Dr.  Freudenthal's  observation, 
a  malignant  neoplasm  was  suspected,  but  after  a  careful  investigation  it 
seemed  evident  that  it  was  a  late  form  of  specific  lesion.  There  were  a 
few  gummatous  infiltrations,  with  ulcerations  and  a  warty  growth.  Zinn- 
ser's  excellent  atlas  contains  pictures  of  very  interesting  specific  infec- 
tions of  the  tongue,  but  they  do  not  come  up  to  the  one  presented  in  the 
case  shown.  Probably  after  one  or  two  more  injections  of  salvarsan  the 
tongue  may  clear  up. 

-    DISCUSSION. 

Dr.  Herzig  said  that  two  years  ago  he  saw  a  case  of  gumma  of  the 
tongue  which  had  been  previously  diagnosed  as  carcinoma  linguae. 
After  all  antispecific  treatments  without  result,  salvarsan  was  injected 
intramuscularly.  No  effect  was  noticed.  Then  at  the  suggestion  of  an 
other  consultant  calomelol  inunctions  were  tried  and  successfully  re- 
sulted in  a  complete  cure  as  far  as  disappearance  of  the  gumma  was  con- 
cerned. 

Db.  W.  W.  Carter  asked  if  Dr.  Freudenthal  could  in  any  way  dis- 
tinguish between  apthous  stomatitis  and  specific  glossitis  by  objective 
signs. 

Dr.  Gleitmann  said  that  we  have  the  Wassermann  reaction  test. 

Dr  Heller  told  of  a  patient  whom  he  had  seen  three  years  ago,  who 
came  to  him  with  a  sore  mouth.  A  diagnosis  of  stomatitis  was  made 
and  with  the  application  of  silver  stick  cauterization  and  a  simple  mouth- 
wash the  condition  cleared  up  in  a  week.  Six  or  seven  months  later  he 
returned  with  a  similar  condition,  and  the  same  treatment  was  applied, 
but  this  time  it  did  not  clear  up.  He  returned  some  time  later  with  a 
big  ulceration  on  one  tonsil,  a  true  specific  ulcer.  In  the  beginning  of 
this  attack  the  appearance  was  Identical  with  the  previous  one.  This 
shows  that  simple  and  specific  stomatitis  may  be  easily  mistaken  for 
each  other. 

Dr.  Frf-vdenthal  said  that  there  was  here  a  distinct  gummatous  ul- 
ceration, and  a  leucoplakia  which  is  often  combined  with  syphilis.  These 
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do  not  usually  last  so  long  as  in  this  instance.  The  man  has  had  this 
condition  for  twenty-two  years,  and  possibly  had  been  treated  with  iodids 
and  mercury  repeatedly. 

Replying  to  Dr.  Herzig's  suggestion,  Dr.  Freudenthal  said  that  if  the 
patient  was  not  improved  by  one  injection  he  would  have  more,  as  many 
as  three  if  necessary.     The  skin  condition  was  certainly  syphilitic. 

Two  Cases  of  Stab  Wounds  of  the  Larynx.   By  Dr.  Antonie  P.  Voislavt- 

SKY. 

Case  1 :  T.  W.,  male,  age  44.  On  April  27,  1910,  the  patient  was  brought 
to  the  New  Rochelle  Hospital  with  an  incised  wound  about  six  inches 
long,  extending  across  the  anterior  surface  of  the  neck  about  an  inch 
from  the  clavicles.  The  incision  was  sutured  with  continuous  chromic 
gut  suture.  This  was  removed,  the  wound  was  explored,  and  the  cricoid 
cartilage  was  found  to  be  cut  into  two  pieces;  the  incision  was  freed,  in- 
cised in  longitudinal  manner,  and  brought  together  by  three  chromic  gut 
sutures.  Both  sterno-mastoid  muscles  were  partly  divided  by  original 
incision.  Continuous  sutures  of  chromic  gut  were  made  on  each  side  of 
the  trachea  to  bring  the  deep  cervical  fascia  and  muscles  together.  The 
skin  incision  was  brought  together  on  each  side  of  the  tube  with  con- 
tinuous silk  sutures.     The  patient  was  put  to  bed  in  a  weak  condition. 

Temperature  gradually  subsided  from  101°  to  normal,  and  he  was  dis- 
charged at  the  end  of  eighteen  days.  At  present  he  suffers  no  incon- 
venience except  hoarseness.  There  is  an  atresia  in  the  larynx  on  the 
anterior  wall,  extending  about  one-quarter  the  distance  of  the  lumen,  and 
the  right  cord  is  injured  anteriorly.  The  appearance  is  as  though  a  sec- 
tion one-quarter  of  an  inch  in  length  and  one-eighth  of  an  inch  in  thick- 
ness had  been  punched  out. 

Case  2:  W.  M.,  male,  age  45.  On  July  27,  1912,  the  patient  was  brought 
to  Smith  Infirmary  in  an  ambulance,  his  throat  having  been  cut  with  a 
broken  bottle.  The  left  ala  of  the  thyroid  was  badly  lacerated  and  hang- 
ing loose;  removed  by  the  surgeon.  The  vocal  cords  and  inside  of  the 
larynx  were  exposed.     The  wound  was  sewed  up. 

Present  condition,  four  months  after  the  injury:  External  wound 
still  discharging,  showing  signs  of  a  fistula  to  the  mucous  structures  be- 
neath; probe  can  be  passed  into  the  larynx  above  the  cords.  Internally, 
there  is  a  prolapse  of  the  muscles — the  stylo-pharyngeus,  inferior  constric- 
tor, sterno-thyroid  and  sterno-hyoid— or,  what  is  more  likely,  a  buckling 
of  the  cut  and  lacerated  ends  of  the  muscles.  The  patient  has  gained  in 
weight  but  is  unable  to  exert  himself  to  any  extent  without  resting  to 
get  his  breath.     His  voice  is  a  harsh  whisper. 

DISCUSSION. 

Dk.  Freudenthal  said  that  the  cases  were  too  interesting  to  be  allowed 
to  pass  without  some  discussion.  Dr.  Voislawsky  had  asked  for  sugges- 
tions as  to  relief.  It  might  be  well  to  cut  away  the  granulations  with  a 
double  curette.    The  man  would  then  be  able  to  speak,  anyway. 

Dr.  Voislawsky  replied  that  it  has  been  cauterized  several  times,  but 
was  still  no  better. 
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Dr.  Quinlvx  asked  if  a  tracheotomy  had  been  done  to  which  Db.  Vois- 
LAWSKY  replied  in  the  negative.  The  wound  had  been  made  with  a  brok- 
en bottle,  and  the  thyroid  cartilage  simply  hung  there.  The  first  man 
who  saw  it  removed  a  piece  of  the  thyroid  cartilage,  so  that  there  was  a 
resultant  prolapse  and  the  fistula — the  prolapse  of  the  muscle  tissue,  or 
the  torn  ends  of  the  muscle  turned  in  and  covered  with  granulations,  and 
the  fistula.  Not  having  any  frame-work  to  use  in  the  repair,  he  would 
like  some  advice  as  to  how  to  proceed  to  close  up  the  fistula  and  give 
the  man  a  decent  breathing  space. 

Db.  Quixlax  said  that  at  St.  Vincent's  in  all  cases  of  attempted  suicide 
or  trauma  of  the  throat  they  do  a  tracheotomy  at  once,  in  order  to  put 
the  laryngeal  parts  at<rest,  and  give  the  injured  conditions  more  careful 
attention.  There  is  great  danger  of  septic  pneumonia;  and  if  there  is 
any  need  for  surgical  interference,  it  can  be  done  much  better.  It  is  al- 
ways best  to  do  a  preliminary  tracheotomy  in  these  cases,  as  many  bad 
conditions  are  overcome  by  taking  off  the  work  of  the  upper  respiratory 
muscles. 

Right-sided  Vocal  Paralysis:  X-ray  Plate  Showing  Probable  Aneurysm: 
Autopsy   Revealing  Carcinoma.     By  Dr.  J.  H.  Guntzer. 

The  patient  was  a  man  61  years  of  age,  a  drug  salesman.  He  came  to 
Dr.  MacKenty's  clinic  on  August  13  complaining  of  dysphagia.  Wasser- 
mann  was  negative.  Examination  revealed  a  paralysis  of  the  right  vocal 
cord.  He  stated  that  he  could  not  swallow  solid  food  at  all,  and  at 
times  not  even  fluids.  Bougies  showed  esophageal  obstruction.  He  was 
kept  under  observation  for  a  few  weeks,  and  X-ray  plates  were  made.  Dr. 
Law,  the  Radiographer  at  the  Manhattan  Eye,  Ear  and  Throat  Hospital, 
thought  that  it  was  probably  a  beginning  aneurysm  of  the  aorta,  but 
since  the  autopsy  finding,  concluded  that  the  bulging  showing  in  the  plate 
was  probably  the  descending  aorta. 

The  patient  was  admitted  to  the  German  Hospital,  Brooklyn,  in  the 
medical  service  on  September  22,  1912,  and  on  October  8,  was  transferred 
to  the  surgical  service.  On  October  10  a  gastrostomy  was  performed. 
He  developed  pulmonary  edema  and  died  October  12.  Through  the  kind- 
ness of  Dr.  H.  W.  Jaeger,  the  House  Physician,  I  received  the  following 
report:  Autopsy  revealed  a  carcinoma  extending  anteriorly  and  to  right 
of  esophagus  about  and  around  it,  20  cm.  from  superior  end  and  almost 
ready  to  slough  into  the  trachea.  The  stomach  had  undergone  a  marked 
atrophy,  and  the  obstruction  of  the  esophagus  at  the  point  above  men- 
tioned was  complete. 

DISCU8SI0X. 

Dr.  Quint-an  asked  if  the  carcinoma  was  entirely  in  the  right  side  of 
the  larynx. 

Dr.  Herzig  replied  that  it  was  in  front  of  the  esophagus  and  involved 
the  trachea. 

Dr.  Quinlan  then  said  that  many  of  the  apparently  laryngeal  carcino- 
mas are  really  esophageal  carcinomas,  and  asked  whether  the  dysphagia 
or  the  dysphonia  was  noticed  first.  This  was  a  point  of  great  importance. 
In  nls  service  at  the  City  Hospital  many  years  ago,  there  were  a  number 
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of  cases  in  which  the  beginning  of  these  so-called  laryngeal  carcinomata 
were  proved  to  be  not  laryngeal  but  esophageal.  They  start  from  the 
esophagus,  and  encroach  upon  the  larynx,  and  then  we  find  this  condi- 
tion. It  is  only  on  the  autopsy  table  the  extension  from  the  anterior  wall 
is  found;  and  so  the  first  symptoms  must  be  carefully  noted — whether  it 
is  dysphonia,  dysphagia,  or  dyspnea. 

Di4.  Gleitsmann  said  that  Dr.  Van  Wagenen  had  spoken  to  him  of  the 
case  before  presenting  it  to  the  Section,  and  had  told  him  that  formerly 
the  cord  was  paralyzed,  while  now  it  showed  slight  movements  toward 
the  median  line,  resulting  from  the  recuperation  of  the  adductor  muscles, 
due  to  the  lessened  pressure  in  consequence  of  the  improvement  of  the 
aneurysm. 

Dr.  Quinlan  said  that  aneurysm  with  phthisis  was  a  rather  rare  condi- 
tion; aneurysms  with  malignancies  are  more  frequent,  so  that  this  was  a 
case  of  unusual  exception,  if  it  was  phthisis.  The  transfixion  might  be 
due  to  some  tubercular  glands  causing  pressure  or  some  interference 
with  the  mechanism  of  respiration. 

Dr.  Van  Wagenen  said  that  the  reason  he  had  had  the  caso  fluoro- 
scoped  was  to  exclude  entirely  any  tuberculous  gland  that  might  be  un- 
dergoing resolution.  There  was  a  strong  history  of  tuberculosis,  and  the 
great  improvement  in  the  motion  of  the  left  vocal  cord  from  simple  rest 
in  bed  led  him  to  think  that  there  might  be  a  resolution  of  some  tuber- 
culous giands  which  were  pressing  on  the  nerve  on  that  side,  causing  the 
paralysis.  In  fluoroscoping  the  case  the  patient  was  turned  in  almost 
every  conceivable  angle,  and  a  very  beautiful  picture  was  obtained,  but 
there  was  not  a  single  gland  or  anything  of  that  kind  to  be  seen.  Since 
admission  the  condition  of  the  lungs  had  improved.  The  man  had  taken 
lodids  for  two  years  off  an  on  in  the  various  institutions  where  he  had 
been  treated.  Since  the  present  method  of  treatment,  during  which  he 
has  been  kept  in  bed  with  no  other  than  local  treatment  for  the  nasal 
discharge,  there  has  been  improvement  in  the  condition  of  the  cord  and 
of  the  aneurysm.  Some  of  the  pressure  has  been  taken  off  the  recurrent 
nerve,  by  a  reduction  in  the  actual  bulk  of  the  aneurysm,  with  an  early 
return  of  adduction,  the  stronger  motor  influence,  due  to  a  relaxation  of 
the  strain  on  the  outer  bundle. 

Immobility  of  Left  Side  of  Larynx  Accompanying  Cyst  of  the  Thyroid 
Gland.  By  Dr.  Duncan  MacPherson. 
Case  1:  The  patient  came  to  Dr.  Smith's  clinic  at  the  Manhattan  Hos- 
pital last  August.  Examination  revealed  a  large  cyst  pressing  against 
the  larynx  and  markedly  displacing  it,  so  much  so  that  the  anterior  part 
of  the  thyroid  cartilage  pointed  over  to  the  right  angle  of  the  lower  jaw. 
It  was  not  more  than  an  eighth  of  an  inch  from  the  angle.  The  history 
dated  back  nine  years,  when  the  patient  first  noted  the  growth.  She 
came  to  the  hospital  complaining  of  breaks  in  her  voice  for  the  last  three 
weeks.  The  cyst  was  injected  with  iodin  three  times  by  Dr.  White,  but 
with  no  special  result.  It  was  then  decided  to  remove  the  cyst.  The 
growth  was  found  to  extend  from  below  the  clavicle  as  high  as  the  hyoid 
bone.     There  was  absolute  immobility  of  that  side  of  the  larynx,  appar- 
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ently  due  either  to  pressure  which  prevented  that  side  from  moving,  or 
to  a  paralysis  of  the  ngrve.  After  removing  the  growth  the  larynx'  re- 
gained its  natural  position,  and  is  now  in  the  median  line,  but  that  side 
of  the  larynx  failed  to  move  until  to-night,  when  for  the  first  time  a 
slight  movement  was  noted  approximating  to  the  opposite  side.  One  in- 
teresting feature  of  the  case  was  the  extreme  displacement  without  any 
disturbance  of  phonation  until  three  weeks  previous  to  operation;  an- 
other was  the  absence  of  discomfort  excepting  a  slight  inability  to  phon- 
ate  clearly  for  the  three  weeks  prior  to  the  removal  of  the  growth;  still 
another  is  that  the  nerve  is  now  resuming  its  function  and  the  cord  will 
probably  soon  be  all  right. 

Case  2:  Dr.  MacPherson  said  that  the  second  case  was  an  aneurysm 
of  the  arch  of  the  aorta,  and  that  he  would  only  mention  a  few  of  the 
most  interesting  features.  The  patient  had  applied  to  him  two  and  a 
half  years  ago,  stating  that  while  playing  golf,  three  days  before,  he  had 
suddenly  found  himself  unable  to  phonate.  He  tried  to  call  to  some  one 
in  front  of  him  and  could  not.  He  waited  for  two  or  three  days,  and 
then  came  to  Dr.  Macpherson.  Examination  showed  that  the  left  cord 
was  not  functionating  at  all.  The  rapid  onset  did  not  seem  to  indicate 
aneurysm,  but  owing  to  uncertainty  the  patient  was  sent  to  Dr.  Smith 
who  saw  him  in  conjunction  with  Dr.  Jonathan  Wright  and  Dr.  Harlan 
Brooks.  There  was  a  difference  of  opinion  as  to  the  diagnosis,  but  the 
consensus  of  opinion  was  that  it  was  probably  an  aneurysm.  The  man 
had  been  perfectly  healthy  prior  to  this  trouble.  He  was  a  carpenter  by 
trade  and  able  to  do  heavy  work.  There  was  a  difference  of  opinion  as 
to  his  pulse;  the  tension  was  the  same  on  both  sides.  He  had  no  pain; 
no  shortness  of  breath;  no  cough;  no  change  in  the  pupils  on  either  side; 
no  tracheal  tug.     There  was  some  enlargement  of  the  heart. 

The  man  went  along  for  a  month  or  two  with  difficulty  in  his  phonation, 
but  this  has  been  improving,  and  he  now  phonates  normally  for  ordinary 
conversation.  The  X-ray  plate  showed  the  aneurysm,  which  proved  to 
be  very  large.  But  for  the  plates  it  would  have  probably  been  impos- 
sible to  arrive  at  a  conclusion  as  to  the  cause  of  the  paralysis.  The  plate 
was  taken  a  month  after  the  onset.  The  man  can  now  phonate  as  well 
as  ever  for  ordinary  conversation,  but  the  cord  is  immovable  and  in  the 
cadaveric  position.  It  is  also  interesting  to  note  that  although  seen  so 
soon  after  the  first  subjective  symptom  made  its  appearance  the  adductors 
and  adductors  were  equally  involved,  although  it  is  possible  that  the  ad- 
ductors were  involved  previous  to  the  loss  of  the  power  to  phonate.  The 
patient,  however,  was  a  foreman,  was  obliged  to  give  directions  to  his 
men  in  a  loud  voice,  and  would  probably  have  noticed  any  marked  defect. 

DISCUSSION. 

Dr.  Smith  said  that  it  had  been  stated  by  some  authority  whom  he 
could  not  at  the  time  recall  that  there  was  involvement  of  the  recurrent 
laryngeal  nerve  in  something  over  eighty  per  cent  of  goiter.  After  hav- 
ing seen  this  statement  he  investigated  the  matter  in  all  cases  of  goiter 
coming  under  his  observation  and  had  observed  involvement  in  but  two 
of  the  ten  or  twelve  cases.    He  also  called  the  attention  of  his  assistants 
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to  this  statement,  and  requested  that  they  tako  special  notice  in  regard 
to  the  matter  and  report  to  him  upon  it.  Up  ,to  the  present  moment 
there  have  been  only  three  cases  noted  in  his  clinic,  including  the  two  he 
had  seen  himself. 

Referring  to  the  case  of  aneurysm  of  the  arch,  he  had  felt  that  there 
was  an  element  of  doubt  as  to  the  existence  of  such  an  extensive  aneurysm 
with  apparently  such  small  constitutional  evidence,  and  upon  this  belief 
had  suggested  the  possibility  of  its  being  a  mediastinal  tumor  instead  of 
an  aneurysm.  He  thought  he  had  observed  a  distinct  enfeeblement  of 
the  left  pulse  as  compared  to  the  right,  which  evidence  was  not  borne 
out  by  the  other  consultants.  He  also  felt  that  there  was  tracheal  tug- 
ging, upon  which  there  seemed  to  be  a  difference  of  opinion.  The  im- 
mense shadow  shown  by  the  radiograph  with  a  predominance  to  the  left 
side  would  naturally  lead  one  to  suspect  aneurysm,  particularly  as  there 
was  no  history  obtainable  of  a  syphilitic  nature  and  there  was  no  cachexia 
which  would  indicate  sarcoma. 

Recurrent  laryngeal  paralysis  is  the  result  of  either  a  central  lesion, 
involvement  of  the  nerve  trunk  itself,  or  peripheral  pressure.  If  of  a 
central  character  the  paralysis  of  the  larynx  is  always  associated  with  an 
additional  paralysis  of  the  facial,  pharyngeal  and  superior  laryngeal 
nerves.  This  invoves  both  sensory  and  muscular  paralysis.  In  peripheral 
involvement,  if  due  to  aneurysm  of  the  arch  one  would  expect  some  dis- 
turbance of  the  esophagus,  stomach  and  heart,  &.s  the  recurrent  laryngeal 
nerve  gives  off  branches  to  each  of  these  organs,  after  winding  around 
the  arch  of  the  aorta.  With  paralysis  of  the  right  side  of  the  larynx  one 
is  less  liable  to  suspect  aneurysm  and  should  direct  his  attention  more 
particularly  to  some  specific  or  malignant  disease,  as  aneurysm  of  the 
subclavian  is  unusual. 

Dr.  Smith  believed  that  the  recurrence  of  voice  production  in  Dr.  Mac- 
Pherson's  case  was  not  a  re-instatement  of  the  recurrent  laryngeal,  but 
an  effort  on  the  part  of  nature  to  substitute  the  false  cord  in  the  produc- 
tion of  sound  for  the  paralysis  of  the  true  one.  He  did  not  believe  that 
the  pressure  from  the  aneurysm  was  lessening  or  that  the  nerve  would 
regain  its  power. 

Dk.  McCoy  asked  if  Dr.  Macpherson  had  seen  the  operation  for  the  re- 
moval of  the  cyst  of  the  thyroid,  and  if  so,  what  operation  was  practiced. 
Possibly  the  percentage  to  which  Dr.  Smith  had  referred  might  have  a 
bearing  on  the  percentage  of  cases  wounded  at  the  operation,  rather  than 
the  effect  of  the  tumor  itself  on  the  laryngeal  nerve,  for  the  cases  were 
few  and  far  between  where  the  tumor  produces  any  effect  on  the  laryngeal 
nerve. 

Dr.  MacPheesox,  replying  to  Dr.  McCoy,  said  that  the  operation  per- 
formed was  a  simple  enucleaMon,  not  at  all  diflBcult,  and  that  the  cyst 
came  out  very  easily  without  any  danger  of  interference  with  the  nerve. 

In  regard  to  the  authority  quoted,  he  thought  that  the  statement  had 
come  from  some  one  who  was  associated  with  Dr.  Mayo's  clinic  in  Roches- 
ter, where,  probably,  a  different  class  of  cases  is  met,  cases  of  very  large 
goiter.  Certainly  the  cases  that  had  come  under  his  own  observation  did 
not  bear  out  that  statement. 

(To  he  Continued). 
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Diseases  of  the  Throat,   Nose  and   Ear,  for   Practitioners  and   Students 
By  Dr.  W.  G.  Porter,  M.  B.,  B.  Sc,  F.  R.  C.  S.  Ed.     Pp    275,  with  77 
illustrations,    44    in   colors.     Jolin    Wright   and    Sons,    Bristol,    1912. 
Price,  7/6  net. 
This  is  a  compend  of  diseases  of  the  ear,  nose,  and  throat  for  the  gen- 
eral practitioner  and  oto-laryngological  student. 

The  author  places  the  greatest  emphasis  on  the  methods  of  diagnosis 
and  presents  his  subject-matter  in  lucid  and  terse  style. 

Forty-four  colored  illustrations  and  seventy-seven  in  black  and  white 
elucidate  the  text  in  a  practical  and  effective  manner. 

Das  Asthma  (Asthma).  By  Dk.  Wolfgang  Siegel,  Bad  Reichenhall.  Pp. 
164.     Verlag,  Gustav  Fischer,  Jena,  1912.     Price,  M.  4. 

Siegel,  in  his  clinical  observations  and  experiences  at  Bad  Reichenhall, 
regards  bronchial  asthma  as  a  reflex  neurosis  of  which  the  asthmatic  at- 
tack is  the  most  important  feature.  He  concludes  that  the  origin  of  such 
asthma  is  to  be  found  either  in  an  acquired  or  hereditary  neuropathic 
predisposition  or  an  arthritic  diasthesis.  He  presents  a  graphic  picture  of 
the  clinical  symptoms  of  asthma  and  offers  a  very  elaborate  therapy. 

But  little  stress  is  laid  on  nasal  obstructions  and  their  treatment  in  the 
disposition  of  asthmatic  cases,  yet  Siegel  cites  several  instances  where 
adenoid  and  other  nasal  and  naso-pharyngeal  irritations  have  produced 
reflex  symptoms  of  asthmatic  character. 

This  little  monogram  bears  the  stamp  of  individuality,  but  in  many  in- 
stances does  not  substantiate  our  present  theories. 

Recherches  sur  I'histoire  de  Tanatomie  et  de  la  physiologie  des  fosses 
nasales  depuis  Hippocrate  Jusqu'a  la  periode  specialistlque.  By 
Dr.  C.  Chauveau,  Paris.     Pp.  55.     J.-B.  Bailliere  et  Fils,  Paris,  1912. 

The  eminent  authority  of  the  classic  history  of  the  anatomy  and  physi- 
ology of  the  nose  and  pharynx  presents  in  this  history  of  the  nasal  fossae 
a  further  contribution  along  the  lines  of  his  previous  writings. 

The  author  traces,  step  by  step,  the  historic  period  in  this  fleld,  preced- 
ing Hippocrates,  the  discovery  of  the  olfactory  nerve,  and  the  earliest  de- 
scription by  Rhazes  (850-930)  of  the  ethmoid  cells. 

Much  attention  is  given  in  this  monograph  to  the  evolution  of  this  field 
in  recent  times. 

The  sense  of  smell  from  the  physiological  point  of  view  and  its  first  con- 
sideration by  Schneider  early  in  the  seventeenth  century  is  mentioned. 

There  are  still  numerous  connecting  links  in  this  hisvorical  monograph 
which  have  not  been  developed  by  the  author,  but  the  splendid  efforts 
made  by  Chauveau  have  certainly  paved  the  way  to  a  possible  realization 
of  a  complete  history  of  this  field  in  rhinology. 

Die    Ohrenkrankheiten    im    Kindessalter.     (Otology    in    Childhood).     By 
Dr.  Gustav  Alexander,  Vienna.     Pp.  886,  with  9  plates  and  127  illus- 
trations in  the  text.     Reprinted  from  the  "Handbuch  der  Kinderheil- 
kunde,"  Band  6.     Verlag  F.  C.   W.  Vogel,  Leipzig,  1912.  Price,  M.  20. 
There  is  no  greater  evidence  of  the  giant  strides  made  in  otology  in  the 
past  decade  than  to  find  that  it  stimulates  this  most  eminent  authority 
and  observer  to  present  to  the  otological  world  a  volume  of  886  pages  de- 
voted exclusively  to  a  consideration  of  diseases  of  the  ears  occurring  dur- 
ing childhood. 

Every  feature  of  disease  of  the  ear  in  childhood  and  Its  variation  from 
that  in"  the  adult  forms  the  subject-matter  for  important  chapters  in  this 
masterly  volume.     The  anatomical   development  of  the  entire  organ   of 
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hearing;  variations  in  the  method  of  examining  the  ears  of  children;  the 
relations  of  the  exanthemata  to  rapid  involvement  of  the  middle  ear;  the 
unusual  features  of  otitis  in  sucklings;  the  question  of  deaf-mutism,  its 
heredity,  influence  and  eugenic  considerations;  the  inflammatory  condi- 
tions of  the  labyrinth  and  their  symptoms  and  peculiar  diagnoses;  extra- 
and  intra-cranial  otogenic  diseases  in  childhood;  the  different  varieties  of 
meningites;  abscesses  of  the  brain  and  lumbar  puncture;  traumatic  in- 
juries; endemic  cretinism;  and  the  concluding  chapter  on  hearing  defects 
in  their  bearing  on  the  education  of  the  child,  the  examination  of  school- 
children, and  all  the  precautions  to  be  taken  for  the  detection  of  even 
slight  defects  but  briefly  suggests  the  enormous  amount  of  subject-matter 
which  Alexander  has  so  exhaustively  included  in  this,  the  greatest  volume 
which  has  as  yet  appeared  in  such  a  thoroughly  special  treatise  in  otology. 
The  volume  is  a  masterpiece  of  otological  literature,  a  monument  of 
enormous  clinical  research  and  observation,  and  an  evidence  of  unusual 
scientific  individuality. 

Pathologia,  anatomia  e  fisiologia  della  tonsilla  faringea.  (Anatomical 
and  Physiological  Pathology  of  the  Pharyngeal  Tonsil),  By  Dr. 
Francesco  Maltese,  Turin.  Pp.  261  with  6  plates  and  20  illustra- 
tions.    Pavesio,  Turin,  1911. 

Following  a  brief  historical  introduction  the  author  reviews  the  anat 
omy,  embryology  and  topography  of  the  pharyngeal  tonsil.  He  discusses 
the  numerous  theories  which  refer  to  the  physiological  aspects  of  this 
widely  discussed  lymphoid  tissue,  and  accepts  the  hypothesis  that  Wad- 
eyer's  lymphatic  ring  is  a  natural  guard  against  invasion  of  infectious 
micro-organisms  that  find  their  way  into  the  system  through  the  res- 
piratory tract. 

In  the  section  on  the  pathology  of  adenoiditis,  acute  inflammatory  pro- 
cesses, phlegmonous,  herpetic,  chronic  and  primary  diphtheritic  inflamma- 
tions of  the  pharyngeal  tonsil  are  discussed.  Chronic  inflammatory  ade- 
nitis is  divided  into  two  types:  (a)  the  hyperplastic  form,  known  morr- 
familiarly  as  adenoid  vegetations  and  (b)  the  catarrhal  form,  commonly 
called  the  chronic  naso-pharyngeal  catarrh  of  adults. 

In  thirty  post-mortem  examinations  in  subjects  over  50  years  of  age  he 
has  found  but  one  case  of  hyperplasia  of  the  pharyngeal  tonsil.  An  ex- 
haustive description  of  the  clinical  symptoms  and  the  effect  of  these  local 
conditions  on  the  general  constitution  is  presented. 

Another  chapter  treats  of  the  various  methods  of  operative  technic. 
complications,  dangers,  recurrences,  etc. 

There  are  six  full-page  plates  which  illustrate  the  histo-pathology  de- 
scribed in  this  monograph. 

A  System  of  Treatment.     By  Many  Writers.    Edited  by  Arthur  Latham. 
M.A.,   M.D.      (Oxon),   F.R.C.P.    (Lond.),   Physician   and   Lecturer   on 
Medicine,  St.   George's  Hospital;    and   T.   Crisp  English,   M.B.,   B.S. 
(Lond.),  F.R.C.S.   (Eng.),  Senior  Assistant  Surgeon  and  Lecturer  on 
Practical  Surgery,  St  .George's  Hospital.    Volume  I,  General  Medicine 
and  Surgery;  Volume  II,  General  Medicine  and  Surgery;  Volume  III, 
Special  Subjects;  Volume  IV,  Obstetrics  and  Gynecology.     Price,  $24 
net  for  four  volumes.     New  York:     The  Macmillan  Company,  1912. 
The  four  volumes  contain  4764  pages,  exclusive  of  the  133  pages  in  each 
volume  devoted  to  an  index  of  the  complete  work.    "The  aim  of  the  vol- 
umes is  to  provide  the  general  practitioner  with  a  series  of  practical  ar- 
ticles, in  as  concise  a  form  as  possible,  describing  the  modern  methods  of 
dealing  with  all  diseases,  and  written  by  those  wno  have  had  special  ex- 
perience in  the  subjects  with  which  they  deal."     By  assigning  these  top- 
ics to  many  of  the  best-known  authorities  in  Great  Britain,  the  whole 
work  has  been  written  within  the  past  two  years,  and,  therefore,  repre- 
sents the  latest  procedures  as  practiced  by  our  British  confreres. 

Volume  I  includes  such  topics  as  the  general  principles  of  treatment, 
surgical  technic,  shock,  tumors,  infectious  and  constitutional  diseases.  In- 
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toxications,  injuries,  and  diseases  of  the  respiratory  and  circulatory  sys- 
tems. Among  the  authors  are  Sir  Havelock  Charles,  Mr.  Arbuthnot-Lane 
and  Dr.  Mitchell  Bruce. 

In  Volume  II  diseases  of  the  blood,  thyroid,  lips,  jaws,  mouth,  tongue, 
palate,  salivary  gland  and  esophagus  are  considered.  The  greater  portion 
of  the  volume,  however,  treats  of  the  diseases  of  the  organs  of  nutrition 
reproduction,  and  excretion.  ' 

Volume  III  is  devoted  to  special  subjects,  e.  g.,  anesthetics,  induced 
hyperemia,  ionic  medication,  climatology,  physical  exercise,  vaccine  and 
serum  therapy,  radium  therapy,  tropical  diseases,  and  diseases  of  the  skin. 
About  one-half  of  the  volume  considers  the  therapy  of  diseases  of  the  eye, 
ear,  nose  and  throat  and  includes  among  its  authors  Harold  Grinsdale,  E. 
E.  Maddox,  Lambert  Lack,  Chevalier  Jackson,  P.  Watson  Williams,  Thomas 
Guthrie,  William  Milligan,  Richard  Lake  and  James  Kerr  Love. 

Volume  IV  is  devoted  to  obstetrics  and  gynecology.  J.  W.  Ballantyne, 
John  Bland  Sutton,  E.  H.  Tweedy  are  among  the  contributors.  The  work, 
therefore,  will  be  found  both  comprehensive  and  authoritative.    Edgar. 

Die  Stoerungen  der  Sprache.  Versuch  einer  Pathologie  der  Sprache. 
(Speech  Defects.)  By  Db.  Adolf  Kussmaul,  Strassburg.  Pp.  409. 
Verlag  F.  C.  W.  Vogel.     Leipzig,  1910.     Price,  M.  10. 

For  over  a  quarter  of  a  century  this  important  treatise  on  defects  of 
speech  by  Kussmaul  has  been  regarded  as  a  classic  contribution  to  the 
literature  of  this  special  field  and  to  the  establishment  of  a  definite 
pathology  of  speech. 

With  due  deference  and  respect  to  the  teachings  of  this  eminent  au- 
thority on  speech-defects  and  speech-pathology,  the  editor  of  this  new 
fourth  edition,  the  well-known  Professor  Gutzmann  of  Berlin,  has  pre- 
served the  original  text  of  the  master  and  has  added  such  notes  and  com- 
mentaries as  he  has  found  necessary  to  bring  this  important  volume  uo 
to  date,  to  assimilate  the  new-  theories  with  the  old,  and  to  modify  the 
older  ideas  and  incorporate  the  newer  thoughts  and  results. 

It  is  a  splendid  work  and  one  that  deserves  the  careful  study  of  every 
oto-laryngoiogist  who  desires  to  follow  the  development  and  progress 
made  in  the  last  quarter  of  a  century  in  this  especially  Important  subject 
of  speech,  its  defects  and  its  diseases. 

The  commentary  and  supplement  found  as  an  addition  to  each  chapter, 
prepared  by  one  of  our  most  eminent  authorities  of  to-day,  but  adds  to 
the  strength  and  importance  of  the  original  monograph. 

Heredity  and   Eugenics.     A  Course  of  Lectures  Summarizing   Recent  Ad- 
vances  in    Knowledge   in  Variation,   Heredity   and    Evolution,  and    its 
Relation  to  Plant,  Animal  and  Human  Improvement  and  Welfare.  By 
William   Ernest  Castle,  Johx    Merle    Coulter,    Charles    Benedict 
Davenport.    Edward   Murray   East   and   W^hxiam    Lawrence   Tower. 
Cloth.     Price,   $2.50  net.     Pp.   315.     Chicago:     University  of  Chicago 
Press,  1912. 
The  title  of  this  volume  almost  anticipates  the  work  of  the  reviewer: 
"A  course  of  lectures  summarizing  the  recent  advance  in  the  knowledge 
in  variation,  heredity  and  evolution,  and  its  relation  to  plant,  animal  and 
human  improvement  and  welfare." 

The  first  two  chapters  by  the  eminent  botanist,  Professor  John  Merle 
Coulter,  presents  the  question  of  current  thought  on  the  physical  condi- 
tion of  heredity  from  the  botanical  point  of  view. 

Then  follow  four  chapters  on  "Methods  of  evolution"  and  "Heredity 
and  Sex,"  by  Professor  Castle,  and  on  the  "Application  of  Biologic  Prin- 
ciples," by  Professor  East.  In  these  chapters  Mendel's  laws  are  tersely 
described  and  applied  to  experimental  conditions. 

Professor  Tower  considers  the  theories  of  the  germ-plasm  and  their  in- 
fluence in  a  chapter  on  "Modification  of  germinal  constitution  of  organ- 
isms." 
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The  concluding  chapter,  by  Dr.  Davenport,  on  the  "Inheritance  of  physi- 
cal and  mental  traits,"  deals  most  definitely  with  the  problem  of  practical 
eugenics  as  it  refers  more  especially  to  the  field  in  which  our  readers  are 
more  vitally  interested,  namely  the  problem  of  the  defective  child. 

Eugenics  is  becoming  so  distinctly  an  integral  part  of  medical  science 
because  of  its  close  association  with  all  problems  connected  with  the  study 
of  the  child,  and  especially  of  the  defective  child,  that  its  importance  and 
influence  in  this  field  must  not  be  underestimated. 

A  careful  reading  of  this  course  of  lectures  must  certainly  prove  profit- 
able, interesting  and  broadening  to  every  oto-laryngologist. 

Die    Funktionspruefungen  des  Ohres.     Pruefungen  des  Gehoers  und  des 
Bogengangsapparates.     Ein    Grundriss    fuer    den    Praktiker.     (Func- 
tional Tests  of  the  Ear).       By  Dr.  P.  Kobkak,  Berlin.     Pp.  38,  with 
14     illustrations.     Verlag   Johann   Ambrosius   Barth,    Leipzig,    1911. 
Price,  M.  1.20. 
This  monograph  includes  the  usual  hearing-tests  and  the  more  recently 
developed  functional  tests  to  determine  the  activity  or  disturbance  of  the 
function  in  the  labyrinth. 

Among  the  paragraphs  of  special  interest  may  be  noted  those  on  func- 
tional tests  in  cases  of  simulation  of  both  unilateral  and  bilateral  assumed 
deafness;  a  brief  discussion  of  the  present  physiological  theories  in  the 
reactions  of  the  semi-circular  canal;  and  the  tests  which  have  been  elab- 
orated to  develop  disturbed  function  in  this  important  part  of  the  labyrinth 
including  the  various  forms  of  nystagmus-tests  by  rotation,  thermal  and 
electric  stimulation,  and  spontaneous  nystagmus  together  with  the  sig- 
nificance and  clinical  conclusions  of  these  results. 

This  little  monograph  is  well-adapted  as  a  concise  review  for  the  otolo- 
gist as  well  as  a  thorough  guide  for  the  internist  and  general  practitioner. 

Pathologische  Anatomie  des  Oiires.     (Patlioiogicai  Anatomy  of  the  Ear), 
Bt  Rudolf  Panse,  Dresden.     Pp.  239,  with  208  drawings  by  the  au- 
thor from  his  own  preparations,  and  4   schemas.     F.  C.  W.  Vogel, 
I^eipzig,  1912.     Price,  M.  13.50. 
The  laboratory  and  chemical  investigations  and  research  which  Pause 
has  instituted  for  many  years  in  the  important  field  of  the  pathological 
anatomy  of  the  ear,  especially  of  the  labyrinth,  and  the  enormous  re- 
sources placed  at  his  disposal  for  this  work  qualify  him  to  a  most  ex- 
traordinary degree  for  the  presentation  of  this  valuable  volume. 

If  we  were  to  single  out  the  one  prominent  feature  of  this  work  it 
would  perhaps  be  the  reproduction  of  his  splendid  collection  of  micro- 
scopic specimens  together  with  their  accurate  description,  presenting  in 
detail  the  histo-pathology  of  the  structure  of  the  tympanic  cavity  and  of 
the  labyrinth  in  their  various  pathologies. 

The  question  of  the  pathology  of  otosclerosis  and  deaf-mutism  in  their 
microscopic  presentation  is  a  replica  of  his  excellent  monograph  in  these 
important  subjects.  We  regard  this  volume  as  one  of  the  most  valuable 
contributions  in  recent  otological  work. 
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I.     NOSE  AND  NASO-PHARYNX. 

Septum. 

*1  Abrahams,  J.  H.  Gumma  of  the  Nasal  Septum  Cured  by  Salvarsan. 
Proc.  X.  Y.  Acad,  of  Med.,  Feb.  28,  1912. 

2  Allax,  J.     Anesthesia  in  Submucous  Resection  of  the  Nasal  Septum. 
Med.  Rec,  July  13,  1912,  p.  54. 

3  Babbitt,  J.  A.     Operative  Surgery  on  Nasal  Septum.    Med.  Times, 
Sept.,  1912. 

*4     Ballexgeb,   W.   L.     Submucous    Resection    of    the    Nasal    Septum. 
Proc.  Phila.  Laryngol.  Soc,  June  3,  1912. 
5    Bai,leri>'.    Correction  of  Deviations  of  Nasal  Septum  by  Submucous 
Resection.     These  de  Paris,  1912. 

*6  Bab,  L.  Erectile  Tumors  of  Nasal  Septum.  (Contribution  a  I'etude 
des  termeurs  erectiles  de  la  cloison  nasale.)  Rev.  hebd.  de  Laryn- 
gol. d'Otol  et  de  Rhinol.,  June  29,  1912,  p.  753. 

*7     Bebtran  and  Castillo.     Sarcoma    of    the    Nasal    Septum.     Bol.  de 
Laringol.,  April-June,  1912. 
8    Black,  W.  D.     Surgery  of  the  Nasal  Septum.    Med.  Era,  June,  1912, 
p.  241. 

j9  Butt,  \V.  R.  Some  Considerations  in  Reference  to  the  Nasal  Sep- 
tum.    The  Laryxgoscope,  Dec,  1912,  p.  1351. 

10  Butt,  W.  R.  Surgical  Anatomy  of  the  Nasal  Septum.  Med.  Times, 
Sept.,  1912,  p.  265. 

11  Calamida,  U.  Syphiloma  of  the  Nasal  Septum  of  the  Neoplastic 
Type.  (Siflloma  del  setto  nasale  a  tipo  neoplastico.)  Arch,  itah  di 
Otol.  Rinol.  e  Laringol.,  Nov.,  1912,  p.  451. 

12  Chamberlin,  W.  B.  Causes  of  Perforation  of  Nasal  Septum.  Cleve- 
land Med.  Jour.,  April,  1912. 

13  Freer,  O.  T.  Anatomy  of  Deflections  of  the  Nasal  Septum.  Trans. 
Am.  Laryngol.  Assn.,  May,  1912,  p.  71. 

14  Freer,  O.  T.  Submucous  Resection  of  Deflections  of  the  Nasal  Sep- 
tum.    Jour.  A.  M.  A.,  Sept.  21,  1912,  p.  1127. 
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15  Hamilton,  J.  B.  Consideration  of  the  Results  Obtained  in  a  Series 
of  50  Cases  of  Submucous  Resection  of  the  Nasal  Septum.  Jour,  of 
Laryngol.  Khinol.  and  Otol.,  May,  1912,  p.  250. 

16  Heller,  I.  M.  Submucous  Operation  and  Some  of  Its  Difficulties. 
N.  Y.  State  Jour,  of  Med.,  Dec,  1912. 

♦17  Hemmeon,  J.  A.  H.  Report  of  Two  Cases  of  Abscess  of  Nasal  Sep- 
tum.    N.  W.  Medicine,  Feb.,  1912,  p.  60. 

18  Jones,  B.  S.  Anesthesia  for  Submucous  Resection  of  the  Septum. 
Brit.  Med.  Jour.,  Feb.  24,  1912,  p.  421. 

19  Kretschmann.  Sublabial  Septum  Resection.  Verh.  des  Vereins 
Deut.  Laryngologen,  1912,  p.  54. 

20  LoEB,  H.  W.     Submucous  Resection  of  the  Nasal  Septum;  Indications 
and  Contra-indications.     Jour.  A.  M.  A.,   Sept.  21,   1912,  p.   1132. 

'  21     McCaw,   J.   F.     Nasal   Obstruction  and  Value  ot   Submucous   Resec- 
tion of  Nasal  Septum  for  its  Relief.     N.  Y.  State  Jour,  of  Med.,  Dec, 
1912. 
22     McHenry,  D.  D.     Deformities  of  the  Nasal  Septum  and  Their  Treat- 
ment.    Med.  Fortnightly,  June  10,  1912,  p.  209. 

*23  McKenzie,  D.  Submucous  Resection  of  the  Nasal  Septum;  An  An- 
alysis of  130  Cases.  Jour,  of  Laryngol.  Rhinol.  and  Otol.,  Feb.,  1912; 
p.  84;   and  Med.  Press  and  dr.,  July  17,  1912. 

*24     Megias.     Fibroma  of  the  Nasal  Septum.    Espana  Med.,  Sept.,  1912. 

*25  SoBOTKY,  I.  Infiltration  Anesthesia  in  Submucous  Resection  ot 
Nasal  Septum.    Boston  Med.  aaid  Surg.  Jour.,  Feb.  1,  1912. 

26  SzMURTO,  J.  Case  of  Fibromatous  Lymphangioma  of  the  Nasal  Sep- 
tum.    Qaz.  Lek.,  No.  35,  1912. 

27  Trautmann,  G.  Endothelioma  of  Nasal  Septum.  Muench.  med. 
Wchnschr.,  June  18,  1912. 

28  VoN  Eicken,  C.  O.  Indications  and  Technic  for  Resection  of  the 
Septum.  (Die  submukoese  Septumresektion.)  Med.  Klinik,  March 
31^   1912. 

29  Voorhees,  I.  W.  Abscess  of  the  Nasal  Septum.  Med.  Rec.,  p.  167, 
Jan.  27,  1912. 

Turbinals. 

30  Froment,  E.  L.  Syphilitic  Chancre  of  the  Nose  in  Particular  on  the 
Inferior  Turbinate.     These  de  Paris,  1912. 

31  Renner,  W.  S.  Middle  Turbinated  Body;  Some  Indications  for  its 
Removal.     Ann.  of  Otol.,  June,  1912,  p.  443. 

Adenoids. 

32  BouREAu.  Adenectomy;  Indications;  Operative  Method;  Treatment. 
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Polymorphic  der  Parotitis  epidemica  mit  bes  Beruecksichtigung 
secundaerer  Meningitiden.)  Arch.  /.  Kinderh.,  Vol.  57,  Nos.  4-6. 
1912. 

821  Zentler,  a.  Oral  Development  in  the  Progeny  Influenced  by  Buc- 
cal Tissues  During  Pregnancy.    Dental  Cosmos,  <)ct.,  1912,  p.  1119. 

822  ZiLZ.  Case  of  Hemorrhagic  Angioma  of  the  Gum  With  Subsequent 
Sarcomatous  Degeneration.    Deut.  Monats.  f.  Zahnh.,  Heft  1.  1912. 

823  Zuber,  a.  and  Petit.  P.  Bacteriology  of  Noma.  Ann.  de  Med.  et 
Chir.  Inf.,  Sept.  15,  1912,  p.  545. 
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Therapy  and  Technic. 

•824  AcHARD,  C.  Salvarsan  in  Local  Treatment  of  Vincent's  Angina. 
Bull  de  I'Acad.  de  Med.,  Oct.  8,  1912. 

•825  Allport,  a.  Local  Application  of  Salvarsan  in  Chronic  Superficial 
Glossitis.     Brit.  Med.  Jour.,  Aug.  17,  1912,  p.  349. 

•826     AviEBiNos.     Treatment  of  Bucco-lingual  Leucokeratosis  With  Copper 
Sulphate  Solution.     Le  Larynx,  No.  3,  1912. 
8117     Barth,  E.     Technic  of  Operation  on  the  Pharyngeal  Tonsil.     Klin. 
Therap.  Wchnschr.,  No.  42,  1912. 

*828  Beck,  J.  C.  Experiments  with  Autolytic  Solutions  in  the  Treat- 
ment of  Inoperable  Cancer  of  the  Throat  and  Face.  Ann.  of  Otol. 
Rhinol.  and  Laryngol.,  March,  1912,  p.  198. 

829  BoNZANi.  lodid  Treatment  of  Lingual  Tuberculosis.  Pinsiero  Med., 
No.  3,  1912. 

830  BoRcnERs,  E.  Enucleation  of  Tonsils  with  the  Finger.  (Totaie 
Enukleation  der  Gaumenmandeln.)  Muench.  med,  Wchnschr.,  Oct. 
8,  1912. 

831  BoTEY,  R.  Uvulotomy  in  Cough  of  Pharyngeal  Origin.  (Debe  prac- 
ticarse  la  uvulotomia  en  la  tos  de  origen  faringeo?)  Arch,  dt' 
Rinol.  Laringol.  Otol.,  etc.,  May-Aug.,  1912,  p.  189. 

832  BouGE.\UT  AND  Galliot.  Electro-selenium  in  the  Treatment  of  Inop- 
erable Cancer  of  the  Tongue.    Clinique,  Aug.  9,  1912. 

833  BrinIjel.  Technic  and  Indications  for  Tonsillectomy.  Jour,  de  Mec 
de  Bordeaux,  Sept.  15,  1912. 

834  Brophy,  T.  W.  Treatment  of  Hare-lip.  Siirg.  Gynecol,  and  Obstetr.. 
Jan.,  1912. 

835  Campbell,  W.  F.  Treatment  of  Cleft  Palate.  Am.  Medicine,  Oct., 
1912,  p.  545. 

*836  Castex,  a.  Palato-plasty.  (Documents  pour  la  palatoplastie.)  Bull. 
d'Oto-Rhino-Laryngol.,  July,  1912,  p.  251. 

837  CoMBY,  J.  Treatment  of  Tonsillar  and  Retro-pharyngeal  Abscess. 
Arch,  de  Med.  des  Enf.,  June,  1912,  p.  425. 

838  CuLLOM,  W.  M.  Refinements  which  Render  Tonsillectomy  Safe,  Sur- 
gical and  Satisfactory.    Jour.  A.  M.  A.,  Sept.  21,  1912,  p.  1114. 

839  Della  Vedoha,  T.  Incision  and  Immediate  Suture  in  Removing 
Tumors  in  Isthmus  of  Pharynx  and  from  Tongue.  (Incision  et  su- 
ture simultanees  dans  I'ablation  des  tumeurs  de  I'isthme  du  pharynx 
et  de  la  langue.)  Arch,  intern,  de  Laryngol.  d'Otol.  et  de  Rhinol., 
March-April,  1912,  p.  481. 

840  Descarpentries.  General  Anesthesia  in  Surgery  by  Intramuscular 
Injection  of  Ether,  in  Particular  in  Interventions  on  Head  and 
Neck.     Arch,  intern,  de  Laryngol.,  July-Aug.,  1912,  p.  148. 

841  DoRRANCE,  G.  M.  Cervical  Adenitis  with  Special  Reference  to 
Roentgen-ray  Method  of  Treatment.     Pa.  Med.  Jour.,  Nov.,  1912. 

842  DoTSON,  W.  Modern  Tonsil  Surgery.  Jour.  'lenn.  State  Med.  Assn., 
Feb.,  1912. 

843  DoxT.VTER,  L.  W.  Treatment  of  Chronic  Alveolar  Abscess  with  Fis- 
tula Discharging  on  the  Face.     Dental  Cosmos.  June,  1912,  p.  669. 
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844  Dbitsaky,  J.  Fatal  Gangrene  of  Mouth  Following  the  Salvarsan 
Treatment  of  Malaria.     Rousski  Wratch,  July  7,  1912. 

*845  DuBAXD  AXD  Gault.  Surgical  Treatment  of  Tumors  of  the  Pharynx 
Through  the  Buccal  Route.  (Traitement  chirurgical  des  tumeurs 
du  pharynx  par  voie  buccale.)  .  Rev.  hebd.  de  Laryngol.  d'Otol.  et 
de  Rhinol.,  May  18,  1912,  p.  577;  Ann.  des  Mai.  de  TOreJIze,  No.  7-8, 
1912,  p.  24;   and  Bull.  dOto-Rhino-Laryngol.,  Sept.,  1912. 

*846  Foster,  H.  A.  Surgical  Removal  of  Tonsils;  Finger  Enucleation. 
Am.  Jour,  of  Surg.,  April,  1912,  p.  150;  and  Jour,  of  Ophth.  Otol.  and 
Laryngol.,  April,  1912,  p.  143. 

847  Fkaxk,  J.  Subcutaneous  Extirpation  of  Cervical  Glands.  III.  Med. 
Jour.,  Jan.,  1912. 

848  Gayot,  p.  L.  R.  Treatment  of  Hypertrophy  of  the  Tonsils.  (Etude 
du  traitement  de  I'hypertrophie  des  amygdales.)  These  de  Bor- 
deaux, 1912. 

849  GiovAXETTi.  'I'reatment  of  Fistula  of  Ductus  Stenonianus.  Gaz. 
degli  Osped.,  June  6,  1912. 

850  Griffith,  F.  Completed  Treatment  for  Tonsillitis.  X.  Y.  Med.  Jour., 
Sept.  7,  1912,  p.  480. 

851  Harkisox,  a.  C.  Surgical  Aspects  of  Recent  Epidemic  of  Throat 
Infection  of  Unusual  Type.    Md.  Med.  Jour.,  June,  1912,  p.  131. 

852  Harsha,  W.  M.  Bilateral  Resection  of  Jaw  for  Prognathism.  Surg. 
Oynecol.  and  Ohstetr.,  July,  1912. 

853  HiRSCHEi,  G.  Local  Anesthesia  for  Operations  on  Pharynx  and 
Esophagus.    Muench.  med.  Wchnschr.,  Oct.  29,  1912. 

*854    Hope,  C.  W.     Method  of  Enucleation  of  the  Tonsil.    Brit.  Med.  Jour., 

March  9,  1912,  p.  542. 
♦855     HoRX,  H.     Control  of  Tonsillar  Hemorrhage.     Xurses  Jour,  of  Pa. 

Coast,  June,  1912. 
850     Imperatori,  C.   J.     Sluder  Operation  for  the  Removal  of  Tonsils. 

Am.  Med.,  Dec.,  1912,  p.  676. 

857  Jalaguier.  A.  axd  Laxey,  L.  Excellent.  Ultimate  Results  from  Sub- 
cutaneous Tenotomy  for  Congenital  Torticollis.  Ann.  de  Med.  et 
Chir.  Inf.,  May  15,  1912. 

858  Kahn,  K.  Quinin  and  Urea  Hydrochlorid  Solution  as  Local  Anes- 
thetic for  Tonsillectomy.     Therap.  Gaz.,  July  15,  1912. 

*859  Keixer.  Citron  Juice  in  Treatment  of  Angina.  Gaz.  Med.  de  Paris, 
1912. 

860  Lang,  J.  lodosapol  Therapy  in  Chronic  Pharyngitis.  Casopis 
lekaruv  eeskych,  1912. 

861  Marchadour.  Piece-wise  Removal  of  Tonsils.  Ann.  de  Med.  et 
Chir.  infant..  May,  1912,  p.  268. 

862  Menzel,  K.  M.  Treatment  of  Peri-tonsillar  Abscess.  (Zur  Behand- 
lung  des  Peritonsillarabszesses.)  Arch.  f.  Laryngol.  u.  Rhinol,  Bd. 
26,  Heft  2,  1912,  p.  436. 

863  M'Kendbick,  J.  S.  Case  of  Cancer  of  the  Throat  Treated  by  Radiuir. 
Glasgow  Med.  Jour.,  Oct.,  1912,  p.  241. 
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864  MoNTGOMEKY,  D.  W.  Salvarsan  in  Obstinate  Late  Syphilitic  Lesions 
of  Palms,  Soles  and  Mucous  Membranes  of  Mouth.  Cal.  State  Jour, 
of  Med.,  Oct.,  1912. 

865  MoRKis,  M.  Case  of  Late  Syphilitic  Glossitis  Treated  by  Salvarsan. 
Brit.  Med.  Jour.,  March  30.  1912,  p.  712. 

866  Morse,  F.  H.  Mechanical  Vibration  in  the  Treatment  of  Torticollis. 
Jour.  Adv.  Therapeut.,  April,  1912,  p.  175. 

867  Neumann,  W.  Operation  for  Extensive  Hare-lip.  Deut.  med. 
Wchnschr.,  Dec.  26,  1912. 

868  Neumann-Kneucker.  Ethyl  Chlorid  for  Blocking  the  Mandibular 
Nerve.    Med.  Klinik,  April  21,  1912. 

*869  Newbolt,  G.  P.  Preliminary  Laryngotomy  in  Operations  on  Tongue. 
Liverpool  Med.-Chir.  Jour.,  Jan.,  1912,  Med.  Press  and  Cir.,  Sept. 
18,  1912. 

870  Nevv^comb,  W.  H.  Methods  of  Treating  Some  Affections  of .  the 
Throat.    Diet,  and  Hygienic  Oaz.,  April,  1912. 

871  Niffle,  E.  Conservative  Treatment  of  Cervical  Adenitis.  (Du 
traitement  conservaieur  des  adeuites  cervicales.)  Prog.  med.  beige. 
May  1,  1912,  p.  65. 

872  Ombbedanne,  L.  Technic  for  Operations  for  Cleft  Palate.  (Tech- 
nique de  I'uranostaphylorraphie.)     Jour,  de  Chir.,  Jan.,  1912,  p.  1. 

873  Peterson,  C.  Auscultation  at  Mouth  and  Nose.  Med.  Klinik,  Oct. 
13,  1912. 

874  PiNNEO,  F.  W.  Anesthesia  by  Pharyngeal  InsuflSation.  Jour.  A.  M. 
A.,  Nov.  23,  1912,  p.  1862. 

875  Proctor,  A.  H.  Improved  Methods  of  Using  Tonsil  Guillotine.  Indian 
Med.  Gaz.,  Jan.,  1912. 

S76  Remouchamps.  Oral  Auscultation.  (Over  mundbeluistering.) 
Oeneesk.  Tijdschr.  v.  Belg.,  Feb.  15,  1912. 

877  Robin,  A.  Treatment  of  Tuberculosis  of  the  Buccal  Mucosa.  Prog, 
med.  Beige,  Sept.  1,  1912. 

878  Ryfkogel,  H.  A.  L.  Special  Factors  Concerning  Surgery  of  Cancer 
of  Lip  and  Tongue.  Cal.  State  Jour,  of  Med.,  May,  1912;  and  Med. 
Fortnightly,  June  10,  1912,  p.  217. 

*879  Shea,  B.  F.  Closure  of  Cleft-palate  by  Gradual  Pressure.  Intern. 
Jour,  of  Surg.,  April,  1912. 

880  Slaughter,  N.  G.  Necessity  of  Healthy  Mouth  in  Treatment  and 
Prevention  of  Diseases.    Jour.  Med.  Assn.  of  Oa.,  Dec,  1912. 

881  Smith,  G.  G.  Two  Cases  of  Orchitis  Due  to  Mumps  Treated  by 
Operation.    Boston  Med.  and  Surg.  Jour.,  Sept.  5,  1912. 

882  Spiess.  Conservative  Treatment  of  Hypertrophic  Tonsils.  Yerh. 
des  Vereins  Deut.  Laryngologen,  1912,  p.  96. 

S83     Stephenson,  C.  C.     Some  Opinions  Concerning  Tonsil  Surgery.  Cal. 

State  Jour,  of  Med.,  Nov.,  1912. 
884     Stern,  M.     Sebaceous  Adenomata  of  the  Mucous  Membrane  of  the 

Oral  Cavity;  Two  Cases;  New  Method  of  Treatment.    Am.  Jour,  of 

Dermatol.,  June,  1912,  p.  284. 
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885  Stevexsox,  M.  D.  Position  of  Patient  for  Throat  and  Nasal  Opera- 
tions Under  Local  and  General  Anesthesia.  0.  State  Med.  Jour., 
April  15,  1912. 

886  Stewart,  D.  H.  Prevention  of  Tonsillar  Hemorrhage.  Med.  Rec., 
Aug.  10,  1912,  p.  257. 

887  Stone,  J.  S.  Practical  Points  in  Treatment  of  Enlarged  Cervical 
Lymph-nodes  in  Children.  Boston  Med.  and  Surg.  Jour.,  Oct.  17, 
1912. 

?^88  SuDLER,  M.  T.  Lane  Operation  for  Cleft  Paiate.  Jour.  Kans.  Med. 
Soc,  Jan.,  1912. 

889  SuGGETT,  A.  H.  Development  of  Bones  of  Face  and  Jaws  by  Ortho- 
dontic Treatment.     Dental  Cosmos,  June,  1912,  p.  655. 

890  SvTCLiFFE.  W.  G.  Treatment  of  Tuberculous  Glands  of  Xeck  in 
Children.     Practitioner.  May,  1912. 

♦891  Texzer.  S.  Technic  of  Tonsillectomy.  (Eine  neue  methode  aer 
Radikaloperation  der  Tonsille.)     Wr.  klin.  Wchnschr.,  Jan.  18,  1912. 

1892  ToiSEY.  S.  X-ray  Measurement  of  the  Permanent  Tjeeth  Before 
Eruption  to  Provide  for  Early  Regulation  of  the  I>ental  Arch.  The 
Laryngoscope,  Nov.,  1912,  p.  1300. 

893  Tracy,  J.  L.  Conservative  Treatment  of  the  Tonsil.  Am.  iTed. 
Compend,  Dec,  1912,  p.  241. 

894  Trotta,  G.  Noma  Cured  by  Diphtheria  Antitoxin.  Policlin.,  Nov. 
3,  1912. 

895  Von  Mutschenbacher,  T.  Conservative  Treatment  of  Tuberculous 
Glands  in  the  Neck.    Beitr.  z.  klin.  Chir.,  Sept.,  1912. 

•896  ZiLZ.  Local  Salvarsan  Therapy  with  Especial  Reference  to  Spiro- 
chetes in  the  Oral  Cavity.  Muench.  med.  Wchnschr.,  1912,  p.  21; 
and  Deut.  Zahnaerzt.  Ztng.,  No.  1,  1912. 

*897  ZuBER  AXD  Petit.  Use  of  Salvarsan  in  Treatment  of  Ulcerous  Scar- 
latinal Anginas,  Noma  and  Ulcero-membranous  Stomatitis.  Med. 
Pract.,  No.  41,  1912,  p.  649. 

III.     ACCESSORY  SINUSES. 
Frontal  Sinus. 

898  BosviEL.  Prognosis  of  Frontal  Sinusitis  in  Regard  to  the  Swiftness 
or  Slowness  of  Intervention.    Courrier  Med.,  June  23,  1912. 

899  Caffey,  H.  B.  Acute  Infection  of  Frontal  Sinus.  Jour.  Kans.  Med. 
Soc.,  June.  19f2. 

900  Davis,  G.  E.  What  is  the  Best  Type  of  Radical  Frontal  Sinus 
Operation  Viewed  from  Simplicity  of  Technic,  Time  of  Healing, 
and  Cosmetic  Results?    Ann.  of  OtoL,  Sept.,  1912,  p.  684. 

901  Delsaux,  V.  Two  Serious  Cases  of  Acute  Frontal  Sinusitis  Cured 
by  Endo-nasal  Treatment.  Presse  Oto-Rhino-Laryngol.  Beige,  Jan., 
1912. 

♦902  Ecksteix.  Complications  of  Frontal  Sinus  Suppurations  (Osteomy- 
elitis of  the  Os  Frontalis  and  Thrombosis  of  the  Sinus  Longitudl- 
nalis.)  Ztschr.  /,  Laryngol.  Rhinol.  u.  ihre  QrenzgeJ).,  Bd.  5,  Heft 
2,  1912,  p.  291. 
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903  Ekgelhabdt.  Disadvantages  of  Plugging  the  Frontal  Sinus.  (Em- 
pfiehlt  sich  die  Plombierung  der  Stirnhoehle  nach  Citelli?),  Med. 
Klinik,  Aug."  18,  1912. 

904  Fromaget,  H.  Typical  Osteitis  of  the  Frontal  Bone.  Ann.  d'OcuUs- 
tigue,  Dec,  1912. 

905  Gallaheb,  T.  J.  Diseases  of  Frontal  Sinus;  Palliative  and  Surgical 
Treatment.    Colo.  Med.,  July,  1912. 

906  Gallemaekts.  Mucocele  of  the  Frontal  Sinus.  Jour.  med.  de  Brux., 
No.  29,  1912. 

1907  Hall,  G.  C.  Report  of  a  Case  of  Mucocele  of  the  Frontal  Sinus  with 
Dilatation.     The  Lakyngoscope,  July,  1912,  p.  955. 

*908    Horn,  H.     Twenty-eight  External  Operations  on  the  Frontal  Sinus. 

Cal.  State  Jour,  of  Med.,  Feb.,  1912. 
909  Hudler,  W.  Case  of  Complete  Occlusion  of  tl:e  Frontal  Sinus  from 
the  Nasal  Cavity  and  Absence  of  Naso-frontal  Duct.  (Ueber  einen 
Fall  vollkommenen  Abschlusses  der  Stirnhoehle  von  der  Nasen- 
hoehle  und  Fehlen  des  Ausfuehrungsganges.)  Arch.  /.  Laryngol.  u. 
Rhinol,  Bd.  26,  Heft  3,  1912,  p.  701. 

*910     IwANOEF,  A.     Fronto-ethmoidal   Trepanation.     Ztschr.  f.  Larynyol. 
Rhinol.  u.  ihre  Orenzgeb.,  Bd.  5,  Heft  2,  1912,  p.  265. 
911     Labakriere.    Five  Cases  of  Frontal  Sinusitis.    Rev.  helyd.  de  Laryn- 
gol., Dec.  7,  1912,  p.  673. 

*912  Lasagna.  Development  of  the  Frontal  Sinus.  Oaz.  degli  Osped., 
June  2,  1912. 

*913  Pfeiffer,  W.  Case  of  Osteoma  and  Mucocele  of  the  Frontal  Sinus 
with  Perforation  of  the  Cerebral  Wall.  Ztschr.  f.  Ohrenh.  u.  f. 
Krankh.  d.  Luftw.,  Bd.  64,  Heft  3,  1912,  p.  223. 

914  PoLLAK,  E.  Local  Anesthesia  in  Killian's  Radical  Operation  tor 
Chronic  Frontal  Sinusitis.  Arch,  intern,  de  Laryngol.,  I\ov.-Dec., 
1912,  p.  733. 

915  PoLYAK,  L.  Frontal  Sinus  Suppuration,  EpI-  and  Sub-dural  Abscess 
Formation,  Fatal  Meningitis.  (Stirnhoehleneiterung,  ou'-  and  sub- 
durale  Abscessbildung,  Meningitis  mit  toedlichem  Aus|,ange.)  ilfo- 
natschr.  f.  Ohrenh.  u.  Laryngo-Rhinol.,  Bd.  46,  Heft  Z,  1912,  p.  607. 

♦916     Posey,  W.  C.     Circumscribed  Orbital  Edema  trom  Frontal  Sinusitis. 

Ann.  of  Ophth.,  April,  1912. 
t917    Richards.  G.  L.     Review  of  Eighty-one  Cases  of  Inflammation  of  the 

Frontal    Sinus;    A   Comparative  Study.     The   Laryngoscope,   Feb., 

1912,  p.  100. 
918     RiTTER.     Cosmetic  Frontal  Sinus  Operations.     (Kosmetische  Stirn- 

hoehlenoperationen.)    Ztschr.  f.  Laryngol.  Rhinol.  u.  ihre  Orenzgeb., 

Bd.  5,  Heft  1,  1912,  p.  17. 

♦919  ScHAEFFER,  J.  P.  TJuusual  Frontal  Sinusitis.  Ann.  of  Surg.,  Sept., 
1912,  p.  396. 

920  ScHMiEDT,  W.  The  External  Operation  on  the  Frontal  Sinus.  Verh. 
des  Tereins  Deut.  Laryngologen,  1912,  p.  70. 

921  Slocker.  Unusual  Case  of  Osteoma  of  the  Frontal  Bone.  Rev.  es- 
pan.  de  Laringol.,  Sept.-Oct.,  1912. 
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922     Tbeble,  G.  B.     Frontal   Sinusitis  Followed  by  Double  Mastoiditis. 

U.  S.  Naval  Med.  Bull.,  Vol.  6,  No.  2,  April,  1912. 
*923     Van  den  Wildexbeeg.     Frontal  Sinusites  and  Their  Complications 
in  Infants.    Anvers  Med.,  May  31,  1912. 

924  Vox  Lang,  K.  Sinusitis  Frontalis  Abscedens.  Trans.  Koenigl. 
Yereins  d.  Aerzte,  Budapest,  No.  17,  1912. 

925  Walker,  N.  Abscess  of  the  Frontal  Lobe  of  the  Brain  Following 
Empyema  of  the  Frontal  Sinus.  Liverpool  Med.-Chir.  Jour.,  Jan., 
1912. 

Sphenoid  Cells. 

926  Kessel,  O.  G.  Suppuration  in  Sphenoid  Sinus.  (Ueber  Keilbein- 
hoehleneiterung.)     Wuert.  Med.-Korresp.-Bl..  1912. 

*927  LoEB,  H.  W.  Cubical  Capacity  and  Superficial  Area  of  the  Sphe- 
noid Sinus.  Ann.  of  Otol.  Rhinol.  and  Laryngol.,  March,  1912,  p.  1; 
and  Interstate  Med.  Jour.,  Dec,  1912,  p.  1077. 

928  OxoDi,  L.  Relation  of  Sphenoid  Sinus  to  the  Nerve  Trunks  of  *he 
Oculo-motorius,  Trochlearis,  Trigeminus  and  Abducens.  (Ueber 
die  Beziehungen  der  Keilbeinhoehle  zu  den  Nervenstaemmen  des 
Oculomotorius;,  Trochlearis,  Trigeminus  and  Abducens.)  Arch.  f. 
Laryngol.  u.  Rhinol.,  Bd.  26,  Heft  2,  1912,  p.  357. 

929  Rhe.se.  Mucocele  of  Sphenoid  Sinus;  Etiology  of  Mucoceles.  (Ueber 
Keilbeinhoehlenmucozele;  gleichzeitig  ein  Beitrag  zur  Etiologie  der 
Mukozele.)  Ztschr.  f.  Ohrenh.  u.  /.  Krankh.  d.  Luftu:,  Bd.  64,  Heft 
2,  1912,  p.  169. 
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the  Esophagus  with  Special  Reference  to  the  Persistence  of  the 
Sac.    Jour.  A.  M.  A.,  Oct.  5,  1912,  p.  1278. 

1439  Oecoxomos,  Large  Foreign  Body  Removed  from  the  Esophagus  by 
Stoll  Evacuation.     Montpellier  Med.,  Oct.,  1912. 

1440  Pechkrauc.  Idiopathic  Dilation  of  the  Esophagus.  Medycyna, 
Sept.,  1912. 

1441  Plummer,  H.  S.  Diffuse  Dilatation  of  the  Esophagus  Without 
Anatomic  Stenosis.  (Cardiospasm.)  Jour.  A.  M.  A.,  June  29, 
1912,  p.  2013. 

♦1442  Plummer,  H.  S.  Esophageal  Obstructions  with  Special  Reference 
to  Carcinoma.     Jour.-Lancet.  Jan.  15,  1912. 

1443  Ratkowski.  Two  Cases  of  Dilatation  of  the  Esophagus.  Berl. 
klin.  Wchnschr.,  Oct.  7,  1912. 

1444  Rethi,  a.  Stenosis  of  the  Esophagus.  Berl.  klin.  Wchnschr.,  Dec. 
16,  1912. 

1445  Reuter.  Foreign  Body  in  Esophagus.  (Fremdkoerperfall  im 
Esophagus.)  Ztschr.  f.  Ohrenh.  u.  f.  Krankh.  d.  Luftw.,  Bd.  64, 
Heft  3,  1912,  p.  220. 

1446  RocH,  M.  Espine's  Sign  in  the  Diagnosis  of  Carcinoma  of  the  Eso- 
phagus.    Bull.  Med.,  April  3,  1912,  p.  341. 
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1447  RosENBLAT,  J.  Diagnosis  of  Affections  of  the  Esophagus  by  Means 
of  the  Roentgen  Rays.     Praktichesky  Vratch,  April  15,  1912. 

1448  RosT,  F.  Edepia  in  Lower  Esophagus  Caused  by  Vomiting.  (Ueber 
Edem  des  untern  Esophagusabschnittes  als  Folge  von  Erbrechen.) 
Deut.  med.  Wchnschr.,  Sept.  5,  1912. 

1449  Sains.  Foreign  Body  in  the  Esophagus.  Cron.  med.  Mex.,  Jan. 
1,  1912. 

1450  Salter,  A.  G.  Esophageal  Stricture.  Australasian  Med.  Gaz.,  May 
4,  1912. 

1451  Saroon.    Dilatation  of  the  Esophagus.     Lyon  med.,  Jan.  28,  1912. 

1452  Saegnon,  L.  and  Alamartise,  H.  Stenosis  of  the  Esophagus.  (Le 
traitement  actuel  des  stenoses  cicatricielles  graves  de  I'esophage. 
Methodes  endoscopiques  et  interventions  chirurgicales  combinees.) 
Rev.  de  Chir.,  Aug.,  1912. 

*1453     Sargnon.     Twenty-six  Cases  of  Cicatricial  Stenosis  of  Esophagus. 

Prov.  med.,  Jan.  27,  1912. 
*1454     Schlaefke,  F.    Hemorrhages  from  the  Esophageal  Varices.     (Blu- 

tungen  aus  Esophagusvaricen.)     Wr.  klin.  Rundschau,  Nos.  26-27, 

1912. 

1455  Secousse  and  Labuchelle.  Neoplasm  of  the  Esophagus.  Gaz. 
Tiehd.  des  Sci.  med.  de  Bord.,  No.  17,  1912. 

1456  Shukowsky,  W.  P.  and  Baron,  A.  A.  Congenital  Atresia  of  the 
Esophagus.     Arch.  /.  Kinderh.,  Vol.  58,  Nos.  1-3,  1912. 

1457  Stoeber,  H.  Development  of  the  Esophageal  Epithelium  in  a  Con- 
genital Cyst  of  the  Esophagus.  Beitr.  z.  pathol.  Anat.,  Bd.  52,  No. 
3,  1912,  p.  512. 

1458  Strauss.  Primary  Latent  Cancer  of  the  Esophagus.  Muench. 
med.  Wchnschr.,  Feb.  6,  1912. 

1459  Tapia,  a.  G.  Stenosis  of  the  Esophagus.  Croh.  Med.  Quir.  de  la 
Hah.,  Oct.  lb,  1912,  p.  555. 

1460  Texieh,  V  Foreign  Body  in  Esophagus  During  72  Days;  Eso- 
phageal Abscess;  Removal  by  Esophagoscopy;  Cure.  (Corps 
etranger  de  I'esophage  datant  soixante-douze  jours;  abces  esophagi- 
en;  extraction  de  I'esophagoscopie;  guerison.)  Rev.  hebd.  de 
Laryngol.  d'Otol.  et  de  Rhinol.,  Aug.  24,  1912,  p.  209. 

1461  TiMMER,  H.  Stricture  of  the  Esophagus  in  Children.  Nederl.  Tijd- 
schr.  V.  Geneesk.,  Bd.  1,  No.  14,  1912. 

1462  Van  den  Wildenberg.  Two  Cases  of  Laryngo-pharyngo-esophagec- 
tomy.     Arch,  intern,  de  Laryngol.,  Nov.-Dec,  1912,  p.  752. 

1463  .  Van  deb  Haer,  P.  M.    Roentgenogram  of  the  Esophagus.    Nederl. 

Tijdschr.  v.  Geneesk.,  Bd.  1,  No.  12,  1912. 

1464  Van  Swieten.  Diverticulum  of  the  Thoracic  Portion  of  the  Eso- 
phagus.   Presse  Oto-Laryngol.  Beige,  Sept.,  1912,  p.  407. 

1465  VoN  Winiwarter,  J.  R.  Extirpation  of  Cancer  of  the  Esophagus. 
Wr.  klin.  Wchnschr.,  April  4,  1912.' 

1466  Waggett,  E.  B.  Malignant  Disease  and  Pouches  in  the  Esophagus. 
Brit.  Med.  Jour.,  Oct.  19,  1912,  p.  1045. 
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1467     Watson,  C.  G.    Two  Cases  of  Peptic  Ulcer  of  the  Esophagus.  Brit. 
Med.  Jour.,  Nov.  2,  1912. 
*1468     Zeit,  F.  R.    Congenital  Atresia  of  Elsophagus  with  Esophago-trach- 
eal  Fistula.    Jour.  Med.  Research,  Sept.,  1912. 

Asthma. 

1469  AposTOLiDEs,  A.  G.  Etiology  and  Pathogenesis  of  Bronchial  Asth- 
ma.    Med.  Rec,  Sept.  21,  1912,  p.  507. 

1470  Berkart,  J.  B.  Bronchial  Asthma,  Pathology  and  Treatment.  Cron. 
Med.  Quir.  de  la  Hahana,  July  15-Aug.  1,  1912,  p.  380. 

1471  Chelmonski,  a.  Pathogenesis  of  Asthma.  Deut.  Arch.  f.  ktin. 
Med.,  Vol.  105,  Nos.  5-6,  1912. 

1472  Cholewa,  R.    Asthma.    Med.  Klinik,  July  14,  1912. 

1473  De  Boucaud.  Reflex  Asthma.  Gaz.  hebd.  des  Sci.  med.  de  Bor- 
deaux, Feb.  11,  1912. 

1474  Edei.manx,  A.  and  Karpel,  L.  Ek>sinophilia  of  the  Urinary  Pass- 
ages During  Bronchial  Asthma.  (Eosinophilie  der  Harnwege  im 
Verlaufe  von  Asthma  bronchial©  nebst  einen  Beitrag  zur  Farbe- 
methodik  der  Harnsedimente.)  Deut.  med.  Wchnschr.,  July  4, 
1912. 

1475  EusTis,  A.  Further  Evidence  in  Support  of  the  Toxic  Pathogenesis 
of  Bronchial  Asthma,  Based  Upon  Experimental  Research.  Am. 
Jour.  Med.  Sci.,  June,  1912,  p.  862. 

1476  GoLDMAx,  R.  The  Etiology  of  Bronchial  Asthma.  Yerh.  des  Vereins 
Deut.  Laryngologen,  1912,  p.  57- 

1477  Johnson,  C.  K.  Bronchial  Asthma  in  Childrerl.  Am.  Med.,  Aug., 
1912,  p.  452. 

♦1478     Knopf,  H.  E.     Asthma   in  Children.      (Asthma  bei  Kindern  und 
dessen  Behandlung.)     Berl.  klin.  Wchnschr.,  Aug.  12,  1912. 

1479  LuGo-ViNA,  N.  Connection  Between  Asthma  and  Conception.  (As- 
maticas  nuliparas  y  ex-asmaticas  multiparas  y  uniparas.)  Rev.  de 
Med.  y  dr.,  Sept.  10,  1912. 

1480  Matthews,  J.  Relation  of  Nasal  Conditions  to  Asthma.  Jour.  A. 
M.  A.,  Sept.  21,  1912,  p.  1107. 

1481  NiKiTiN,  W.  Nasal  Sinus  and  Bronchial  Asthma.  Eschemesjatsch 
uschnich  gorlowich  i  nossow.  bolesney,  Bd.  5,  Heft  2,  1912. 

1482  Oettinger,  B.  Some  Data  Concerning  a  Humoral  Etiology  of  Spas- 
modic Asthma;  Outline  of  Treatment  in  Accordance  with  the 
Foregoing.    Med.  Rec,  Nov.  9,  1912,  p.  833. 

1483  Sachs,  A.    Bronchial  Asthma.    W.  Med.  Rev.,  April,  1912. 

1484  Saengeb,  M.  Psychic  Elements  in  Asthma.  (Die  psychische  Kom- 
ponente  unter  den  Asthmaursachen. )  Berl.  klin.  Wchnschr.,  Feb. 
19,  1912. 

1485  Teixeiba,  S.  Asthma  with  Pulmonary  Syphilis  in  Child;  Recov- 
ery Under  Specific  Treatment.  Med.  Contemporanea,  Oct.  20,  1912. 
p.  329. 

1486  Wagneb,  H.  L.  Pathogenesis  of  Bronchial  Asthma.  Trans.  Am. 
Laryngol.  Assn.,  May,  1912,  p.  265. 
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Endoscopy. 

*1487  Albrecht.  Improved  Technic  for  Killian's  "Floating  Laryngo- 
scopy." (Ein  Modifikation  der  Schwebelaryngoskopie. )  Berl.  Jclin. 
Wchnschr.,  July  8,  1912. 

1488  Benham,  E.  W.  Foreign  Body  Removed  from  Bifurcation  of 
Trachea  by  Lower  Bronchoscopy.     Jour.-Lancet,  Aug.  1,  1912. 

1489  BoTEY.  Inferior  Bronchoscopy  with  Removal  of  a  Foreign  Body 
Deeply  Embedded  in  the  Left  Bronchus.  Gac.  med.  Catalana,  Jan., 
1912. 

1490  Carpexter.     Bronchoscopy.     Jour.  8.  C.  Med.  Assn.,  Aug.,  1912. 

1491  Cheval,  V.  Gastroscopy.  Presse  Oio-Laryngol.  Beige,  Aug.,  1912, 
p.  337;  and  Prat,  med.,  Sept.,  1912,  p.  97. 

♦1492  Decressac,  E.  and  Pouget,  R.  J.  Bean  in  Bronchus  of  Child  of  5 
Years;  Removal  by  Lower  Bronchoscopy.  (Corps  etranger  bron- 
chique  [haricot]  chez  un  enfant  de  cinq  ans;  extraction  par  la 
bronchoscopie  inferieure.)  Arch,  intern,  de  Laryngol.  d'Otol.  et  de 
Rhinol.,  March-April,  1912,  p.  507;  and  Jour,  de  Med.  de  Bord.,  No. 
2,  1912. 

•1493  De  la  Roche,  G.  and  Molinie,  J.  Tack  in  Left  Bronchus;  Remov- 
ed by  Bronchoscopy;  Recovery.  (Clou  dans  la  bronche  gauche; 
extraction  par  bronchoscopie;  guerison.)  Le  Larynx,  Jan. -Feb  , 
1912. 

*1494  Dexker,  a.  Bronchoscopie  Diagnosis  of  Syphilis  of  the  Lower  Air 
Passages.     Deut.  Med.  Wchnschr.,  Jan.  4,  1912. 

*1495  Ephraim,  a.  Anesthesia  in  Bronchoscopy.  Arch,  intern,  de  Laryn- 
gol. d'Otol.  et  de  Rhinol.,  May-June,  1912,  p.  690;  and  Verh.  dei 
Vereins  Deut.  Laryngologen,  1912,  p.  82. 

*1496  FLATAr^,  T.  S.  Laryngoscopy  with  Mouth  Closed.  (Laryngoskopie 
bei  geschlossenem  Munde.)     Stimme,  March,  1912,  p.  161. 

1497  Flatau,  T.  S.  Optic  Considerations  of  the  Laryngeal  Endoscope. 
(Ueber  die  optischen  Verhaeltnisse  des  Kehlkopfendoskops.) 
Stimme,  May-June,  1912. 

1498  Gluecksmann.  Removal  of  Foreign  Body  from  Bronchus  by 
Means  of  Bronchoscopy  and  Radioscopy.  Klin,  therap.  Wchnschr., 
June  24,  1912,  p.  779. 

1499  GuiGON,  D.  AND  Costa.  Bronchoscopy.  Rev.  de  Med.  y  Chir.  prac.^ 
Sept.  28,  1912;  and  Arch,  de  Rinol.  Laringol.  Otol.,  etc.,  Sept.-Dec, 
1912,  p.  310. 

1500  GuiSEZ.  Bronchoscopy  for  Foreign  Body  in  Trachea  or  Bronchus, 
or  Both.  (Corps  etrangers  tracheaux  et  bronchiques  dont  deux 
Chez  le  meme  enfant  traites  par  la  bronchoscopie.)  Bull.  de.  la 
8oc.  de  Fed.,  Feb.,  1912. 

1501  GuiSEZ.  Tracheo-bronchoscopy;  Bronchial  and  Pulmonary  Affec- 
tions.    Bull,  d'oto-rhino-laryngol.,  March,  1912. 

1502  HixsBERG,  V.  Bronchoscopie  Removal  of  Foreign  Bodies  in  Chil- 
dren. (Zur  bronchoskopischen  Fremdkoerperextraktion  bei  Kin- 
dern.)  Ztschr.  f.  Ohrenh.  u.  f.  Krankh.  d.  Luftw.,  Bd.  64,  Heft  4, 
1912,  p.  325. 
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1503  HoELSCHEK.  Clinical  Experiences  with  KiUian's  Suspension  Laryn- 
goscopy. Med.  Corresp.-BJ.  d.  Wuerttemb.  aerztl.  Landesvereins, 
No.  24,  1912. 

1504  Hi-BBARD,  T.  Esophagoscopy  and  Bronchoscopy.  Surg.  Gynecol, 
and  Obstetr.,  Jan.,  1912. 

1505  Hunt,  J.  G.  Bronchoscopy.  Can.  Med.  Assn.  Jour.,  May,  1912,  p. 
414 

*1506  Hunt,  J.  G.  Report  of  a  Case  of  Aspiration  of  Silver  Tracneotomy 
Cannula  and  Removal  by  Lower  Bronchoscopy.  Ann.  of  OtoL, 
June,  1912,  p.  355. 

♦1507  Ingals,  E.  F.  Tacks  and  Nails  in  the  Air-passages;  Bronchoscopy. 
Jour.  A.  M.  A.,  Feb.  17,  1912,  p.  467. 

tl508  Jackson,  C.  Anesthesia  for  Peroral  Endoscopy.  The  Labyngo- 
SCOPE,  Oct.,  1912,  p.  1208. 

tl509  Jackson,  C.  Laryngeal,  Bronchial  and  Esophageal  Endoscopy. 
The  Laktngoscope,  Feb.,  1912,  p.  130,  May,  1912,  p.  765. 

tl510     Johnston,  R.  H.    Curious  Mishap  During  a  Bronchoscopic  Exami- 
nation.    The  Laryngoscope,  Sept.,  1912,  p.  1136. 
1511     Johnston,  R.  H.     Direct  Laryngoscopy.     Med.  Era,  Sept.,  1912,  p. 
367. 

11512     Johnston,  R.  H.     Direct  Laryngoscopy  in  the  Removal  of  Laryn- 
geal Tumors.     The  Laryngoscope.  Oct.,  1912,  p.  1214. 
1513     Johnston,   R.    H.     Some   Laryngoscopic,    Bronchoscopic   and   Eso- 
phagoscopic  Cases.     Md.  Med.  Jour.,  Nov.,  1912,  p.  261. 

*1514  Killian,  G.  Suspension  Laryngoscopy.  (Die  Schwebelaryngo- 
skopie.)  Arch.  /.  Laryngol.  u.  Rhino}..  Bd.  26,  Heft  2,  1912,  p. 
277;  Dent.  vied.  Wchnschr.,  No.  13,  1912;  and  Berl.  klin.  Wchnschr., 
March  25,  1912. 

1515  Laboure.  Esophagoscopy  for  Foreign  Bodies.  Arch,  intern,  de 
Laryngol.  d'Otol.  et  de  Rhinol.,  Jan.-Feb.,  1912,  p.  83. 

1516  Massei,  F.  Direct  and  Indirect  Laryngoscopy.  Monatschr.  f. 
Ohrenh.  u.  Laryngo-Rhinol.,  Bd.  46,  Heft  5,  1912,  p.  595. 

tl517  ilcKiNNEY,  R.  Esophagoscopy  in  the  Removal  of  Foreign  Bodies 
from  the  Esophagus.     The  Laryngoscope,  Oct.,  1912,  p.  1222. 

1518  ^Iermod.  Position  of  the  Tongue  in  Indirect  Laryngoscopy.  (La 
propulsion  de  la  langue  dans  la  laryngoscopie  indirecte.)  Arch, 
intern,  de  Laryngol.  d'Otol.  et  de  Rhinol.,  Sept.-Oct.,  1912,  p.  424. 

1519  MiLLSPAUGH,  W.  P.  Esophagoscopy  for  Removal  of  Foreign  Bodies. 
-S.  Cal.  Practitioner,  June,  1912. 

1520  MoR.\LEs.  The  New  Pathology  of  Esophagus  Possible  Through 
Esophagoscopy.  (La  nueva  patologia  del  esofago  creado  por  la 
esofagoscopia.)     Bull,  de  Chir..  Vol.  1,  No.  8,  1912. 

1521  Moum:,  E.  J.  Gastroscopic  Examination.  (De  I'examen  gastro- 
scopiqu.e.)     Presse  Med..  No.  10,  1912. 

1522  Okktel.  Endoscopy  of  Naso-pharynx  and  Larynx.  (Zur  endo- 
skopischen  Untersuchung  des  Nasenrachenraumes  und  des  Kenj- 
kopfes.)     Muenrh.   mrri.  Wrhvsrhr..  Sept.  3,  1912. 
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1523  Ollavakkia.  Therapeutic  Value  of  Esophagoscopy  in  Tumors  of 
the  Esophagus.    Espana  Med.,  Sept.  10,  1912. 

1524  Paunz,  M.  Fifty  Cases  of  Direct  Laryngoscopy  and  Tracheo- 
bronchoscopy in  Children.  Jahrb.  /.  Einderh.,  Bd.  76,  Ergaenzh., 
1912. 

1525  RoPKE,  New  Method  of  Gastrostomy  and  Esophago-plasty.  Zntrlbi. 
f.  Chir.,  Vol.  39,  1912,  p.  1569. 

1526  Sargnon.  Contribution  to  Direct  Endoscopy.  Rev.  Jiebd.  de  Laryn- 
gol.,  Nov.  30,  1912,  p.  641. 

1527  Sargnon.  Esophagoscopic  and  Therapeutic  Study  of  Stricture  of 
the  Esophagus.  ArcJi.  intern,  de  Laryngol.  d'Otol.  et  de  Rhinol., 
Sept.-Oct.,  1912,  p.  321. 

1528  Sargnon.  Some  Cases  of  Endoscopy  and  Surgery  of  the  Air  Pass- 
ages and  Esophagus.  (Quelques  cas  d'endoscopie  et  de  chirurgie 
des  voies  aeriennes  et  de  I'esophage.)  Rev.  hehd.  de  Laryngol. 
d'Otol.  et  de  Rhinol.,  p.  65,  Jan.  20,  1912. 

1529  Thigpen,  C.  A.  Two  Cases  Of  Foreign  Body  in  Right  Bronchus  Re- 
moved by  Superior  Bronchoscopy.    South.  Med.  Jour.,  Feb.,  1912. 

1530  JoRRTGiANi.  Clinical  Importance  of  Laryngo-tracheo-bronchoscopy 
and  Esophagoscopy  from  the  Latest  Report.  Rev.  crit.  di  clin. 
med.,  .July  13,  1912. 

1531  Uffenorde.  Autoscopy  in  Difficult  Decannulement.  Ther. 
Monatschr.,  Sept.,  1912,  p.  648. 

1532  Von  Eicken,  C.  X-ray  and  Bronchoscopy  for  Foreign  Bodies. 
(Roentgenbild  und  Bronchoskopie  bei  Fremdkoerpern.)  Ztschr.  f. 
Ohrenh.  u.  /.  Krankh.  d.  Luftw.,  Bd.  65,  Heft  2-3,  1912,  p.  103. 

1533  VoN  ScHROETTER,  H.  Brouchoscopy  in  Cases  of  Foreign  Body.  Wr. 
klin.  Wehnschr.,  No.  12,  1912.  * 

1534  WiNSLOw,  J.  R.    Report  of  Case  of  Bronchoscopy  for  Multiple  For- 
eign Bodies  (almond  shell  and  pulp)   in  a  Child  of  2  Years;   Ob 
servations   Upon   Bronchoscopy   in   Infants   and   Young   Childrei 
Trans.  Am.  Laryngol.  Assn.,  May,  1912,  p.  290. 

1535  Zaaijer,  J.  H.  Thoracal  Esophagostomy.  Beitr.  z.  klin.  Chir. 
Feb.,  1912. 

Therapy  and  Technic. 

1536  Abrand,  H.  Diagnosis  of  Aspirated  Foreign  Bodies.  Arch.  gen.  de 
Med..  Sept.,  1912.  p.  782. 

♦1537  Albanus,  G.  L.  Method  of  Radium  Treatment  of  Upper  Air  Pass- 
ages, Trachea  and  Esophagus.  (Die  Methodik  der  Radiumbe- 
str9,hlung  in  der  Nasen-Mund-Rachenhoehle,  im  Kehlkopf,  in  der 
Luftroehre  und  im  Schlund.)  Deut.  med.  Wehnschr.,  April  25, 
.  1912. 
1538  Albrecht,  W.  Hot  Air  in  Laryngology.  Arch.  f.  naryngol.  u. 
Rhinol.,  Bd.  26,  Heft  3,  1912,  p.  509. 

*1539  Alessandri,  R.  Intratracheal  Insufflation  Anesthetization.  (La 
narcosl  per  insufflazione  intratracheale  alia  Meltzer;  2  casi  di  ap- 
plicazione  all'uomo.)     PoUclin.,  Sept.  8,  1912,  p.  1333. 
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♦1540  Alexandre,  R.  Laryngeal  Helio-therapy.  (Contribution  a  la 
pratique  de  I'heliotherapie  laryngee.)  Arch,  intern,  de  Laryngol. 
d'Otol.  et  de  Rhinoh,  March-April,  1912,  p.  388. 

♦1541  AuMSTBOXG,  W.  E.  M.  Preparation  of  a  Bronchitis  Vaccine;  A 
Method  of  Rapidly  Obtaining  a  Pure  Culture  from  Sputum.  Lan- 
cet, May  18,  1912. 
1542  Abxoldsox,  N.  Tuberculosis  of  the  Larynx  with  Special  Refer- 
ence to  its  Surgical  Treatment.  These  de  Stockholm,  1912;  Oto- 
laryngol, meddelanden,  Bd.  1,  Heft  2,  May,  1912,  and  Hygiea,  Aug., 
1912. 

*1543  Bertkax,  F.  and  Castillo.  Injection  of  Alcohol  for  Relief  of  Dis- 
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tions of  Middle-ear  Disease.  (Heilerfolge  der  modernen  Oto-chir- 
urgie  bei  intrakranieller  Komplikationen  von  Mittelohreiterung- 
en.)     Therap.  Monatsch.,  June,  1912. 

*2706  DoERNER,  D.  Brain  Puncture.  (Experimentelle  Beitraege  zur 
Grehirnpunktion.)  Monatsch.  f.  Ohrenh.  u.  Laryngo-Rhinol.,  Bd. 
46,  Heft  5,  1912,  p.  528;  and  Orvosi  Hetilap,  No.  22,  1912. 

*2707  Eastmann,  J.  A.  Control  of  Bleeding  in  Brain  Operations.  Jour, 
of  Ophth.  and  Oto-Laryngol.,  June,  1912,  p.  187. 

♦2708  EscHWEiLEK.  Treatment  of  Acute  Mastoiditis  and  Severe  Otitis  by 
Bier's  Hyperemia.  (Zur  Stauungstherapie  der  akuten  Mastoiditis 
und  schweren  Otitis.)  Ztschr.  f.  Ohrenh.  u.  f.  Krankh.  d.  Luftic, 
Bd.  65,  Heft  2-3,  1912,  p.  146. 

2709  Eraser,  J.  S.  and  Dickie,  J.  K.  Analysis  of  123  Consecutive  Cases 
in  Which  Operations  were  Performed  for  the  Relief  of  the  Mastoid, 
Labyrinthine  and  Intra-cranial  Complications  of  Suppurative  Oti- 
tis Media.    Jour,  of  Laryngol.  Rhinol.  and  Otol.,  March-April,  1912. 

2710  Gerber.  Present  Status  of  Treatment  of  Suppurative  Meningitis. 
Beihefte  z.  Med.  Klinik,  Heft  2,  1912. 

2711  Glueckmann,  T.  Use  of  Chlorethyls  in  Exposure  of  the  Trans- 
verse Sinus.    Wratschebnaja  Oas.,  No.  9,  1912. 

2712  Halsted,  a.  E.  Technic  of  Intra-cranial  Operations.  Railway 
Surg.  Jour.,  Dec,  1912,  p.  148. 

12713     Haynes,  I.  S.     Surgical  Treatment  of  Meningitis;   its  Scope  and 
Accomplishmenf:    The  Laryngoscope,  June,  1912,  p.  865. 
2714    Hfxd,   R.   J.     Use   of    Secondary   Blood-clot   in    Mastoid    Surgery. 
Am.  Medicine,  Dec.,  1912,  p.  685. 

•2715  Henke,  F.  Present  Status  of  Treatment  of  Suppurative  Menin- 
gitis. (Ueber  den  gegenwaertigen  Stand  der  Therapie  der  eit- 
rigen  Meningitis.)     Med.  Klinik,  Feb.  25,  1912. 

2716  Herz,  p.  Operative  Treatment  of  Meningitis.  (Beitraege  zur 
Chirurgie  der  Hirnhaeute.)     Deut.  med.  Wchnschr.,  May  30,  1912. 

2717  Jaehne,  A.  Operative  Treatment  of  Fractures  of  Base  of  Skull. 
(Beitrag  zur  Frage  der  operatlven  Behandlung  von  Schaedel- 
basisbruechen.)     Arch.  J.  Ohrenh.,  Bd.  87,  Heft  2-3,  1912,  p.  188. 

2718  Jones,  W.  D.  Radical  Mastoidostomy;  Report  of  Two  Cases. 
Tex.  State  Jour,  of  Med.,  March,  1912. 
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2719  JusTo,    V.    The    Stacke    Operation    and    the    Radical    Operation. 
.  Ann..  Soc.  Argent.  Oto-Rino-Laringol.,  May,  1912. 

2720  KosTLiVY,  S.  Operative  Treatment  of  Suppurative  Meningitis. 
(Die    operation   der    eitrigen    Meningitis.)     Arch.    f.    iclin.    Chir., 

'Vol.  97,  No.  3,  1912. 

2721  Leslie,  F.  A.  Heath's  Conservative  Mastoid  Operation  and  its 
Pathological  Foundation.    Med.  Rec,  Aug.  10,  1912,  p.  271. 

2722  LouGHKAN,  R.  L.  Radical  Mastoid  Operation.  N.  Y.  Med.  Jour., 
Dec.  21,  1912. 

2723  Mason,  A.  B.  After-care  ot  Simple  Mastoid  Wounds.  Jour.  Med. 
Assn.  of  Qu.,  Nov.,  1912. 

2724  McKebnon,  J.  F.  Operative  Treatment  of  Brain  Abscess  of  Otitic 
Origin.    Jour.  A.  M.  A.,  Sept.  21,  1912,  p.  1096. 

*2725  Oppenheimee,  S.  Pro  and  Con  of  Maintenance  of  the  Retro- 
auricular  Opening  After  the  Radical  Mastoid  Operation.  Med. 
Rec.,  Nov.  30,  1912. 

t2726  Phillips,  W.  C.  After-treatment  of  the  Radical  Mastoid  Oper- 
ation With  Special  Reference  to  the  Subject  of  Packing.  The 
Laryngoscope,  March,  1912,  p.  234. 

.2727  Rethi,  a.  Technie  of  Plasty  of  Radical  Operation.  (Zur  technik 
der  Plastik  bei  der  Radikaioperation.)  Monatschr.  f.  Ohrcnh.  u. 
Laryngo-Rhinol,  Bd.  46,  Heft  6,  1912,  p.  754. 

2728  Silvestri,  T.  Keeping  Patient  Under  Influence  of  Narcotics  in 
Treatment  of  Acute  Meningitis;  Two  Cases.  Oaz.  degli  Osped. 
e  delle  Clin.,  Aug.  29,  1912,  p.  1081. 

2729  ToBEY,  G.  L.  Operative  Treatment  of  Sinus  Thrombosis.  Ann.  of 
Otol.,  June,  1912,  p.  362. 

.*2730  Turner,  A.  L.  Contribution,  to  Serum  and  Vaccine  Therapy  in 
the  Treatment  of  Intracranial  Complications  of  Middle  Ear  Sup- 
puration.   Jour,  of  Laryngol.  Rhinol.  and  Otol.,  June,  1912,  p.  297. 

2731  Uffknorde.  Results  in  the  Treatment  of  Otogenic  Meningitis. 
Verh.  der  Deut.  Oto.  Gesellschaft,  1912,  p.  69. 

2732  Van  Ganeghem.  Urotropin  in  Meningitis.  Verh.  der  Deut.  Oto. 
Gesellschaft,  1912,  p.  86. 

2733  Van  Lier.  Puncture-abscess  Following  Lumbar  Puncture.  (Zur 
Frage  der  Sticheiterung  nach  Lumbalpunktion.)  Mitteil.  a.  d. 
Grenzgeh.  d.  Med.  u.  Chir.,  Bd.  25,  1912,  p.  132. 

*  2734  Voss  Plastic  Method  for  Primary  Closure  of  the  Wound  Follow- 
ing the  Radical  Mastoid.  Terh.  der  Deut.  Oto.  Gesellschaft,  1912, 
p.  225. 

'2735  Welty,  C.  Modification  of  the  Thiersch  Skin-grafting  Technie 
Following  Radical  Operation  on  the  Ear.    Arch,  intern,  de  Laryn 

■  n'l     ^ot.  d'Otdl.  et  de  KMnol!.,  Jan.-Feb.,  1912,  p.  53.         '    "■  "' 

'2736  Wpop,  \ J.  W.  After-ti-eatment  of  Mastoid  Operatlohs  Including 
dn  Analysis  of  Results  in  260  radical  arid  100  Conservative 
(Heath)  Op^ra^iona.    Ann.  0/ Oio^,  Sept..  1912,  p.  627-/      -       -'- 
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VIII.     NEW  INSTRUMENTS. 
Ear. 

*2737    Allport,  F.     New  Mastoid  Chisels.    Jour.  A.  M.  A„  Dec.  7,  1912, 

p.  2066. 
*2738     Beck,  O.     New  Instrument  for  Removing  Foreign  Body  From  the 

Ear.      (Ein  neuer  Fremdkoerperfaenger  fuers  Ohr.)     Monatschr. 

J.  Ohrenh.  u.  Laryngo-Rhinoh,  Bd.  46,  Heft  2,  1912,  p.  229. 
2739     Bruexixgs.    A  New  Lens  for  Use  in  Ear  Work.     Verh.  der  Deut. 

Oto.  Gesellschaft,  1912,  p.  184. 
t2740     Chambers,  T.  R.     Tinnitus  and  Deafness,    A  New  Instrument  for 

Their  Relief.     The  Laryngoscope,  Sept.,  1912,  p.  1137;   and  Ann. 

of  Otol.,  Dec,  1912,  p.  1017. 
*2741     Fowler,   E.   F.     Improvised  Noise-producer  for   Determining  Uni- 
lateral Deafness.    Jour.  A.  M.  A.,  Feb.  10,  1912,  p.  410. 
2742     GuTZMAXx,  H.    An   Easily    Transportable   Apparatus   for   Use    in 

Experimental  Phonetics.     Yerh.  des  Yer.  Deut.  Laryngol,  1912,  p. 

139. 
*2743     Hammoxd,    P.     New   Mastoid   Retractor.     Boston  Med.   and   Surg. 

Jour.,  June  27,  1912,  p.  967. 

2744  HoFMAxx.  New  Instrument  for  Peroral  Catherization  of  the 
Tube.    Muench.  med.  Wchnschr.,  No.  51,  1912. 

2745  Koch.  New  Instrument  for  Out-standing  Ears.  Allg.  mod. 
Cntrlztng.,  June  22,  1912. 

2746  Muck,  O.  Electric  Lamps  for  Illuminating  Small  Cavities  (for 
Ear,  Nose  and  Eye  Operations.).  Med.  Klinik,  No.  22,  1912,  p. 
923. 

2747  Quix.  Instrument  for  Examination  of  Vestibular  Apparatus. 
Yerh.  der  Deut.  Oto.  Gesellschaft,  1912,  p.  105. 

*2748     Weaver,  J.  S.     Eustachian  Bougies  of  Fuse  Wire.     Jour,  of  Ophth. 

and  Oto-Laryngol.,  Aug.,  1912,  p.  269. 
t2749     Yaxkauer,  S.     The  Salpingian  Curette.     The  Laryngoscope,  May, 

1912,  p.  762. 

Nose  and  Naso-pharynx. 
2750    Albanus.     Instrument   for    Using   Radium    in    Nose   and   Throat. 

Yerh.  der  Deut.  Oto.  Gesellschaft,  1912,  p.  256. 
*2751     Freedmax,  L.  M.    Two  New  Instruments  for  Nose  and  Throat.  Bus- 
ton  Med.  and  Surg.  Jour.,  June  13,  1912,  p.  928. 
2752     Katzexelexbogex,  J.     New  Forceps  for  Removal  of  Adenoids.    Es- 
chemesjatsch  uschn.  gorlow.  i  nossowich  bolesney.  Vol.  6,  No.  1. 
1912. 
♦2753     Lekoux,  R.    Paraffin  Style  and  Paraffin  Style  Trocar  for  Ozena  and 
Nasal  Prothesis.     Rev.  hebd.  de  Laryngol.,  Oct.  26,  1912,  p.  486; 
and  Ann.  des  Mai.  de  VOreille,  No.  4,  1912,  p.  423. 
2754     McMannus.  T.   U.     Nose  and   Throat,  An   I^cubato^.     Jour.  Iowa 
State  Med.  Soc.,  Aug.,  1912. 
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2755  MosHER,  H.  P.  An  Adjustable  Open  Speculum.  The  Laryngo- 
scope, Aug ,  1912,  p.  1047. 

2756  Oller.  Modification  of  the  Fraenkel  Nasal  Speculum.  Rev.  espan. 
de  Laringol.,  Jan.-April,  1912. 

*2757     PiELK.    Small  Instrument  to  Correct  Faulty  Nasal  Breathing.  Deut. 
vied.  Wchnschr.,  No.  4,  1912. 

2758  Rice,  G.  W.  New  Knife  for  the  Submucous  Resection  of  the  Nasal 
Septum.     Ann.  of  Otol.,  June,.  1912,  p.  432. 

2759  RicHTER,  E.  Forceps  for  Dilating  the  Fissura  Olfactoria.  (Zange 
zur  Erweiterung  der  Fissura  olfactoria.'*  Ztschr.  /.  Ohrenh.  u.  f. 
Krankh.  d.  Luftw.,  Bd.  64,  Heft  4,  1912,  p.  354. 

2760  Rogers,  W.  K.  Blunt  Dissector  for  Submucous  S-^Dtuii;  Resections. 
0.  State  Med.  Jour.,  Dec,  1912. 

^761  Samengo.  New  Needle  for  Suturing  Nasal  Mv -^e-  Ann.  de  la 
Soc.  Argent  Oto-Rhino-Laringol.,  May,  1912. 

2762  Sluder,  G.  Adenoid  Curette.  Jour.  A.  M.  A.,  Deo  28,  1912,  p. 
2314. 

2763  SzYMANSKi,  S.  New  Lock  for  the  Nasal  Wire  S..dre  The  Laryngo- 
scope, Aug.,  1912,  p.  1051. 


Mouth  and  Pharynx. 

*2764     Beck,  J.  C.    Tonsillectomy  with  a  Single  Instrument,  the  Tonsillec- 
tome.     Jour.  A.  M.  A.,  Jan.  27,  1912,  p.  240. 

2765  Bethel,  H.  H.  Appliance  to  Assist  Breathing,  in  Obturator  Cases. 
Dental  Rev.,  April,  1912,  p.  363. 

2766  BoTEY,  R.  Buttoned  Knife  for  the  Killian  Method  of  Treating 
Phlegmonous  Peri-tonsillitis.  (Couteau  boutonne  pour  le  traite- 
ment  des  peri-amygdalites  phlegmoneuses  par  la  methode  de  Kil- 
lian.)    Arch,  intern,  de  Laryngol.,  Sept.-Oct.,  1912,  p.  431. 

2767  CooPERNAiL,  G.  P.  New  Tonsil  Dissector.  N.  Y.  State  Jour,  of  Med., 
Dec,  1912. 

2768  De  Swarte,  L.  S.  Automatic  Tonsil  Suturer  Demonstrated  at  Do- 
cent's  Verein,  Austria.  The  Laryngoscope,  Aug.,  1912,  p.  1049; 
Monatschr.  f.  Ohrenh.  u.  Laryngo-Rhinol.,  Bd.  46,  Heft  3,  1912,  p. 
353. 

2769  Fein.  Instrument  for  Total  Removal  of  Third  Tonsil.  Muench. 
med.  Wchnschr.,  No.  5,  1912. 

2770  Guthrie,  T.  Guillotine  for  Tonsil  Enucleation.  Lancet,  March  4, 
1912. 

2771  HuRD,  L.  M.  Tonsil  Dissector,  Tonsil-grasping  Forceps,  Tonsil 
Hemorrhage  Clamp.     Jour.  A.  M.  A.,  Sept.  21,  1912,  p.  1146. 

12772  Iglauer,  S.  "Split"  Mask  for  the  Administration  of  Anesthetics 
During  Operations  within  the  Mouth.  The  Laryngoscope,  Oct., 
1912,  p.  1232. 
2773  Kaczynski,  H.  A  New  Curette:  '(Das  neue  Ringmesser.)  Mo- 
natschr. f.  Ohrenh.  u.  Laryngo-Rhinol.,  Bd.  46,  Heft  9,  1912,  p 
1173. 
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t2774  Lewis,  J.  D.  Improved  Tonsil  Tenacula  Constructed  on  the  Prin- 
ciple of  a  Double  Tined  CoiJi-screw.  The  Laryngoscope,  Nov., 
1912,  p.  1311. 

2775  Long,  L.  F.    New  Tonsil  Hook.    Jour.  A.  M.  A.,  Jan.  6,  1912,  p.  32. 

2776  Marquis,  G.  P.  Another  Tonsil-forcepe;  One  of  the  Operative  Diffi- 
culties Removed.    Jour.  A.  M.  A.,  June  1,  1912,  p.  1683. 

2777  Olavarria.     New  Tonsillotome.     Espana  med.,  Sept.  10,  1912. 

2778  Reeves,  T.  C.  Tongue  Forceps.  Brit.  Med.  Jour.,  Oct.  5,  1912,  p. 
885. 

2779  Renault,  J.  Shield  for  Throat  Examinations.  (Ecran  transparent 
frontofacial  pour  I'examen  de  la  gorge  des  enfants.)  Bull,  de  la 
Soc.  de  Fed.,  March,  1912;  and  Ann.  de  Med.  et  Chir.  Inf.,  May 
15,  1912. 

2780  Sauer,  W.  E.     Tonsil  Guillotine  with  Dull  Blade.     Jour.  A.  M.  A 
May  4,  1912,  p.  1355. 

2781  Sawins,  a.  H.  Tonsillectomy  and  a  New  Tonsil  and  Nasal  Sep 
turn  Knife.    Jour.  A.  M.  A.,  July  27,  1912,  p.  274. 

2782  Simpson,  W.  L.  New  Tonsil  Snare.  Monatschr.  f.  Ohrenh.,  Bd.  46 
Heft  4,  1912,  p.  441;  and  Jour.  A.  M.  A.,  Dec.  28,  1912,  p.  2313. 

2783  Strangmeyer,  A.  Spiral  Wire  to  Remove  Diphtheritic  Pseudomem 
branes.    Muench.  med.  Wchnschr.,  Dec.  31,  1912. 

*2784  Todd,  G.  M.  Cleft-palate  Needle  Holder.  Jour.  A.  M.  A.,  Dec.  14 
1912,  p.  2127. 

2785  Ward,  N.  G.  Some  New  Instruments  for  Removing  the  Tonsils 
N.  Y.  Med.  Jour.,  July  6,  1912,  p.  50. 

2786  Wilkinson,  O.  New  Tonsil  Forceps.  Jour.  A.  M.  A.,  Aug.  3,  1912 
p.  369. 

Accessory  Sinuses. 

2787  Anderson,  A.  M.  New  Antrum  and  Sinus  Instruments.  N.  Y. 
Med.  Jour.,  April  27,  1912,  p.  907. 

2788  Charlton,  C.  C.  New  Antrum  Irrigator.  Jour.  A.  M.  A.,  Oct.  12, 
1912,  p.  1378. 

2789  Kelsox,  W.  H.  Sphenoidal  Sinus  Cannula  and  Stylet.  Jour,  of 
Laryngol.  Rhinol.  and  Otol.,  Oct.,  1912,  p.  576. 

2790  Van  Cott,  H.  Infection  of  Maxillary  Antrum  and  Appliance  tor 
Drainage.    N.  W.  Med.,  April,  1912. 

2791  ToMLiNsoN,  W.  H.  Negative  Air  Pressure  in  Accessory  Sinus  Dis- 
ease; Simple  Apparatus  Used  in  Frontal  Sinus  Empyema  with  Re- 
port ot  a  Case. 

Larynx.    Trachea.    Bronchi.    Esophagus. 

2792  Bonnier,  P.  Naso-bulbar  Sector.  (Lea  secteurs  naso-bulbaires.) 
Gaz.  des.  Hop.,  Feb.  1,  1912,  and  Arch,  intern,  de  Laryngol.  d'Otol. 
et  de  Rhinol.,  March-April,  1912,  p.  440. 

2793  Claoue.  Galvano-cautery  with  Protected  Blade  for  Removal  of 
False  Teeth  Caught  in  the  Esophagus.  (Cautere  galvanique  a  lame 
protegee  pour  sectlonner  les  dentiers  en  caoutchouc  enclaves  dans 
I'esophage.)     Ann.  des  Mai.  de  I'Oreille,  No.  11,  1912.  p.  501. 
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2794  CoBURN,  R.  C.  Improved  Breathing  Tube.  N.  Y.  Med.  Jour.,  Aug. 
17,  1912,  p.  357. 

2795  Graham,  H.  G.     Improved  Inhaler.     Lancet-Clin.,  Feb.  10,  1912. 
*2796     Janeway,  H.  H.     Apparatus  for  Intra-tracheal  Insufflation.     Ann. 

of  Surg.,  Aug.,  1912. 
2797     Lange.     Improved    Reflector    for    Laryngo-rhinological     Purposes. 

Muench.  med.  Wchnschr.,  No.  21,  1912. 
*2798     Lerche,  W.     Improved  Esophagoscope.     Jour.  A.  M.  A.,  March  2, 
1912,  p.  619. 

2799  Lev^^isohn,  R.    New  Esophagoscope.    Zntrlbl.  /.  Chir.,  July  13,  1912. 

2800  London,  J.  New  Gastro-esophagoscope.  Med.  Rec,  Dec.  21,  1912, 
p.  1125. 

2801  McKenzie,  D.  Direct  Laryngeal  Forceps.  Brit.  Med.  Jour.,  Dec. 
28,  1912,  p.  1755. 

2802  Pick.  Low  Pressure  Produced  in  Spiess'  Nebulizer.  Muench.  med. 
Wchnsch.,  No.  3,  1912. 

2803  Rendu,  R.  Speculum  with  Large  Visual  Field  for  Inferior  Gastro- 
scopy.  (Speculum  a  grand  champ  visuel  pour  gastroscopic  inferi- 
eure.)     Lyon  med.,  Sept.,  1912. 

2804  Robinson,  S.  Apparatus  for  Thoracic  Surgery  Under  Intra-trache- 
al Insufflation,  or  Positive  Pressure;  Also  for  Ether  Anesthesia  by 
Mask,  Endo-pharyngeal,  Endo-tracheal  and  Intra-buccal  Methods. 
Surg.  Oynecol.  and  O'bstetr.,  May,  1912. 

2805  Rosenthal.  Instrument  for  Large  Doses  in  Intra-tracheal  Injec- 
tion.    Gaz.  des  Hop.,  June  6,  1912,  p.  964. 

*2806     ScHMucKERT.    Examination  of  the  Larynx  and  Fauces  of  Infants. 

Muench.  med.  Wchnschr.,  Feb.  6,  1912. 
*2807     Yankauer,  S.     New  Safety-device  for  Bronchoscopy.      (Ein  neues 

Verfahren  zur  Sicherung  des  Arztes  bei  der  Bronchoscopie.)  Arch. 

f.  Laryngol.  u.  Rhinol.,  Bd.  26,  Heft  3,  1912,  p.  710. 

General. 

2808  Benedict,  F.  G.  Apparatus  for  Respiration.  (Universalrespira- 
tionsapparat.)     Deut.  Arch.  f.  klin.  Med.,  Vol.  107,  Nos.  2-3,  1912. 

2809  BoTEY,  R.  Presentation  of  New  Instruments.  Arch,  de  Rinol. 
Laringol.  Otoh,  etc.,  Sept.-Oct.,  1912,  p.  306. 

12810     Braun,  a.     New  Instruments.     The  Laryngoscope,  Feb.,   1912,  p. 
128. 

2811  Determann,  H.  Handy  Bath  Light  for  the  Head.  (Ein  handliches 
Kopflichtbad.)     Med.  Klinik,  No.  25,  1912. 

2812  Dos  Santos,  A.  Automatic  Retractor.  (Ecarteur  automatique.) 
Rev.  hebd.  de  Laryngol.  d'Otol.  et  de  Rhinol,  June  22,  1912,  p.  737. 

2813  Grant,  J.  D.  Some  Appliances  of  Use  to  General  Practitioner  in 
Treatment  of  Diseases  of  Throat,  Nose  and  Ear.  Practitioner, 
March,  1912. 

2814  Hoffmann,  R.  New  Instruments.  Monatschr.  f.  Ohrenh.  u.  Laryn- 
go-Rhinol.,  Bd.  46,  Heft  9,  1912,  p.  1168. 


NEW  INSTRUMENTS.  389 

2815  HoKNE,  J.  Simplified  Insufflator  for  Use  in  the  Treatment  of  Dis- 
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Gumma  of  the  Nasal  Septum  Cured  by  Sal varsan.  Joseph  H.  Abrahams, 
Proc.  N.  Y.  Acad,  of  Med.,  Feb.  28,  1912. 
Abstracted  in  The  Laryngoscope,  p.  1140,  Sept.,  1912, 

4 

Submucous  Resection  of  the  Nasal  Septum.  W.  L.  Ballenger,  Proc.  Phila. 
Laryngol.  Soc,  June  3,  1912. 
Abstracted  in  The  Laryngoscope,  p.  155,  Feb.,  1918. 

6 

Erectile  Tumor  of  Nasal  Septum.    L.  Bar,  Rev.  hebd.  de  Laryngol.,  June 

29,  1912,  p.  753. 
Apropos  of  two  cases  histologically  examined,  Bar  studies  the  tumor 
of  the  septum  known  as  "bleeding  polypi"  or  as  "fungus  hematodes."  He 
points  out  the  infrequency  and  seriousness  of  this  condition.  The  author 
acknowledges  the  advantages  of  removing  such  polypi  with  the  cold-snare, 
yet  prefer  electrolysis  In  spite  of  the  slowness  of  the  procedure.        Ed. 

7 

Sarcoma  of  the  Nasal  Septum.  Bertran  and  Castillo,  Bol.  de  Laringol., 
April-June,  1912. 
Five  operations  had  been  already  been  performed  on  the  woman  when 
the  authors  removed  the  tumOr  with  the  cold  snare  and  scraped  the 
area,  and  also  burned  the  site  with  the  galvano-cautery.  No  recurrence 
since  a  year.  Ed. 

9 

Some  Coiisiderations  in  Reference  to  the  Nasal  Septum.    W.  R.  Butt. 
Original  contribution  to  The  Laryngoscope,  p.  1351,  Dec,  1912. 

17 

Report  of  Two  Cases  of  Abscess  of  Nasal  Septum.        J.  A.  M.  Hehmeon, 

N.  W.  Medicine,  Feb.,  1912,  p.  60. 
One  of  these  cases  resulted  from  trauma  and  the  other  was  probably 
of  syphilitic  origin.    Both  recovered  after  incision.    This  disease  is  rare; 
in  addition  to  trauma,  typhoid  fever,  small-pox,  influenza,  sinus  suppura- 
tion and  tubercles  are  the  usual  causes.  Ed. 

23 

Submucous  Resection  of  the  Nasal  Septum;   Analysis  of  130  Cases.    D. 

McKenzie,  Jour,  of  Laryngol.,  Rhinol.  and  Otol.,  Feb.,  1912,  p.  84. 
McKenzie  discusses  the  indications  for,  the  details,  the  difficulties  and 
troublesome  sequelae  of  the  operation.    He  feels,  however,  that  this  opera- 
tion is  perfectly  safe  and  that  in  suitable  cases  there  is  no  operation  in 
surgery  where  the  patient  risks  so  little  to  gain  so  much.  Ed. 

24 

Fibroma  of  the  Septum.     Megias,  Espana  Med.,  Sept.,  1912. 

Megias  reports  an  unusual  case  in  which  the  tumor  was  removed  with 
the  cautery  snare  and  discusses  the  etiology.  Ed. 
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25 

Infiltration  Anesthesia  in  Submucous  Resection  of  Nasal  Septum.  I. 
SoBOTKY.  Boston  Med  and  Surg.  Jour.,  Feb.  1,  1912. 
Anesthesia  is  produced  by  the  hypoperichondrial  injection  of  a  normal 
salt  solution  to  which  a  few  drops  of  adrenalin  have  been  added.  Injec- 
tions are  made  on  both  sides  of  the  septum  through  the  perichondrium; 
cocain  is  applied  so  as  to  render  painless  the  introduction  of  the  needle 
of  the  syringe.  gp 

35 

Recurring  Adenoids  in  Children.  L.  Fischeb,  Jour.  A.  M.  A.,  Jan.  13, 
1912,  p.  106. 
Fischer  points  out  that  a  recurrence  of  adenoid  vegetation  may  be  due 
to  lack  of  proper  aseptic  precautions  at  the  time  of  operation.  If,  how- 
ever, these  were  taken  we  should  look  for  syphilis  as  the  underlying  fac- 
tor. Jn  such  cases  the  Wassermann  reaction  will  be  found  of  great  diag- 
nostic value.  i  Ed. 

40 

Recurrence  of  Adenoids.     T.  Guthrie.  Lancet,  April  20,  1912. 

Guthrie  feels  that  true  recurrence  of  adenoid  tissue  seldoms  occurs,  if 
the  removal  was  complete  and  the  surface  was  left  smooth  and  free  from 
any  palpable  fragments.  When  the  child  is  under  4  years  the  chances 
of  recurrence  are  much  greater,  between  4  and  7  the  risk  is  less,  and  after 
7  years  almost  nil.  Recurrence  is  favored  by  an  attack,  within  a  short 
time  of  the  operation,  of  one  of  the  specific  fevers  (measles  or  whooping 
cough);  by  congenital  syphilis;  or  by  the  presence  of  untreated  anterior 
nasal   obstruction,  especially   hypertrophied   inferior  turbinals.  Ed. 

44 

Influence  of  Adenoid  Vegetation  and  Antral  Lesions  or  Dental  Pathology. 

L.  H.  Lanier,  Med.  Fortnightly,  May  25,  1912. 
Enlarged   adenoid  tissue  should  be  removed  before  the  bones  of  the 
face  are  fixed.     If,  however,  deformity  has  resulted,  a  good  orthodontist 
should  be  consulted.     In  cases  of  antrai  lesion,  dentist  and  rhinologist 
should  work  in  unison.  Ed. 

53 

Creatinin  and  Creatin  Excretion  in  Recurrent  Vomiting;  Relation  of  Ade- 
noids and  Recurrent  Vomiting.  J.  P.  Sedgwick,  Am.  Jour,  of  Dis.  of 
Children,  April,  1912. 

After  reviewing  the  theories  advanced  concerning  the  etiology  of  re- 
current or  periodic  vomiting,  Sedg\\'ick  reports  a  series  of  twenty-two 
cases  of  which  twenty  had  adenoids  or  enlarged  tonsils.  Most  of  them 
had  fever  before  or  during  the  attack.  The  posterior  cervical  glands  were 
enlarged.  A  very  common  prodrome  of  the  attack  was  sore  throat  or 
nasal  discharge.  One  "had  bleeding  nose  at  the  time  of  the  attacks." 
Geographical  tongue  and  asthma  were  noted. 

He  also  showed  by  the  detailed  report  of  eight  cases  that  these  attacks 
were  either  improved  or  entirely  relieved  since  the  removal  of  the  ade- 
noids. H.\LBTED. 
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59 

Public   Agitation    and    Some    Unnecessary    Adenectomies.C.   B.   Youngeb, 

Jour.  A.  M.  A.,  p.  Ill,  Jan.  13,  1912. 
Though  Younger  admits  that  hardly  any  operation  has  produced  as 
satisfactory  results  as  adenectomy,  still  he  feels  that  the  operation  is 
occasionally  needlessly  performed  when  the  real  cause  of  the  trouble 
is  hypertrophic  rhinitis,  high-arched  palate,  protruding  front  teeth,  hyper- 
trophied  faucial  tonsils  or  an  anterior  deviation  of  the  spine  protruding 
on  the  naso-pharyngeal  space.  Occasionally  even  large  adenoid  growths 
cause  little  or  no  disturbance  in  breathing  if  the  naso-pharynx  is  spacious. 
Operators  should  be  conservative  since  the  physiology  of  these  tonsillar 
structures  is  unknown.  Ed. 

60 

Immunization  Against  Hay-fever.      T.  Albeecht,  Deut.  med.  Wchnschr., 

May  y,  1912. 
Albrecht  reports  twelve  cases  of  hay-fever  cured  by  the  use  of  pollen- 
antitoxin.     The  effect  of  a  dose  lasts  tor  days,  and  linaily  the  attacks  are 
overcome  entirely.  Ed. 

74 

Experimental   Research  on  Influencing  Sexual  System  by  Operations  on 

Nose.  KoBLANCK  AND  H.  RoEDEB,  Berl.  klin.  Wchnschr.,  Sept.  30,  1912. 
Though  the  animals  operated  upon  so  as  to  destroy  the  so-called  genital 
points  in  the  nose  grew  as  well  as  the  controls,  they  seemed  sexually  in- 
different and  their  genital  organs  were  found  practically  rudimentary. 
Very  likely  there  is  some  close  connection  between  these  points  and  the 
hypophysis.  Ed. 

81 

Spasmodic  Coryzas  and  Their  Treatment.  E.  Percepied,  Rev.  hebd.  de 
Laryngol.,  p.  417,- April  18,  1912. 
Percepied  mentions  the  various  forms  of  rhinitis  vasomotoria  and 
briefly  discusses  the  most  recent  data  concerning  the  pathology,  ana- 
phylaxis and  therapy,  especially  the  sero-therapy.  General  systemic 
treatment   is   also  recommended.  Ed. 

85 

Critical   Study  of  the    Relation   Between  the   Nose   and   Sexual    Organs. 
Seifekt,  Ztschr.  /.  Laryngol.,  p.  431,  Bd.  5,  Heft  3,  1912. 
Abstracted  in  The  Laryngoscope,  p.  1381,  Dec,  1912. 

99 

Case  of  Adeno-carcinoma  of  the  Nose.  L.  D.  Alexander,  Pror.  N.  Y.  Acad, 
of  Med.,  Oct.  23,  1912. 
Abstracted  in  The  Laryngoscope,  p.  147,  Feb.,  1913. 

100 

Histological  Findings  In  an  Unusual  Case  of  Papilloma  In  the  Nose.     G. 
Anzilotti,  Arch.  ital.  di  OtoT.,  Rinol.  e  Laringol,  No.  1,  1912,  p.  8. 
Abstracted  in  The  Laryngoscope,  p.  1285,  Nov.,  1912. 
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103 

Deformity  of  External  Part  of  Nose  Due  to  Polyps  and  Tropical  Gundu. 
H.  Burger,  Monatschr.  f.  Ohrenh,  p.  513,  Bd.  46,  Heft  5,  3912. 
The  author  describes  the  cases  of  nasal  polyps  causing  external  ot- 
formlty  of  the  nose  in  three  children  having  the  same  parents.  Two  ot 
the  little  ones  showed  negative  Wassermann,  one  of  them  gave  a  posi- 
tive reaction,  but  without  history  of  acquired  or  congenital  syphilis.  The 
cases  were  relieved  by  removal  of  the  polyps.  Burger  states  that  cases  of 
nasal  deformities  from  polyps  are  really  not  so  rare  as  a  perusal  of  the 
literature  would  lead  one  to  suppose.  The  tropical  disease  gundu  pro- 
duces results  similar  to  those  seen  in  some  of  these  cases  of  polyps. 

SOXXEXSCHEIN    (  SXEIX  )  . 

104 

Fibroma  of  the  Nose  and  Naso-pharynx  with  Sudden  Malignant  Degenera- 
tion.    V.  Dabxet. 
Original  contribution  to  The  Laryngoscope,  p.  960.  July,  1912. 

107 

Case  of  Cavernous  Angioma  of  the  Nose  in  a  Child.         W.  B'keudexthal. 
Proc.  X.  Y.  Acad,  of  Med.,  Jan.  24,  1912. 
Abstracted  in  The  Laryxgoscope,  p.  1073,  Aug.,  1912. 

118 

Dermoid  Tumors  on  Anterior  Wall  of  Nose.     E.  Richards.  Rev.  hebd.  de 
Laryngoh,  p.  721,  June  22,  1912. 
The  author  reviews  previous  literature  and   discusses  Burger's  state- 
ment that  trauma  may  cause  dermoid  tumors  resembling  those  of  congeni- 
tal origin.  Ed. 

145 

Appeal    for    Undertaking     an     International     Collective     Investigation     of 
Ozena.    A.  Axexaxder,  Jour,  o/  Laryngoh,  Rhinol.  and  Otol.,  April, 
1912,  p.  188. 
This  appeal  of  Alexander  presented  before  the  International  Laryngo- 
Rhinological  Congress  in  Berlin,  resulted  in  the  formation  of  a  commit- 
tee to  undertake  an  Investigation  of  ozena.     The  fundamental  questions 
to  be  considered  are:  occurrence,  frequency,  and  heredity  or  infection. 

Ed. 

148 

Results  Obtained  by  Removal  of  the  Hypophysisi.  Ascoli  axd  Legnani, 
Muench.  Med.  Wchnschr,  March  5,  1912. 

The  authors  have  removed  the  hypophysis  in  dozens  of  animals  dur- 
ing the  last  three  years.  They  find  that  removal  causes  growth  to  cease; 
ossification  and  dentition  are  retarded;  the  bones  become  thin,  malformed, 
often  presenting  cavities  and  spontaneous  fractures;  sexual  maturity  Is 
not  reached;  the  spleen  and  thymus  are  abnormal,  and  the  thyroid  too 
shows  changes  though  less  marked  than  the  other  glands.  The  operation 
caused  little  trauma. 

The  authors  conclude  that  the  hypophysis  is  a  vital  organ  since  most 
of  the  dogs  upon  whom  the  operation  was  performed,  died  in  two  or  three 
days.  Ed. 
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151 

The  Nose  !n  Relation  to  Pathology  of  the  Larynx  and  Deeper  Air  Paji- 
sages.  E.  Barth,  Med.  Klinik,  April  7,  1912. 
Barth  points  out  the  frequency  with  which  affections  of  the  upper  and 
deeper  air  passages  are  due  to  faulty  nasal  breathing.  He  emphasizes 
the  importance  of  examining  the  nose  and  naso-pharynx  with  especial  ref- 
erence to  nasal  breathing  in  all  affections  of  the  air  tract  and  especially 
in  recurring  laryngeal  and  bronchial  affections.  Ed. 

152 

Nasal  Obstruction  As  An  Early  Symptom  of  Cardio-renal  Disease.  W.  M. 
Barton,  Med.  Rec,  p.  382,  Aug.  31,  1912. 
Patient  had  been  troubled  with  nasal  obstruction  for  twenty  years. 
Condition  became  aggravated  and  he  consulted  a  rhinologist  who  excised 
some  hypertrophic  tissue  from  each  nostril.  This  relieved  the  symptoms 
of  obstruction  for  a  time,  but  after  several  years  the  dyspnea  returned 
accompanied,  one  night,  by  intense  retching  and  coughing;  and  the  expec- 
toration of  large  amounts  of  thin,  frothy,  mucoid  sputum.  At  the  same 
time  the  quantity  of  urine  excreted  was  greatly  diminished,  the  legs,  feet 
and  hands  were  swollen  and  there  was  an  occasional  stinging  pain  over 
the  heart.  Twenty-four  hours  after  the  administration  of  the  digitalis 
the  nasal  obstruction  was  relieved  and  disappeared  entirely  the  next  day. 

153 

Contribution  to  the  Etiology,  Pathology  and  Treatment  of  Atrophic  Rhin- 
itis. J.  C.  Beck,  Ann.  of  Otol.,  March,  1912,  p.  209. 
.  Beck  has  always  felt  that  the  sinuses,  especially  the  ethmoid  are  al- 
ways involved  in  atrophic  rhinitis,  but  he  could  not  determine  whether 
this  infection  was  primary  or  secondary.  He  finds  the  predominance  of 
female  patients  with  this  affection  is  striking  (46:11).  In  every  case  a 
blood  examination  was  made,  especially  for  the  quantitative  fibrin  test. 
Treatment  is  daily,  consisting  of  removal  of  crusts.  An  oxygen  tank  is 
ordered  for  home-use  which  the  patient  is  directed  to  use  a  few  minutes 
morning  and  night.  After  a  week  an  autogenous  vaccine  is  used  from  a 
culture  made  on  the  first  day.  If  the  patient  does  not  improve  the  middle 
turbinate  is  removed  and  the  ethmoid  curetted.  After  two  months  the 
muco-perichondrium  and  periosteum  are  dissected  and  paraffin  injected. 
This  method  of  injecting  paraffin  was  employed,  since  by  Beck's  former 
technic  little  could  be  injected  without  having  it  perforate  and  escape 
into  the  free  nasal  chamber.  Ed. 

157 

Access  to  the  Hypophysis  and  Sinus  Cavernosus  by  Supra-hyoid  Pharyn- 
gotomy.  C.  Biehl,  Xntrlbl.  of  Chir.,  Jan.  6,  1912. 
Biehl  has  thus  far  only  tried  this  procedure  on  the  cadaver.  He  pro- 
ceeds as  follows:  He  first  performs  suprahyoid  pharyngotomy.  The 
head  is  then  lowered  and  the  operation  continued  by  reflected  light.  The 
soft  palate  is.  grasped  and  pushed  forward,  and  the  roof  of  the  pharynx 
exposed  to  the  bifurcation  of  the  septum.  The  soft  parts  are  scraped 
with  a  raspatory   (adrenalin  or  there-like  would  have  to  be  in  human). 
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The  inferior  wall  of  the  sphenoid  sinus  close  to  the  septum  is  removed. 
The  size  of  this  sinus  is  ascertained  by  exploring  with  a  curved  probe. 
The  Hajek  bone-punch  is  then  employed  for  removing  the  floor  and  roof; 
and  thus  the  hypophysis  is  approached.  At  this  step  of  the  operation 
the  cavernous  sinus  could  also  be  entered.  Ed, 

158 

Removal  of  Hypophysis  Tumor  Through  Anterior  Cranial  Fossa.  BoGO- 
JAWLENSKY,  ZntrlM.  f.  Chir.,  Feb.  17,  1912. 
The  patient,  a  man  of  35,  had  had  the  symptoms  of  hypophyseal  tumor 
for  two  years.  With  the  exception  of  a  little  effusion  under  the  flap 
which  was  removed  the  day  after  the  operation,  the  patient  made  a  rapid 
and  uneventful  recovery;  vision  was  undisturbed.  Because  of  this  suc- 
cessful outcome  Bogojawlensky  argues  for  the  following  means  of  ap- 
proaching hypophyseal  tumors:  The  opening  into  the  anterior  fossa  Is 
made  by  cutting  a  flap  (9  om.  long)  in  the  frontal  bone;  in  six  weeks  this 
flap  is  turned  back;  the  dura  then  cut  in  an  H-shape  and  turned  back. 
The  right  frontal  lobe  is  then  separated  from  the  roof  of  the  orbit.  In 
the  case  reported  this  procedure  brought  the  tumor  clearly  into  view. 

Eo, 

162 

Lymphatic  Apparatus  of  the  Nose  and  Naso-pharyngeal  Cavity  in  its  Re- 
lation to  the  Other  Parts  of  the  Body.    J.  Broeckaert. 
Original  contribution  to  The  Laryngoscope,  p.  209,  March,  1912. 

166 

Congenital    Edematous   Prolapse  of  the   Nasal    Mucosa   in  the   New-born. 
U.  Calamida,  Arch,  intern,  de  Laryngol.,  July-Aug.,  1912,  p.  61. 
In  one  of  the  cases  the  tumor  had  to  be  removed;   in  the  other  recov- 
ery was  obtained  by  the  use  of  cocain,  menthol  and  suprarene  injection. 

Ed. 

167 

Sero-diagnosis  of  Ozena.  C.  Caldera  and  M.  Gaggio,  Arch,  intern,  de 
Laryngol.,  July-Aug.,  1912,  p.  85. 
If  ozena  is  an  infective  disease  due  to  the  presence  of  a  specific  micro- 
organism, its  presence  should  be  demonstrable  by  the  complement  fixation 
test.  Ten  marked  cases  were  studied  by  the  author  with  negative  results. 
Sobernheim  and  Wassermann  also  obtained  negative  results  with  the 
Wassermann  reaction  in  cases  of  atrophic  rhinitis.  The  conclusions  are 
that  ozena  is  probably  not  due  to  the  presence  of  any  specific  micro-organ- 
ism. Ed. 

176 

Access  to  Hypophysis.  O.  Chiaui,  Wr.  Klin.  Wchnschr.,  p.  1,  Jan.  4,  1912. 
In  these  two  of  Chiari's  cases  reported  in  this  article  the  author  ap- 
proached the  hypophysis  by  incising  from  the  inner  edge  of  the  orbit 
along  the  outer  margin  of  the  nasal  bone  down  to  the  maxillary  process. 
The  eyeball  is  drawn  outward  and  then  the  outer  wall  of  the  sphenoid 
sinus  resected.  Through  the  posterior  nasal  and  sphenoidal  septa  the 
hypophysis  is  exposed.    The  advantages  of  this  method  of  procedure  are: 
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absence  of  much  scar-formation;  minimum  disfigurements;  small  portion 
of  nasal  structure  removed;  possibility  of  completing  operation  at  one 
sitting;  no  greater  danger  of  infection  than  by  other  methods.  Ed. 

180 

Physio-pathological  R6lations  Between  the  Hypophysis  and  Various  Chron- 
ic   Affections    of    the    Naso-pharynx    and    the    Sphenoidal    Cavities. 
<3iTEixi,  Ann.  des  Mai.  de  VOreille,  p.  1,  No.  1,  1912;   and  Ztschr.  f. 
Laryngol.,  p.  513,  Bd.  b,  Heft  3,  1912. 
Abstracted  in  The  Laryngoscope,  p.  123,  Feb.,  1913. 

182 

Atrophic  Rhinitis  from  a  Bacteriological  Standpoint,  And  Its  Treatment; 
by  Vaccines.  Fkederic  C.  Cobb  and  E.  W.  Nagle,  Ann.  of  Otol.,  p. 
463,  June,   1912. 

The  authors  report  the  use  of  vaccine  made  from  the  Abel  bacillus  (ba- 
cillus mucbsus  ozenae),  the  cultures  being  taken  from  ninety  cases  of 
atrophic  rhinitis,  the  vestibule  being  previously  sterilized.  All  showed 
a  pure  culture  of  the  atrophic  bacillus.  Each  one  had  previously  had 
local  treatment  without  benefit. 

Forty  patients  received  vaccine  from  four  injections  up  to  forty-six 
injections.  Only  twenty  came  for  treatment  at  the  required  intervals. 
No  bad  effects  from  the  vaccine  were  noticed.  One  patient,  while  objec- 
tively better,  could  herself  see  no  signs  of  improvement.  In  all  cases,  if 
the  patient  was  using  a  wash,  no  change  was  made  during  the  inocula- 
tion, and  no  local  treatment  was  given.  No  history  of  the  duration  of 
the  disease  could  be  obtained,  but  in  most  of  the  cases  it  had  lasted  as 
long  as  the  patient  could  remember.  Of  six  cases  injected  two  years  ago, 
only  two  could  be  found. 

The  vaccine  injections,  if  carried  out  regularly,  seem  to  produce  per- 
manent improvement.  Irregular  or  small  number  of  injections  cannot  be 
counted  on  with  the  same  certainty,  but  marked  improvement  seems  to 
have  followed  even  in  these  cases.  Each  cubic  centimeter  of  the  vac- 
cine contains  one  hundred  million  bacteria,  and  the  dose  varied  from 
one-tenth  of  a  cubic  centimeter  to  one  and  a  half  centimeter. 

184 

Two  Cases  of  Tumor  of  the  Hypophysis.       H.   Coppez  and  A.  Van  Lint, 
Joicr.  Med.  de  Brux.,  March  1912,  and  Allg.  Wr.  Med.  Ztschr.,  June  18, 
1912. 
Two  new  cases  are  added  to  the  authors'  previous  reports  on  five.  The 
prognosis  depends  upon  ascertaining  as  soon  as  possible  whether  the  dis- 
order is  a  hypertrophy  of  the  gland  or  a  tumor,  for  in  the  former  case 
operation  is  of  no  avail.  Ed. 

196 

One  Hundred  Cases  of  Ozena  Cured  by  Light  Rays.  I.  Dionisio,  Arch, 
ital.  di  Otol.,  Vol.  23,  No.  5,  1912,  p.  359. 
In  twenty-three  of  the  cases  complete  recovery  was  effected,  and  In 
thirty-eight,  marked  improvement;  in  twenty-nine  the  improvement  was 
but  slight  and  transient.  The  best  results  were  obtained  with  the  Geia- 
sier  tunes.  Eln. 
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204 

Membranous  Rhinitis;  Its  Relation  to  Diphtheria.  D.  Forbes  and  H.  P. 
Newsholme,  Lancet,  Feb.  3,  1912. 
The  authors  found  in  an  epidemic  among  school  children  such  an  inti- 
mate connection  between  membranous  rhinitis  and  diphtheria  to  lead 
them  to  conclude  that  a  causal  relation  existed  between  the  two.  This 
fact  would  point  to  the  urgency  of  recognizing  early  a  membranous 
rhinitis.  Autogenous  vaccine  therapy  is  of  great  use  in  removing  the 
membrane,  eliminating  the  nasal  discharge,  and  thus  greatly  reducing  the 
Infectivity  of  the  rhinitis.  However,  after  the  membrane  has  gone,  this 
form  of  treatment  is  not  effective.  Ed. 

208 

Report  of  Three  Cases  of  Syphilis  of  the  Nose  and  Throat  Treated  with 
Salvarsan.     VV.  Freudenthal,  Proc.  X.  Y.  Acad,  of  Med.,  Jan.  24,  1912 
Abstracted  in  The  L,artngoscope,  p.  1075,  Aug.,  1912. 

209 

Affections  of  Pharynx  and  Larynx  in  Syringo-myelitis.  B.  Fbeystadtx. 
Arch,  intern,  de  Laryngol.,  p.  697,  May-June,  1912. 
Freystadtl  reviews  the  literature  and  reports  three  of  his  own  cases. 
In  twenty-four  cases  an  entire  recurrence  took  place  and  in  eighteen  a 
unilateral  or  bilateral  paralysis  of  the  posterior  nerve.  Unilateral  pa- 
ralysis of  the  posterior  nerve  is  often  not  observed  because  It  creates  little 
disturbance.  Ed. 

212 

Sero-diagnosis  of  Ozena.  M.  Gaggia,  Ai'Ch.  f.  Laryngol.,  p.  45,  Vol.  26, 
Heft  1,  1912. 
The  authors  find  that  there  is  no  deviation  in  the  complement  and  cop 
elude  that  ozena  does  not  cause  a  general  organic  reaction  nor  a  cii 
culatory  blending  which  would  fix  the  complement.  However,  to  con- 
clude from  this  that  ozena  is  not  of  infectious  origin  would  not  be  justi- 
fied since  there  are  known  infectious  diseases  which  do  not  fix  the  com- 
plement. Ed. 

215 

Fracture  of  Nose  in  Boxers.     K.  Gauthier,  These  de  Paris,  1912. 

Abscesses,  rhinites,  sinusites  and  permanent  malformation  of  the  sep- 
tum and  of  the  nares  with  complete  obstruction  may  result  from  acci- 
dents to  boxers.  Immediate  treatment  often  prevents  these  pathological 
and  esthetic  disturbances.  Ed. 

217 

Topography  of  the  Hypophysis  Cerebri.  W.  S.  Gibso.x,  Surg.,  Gynecol, 
and  Obstetr.,  Aug.,  1912. 

The  following  averages  were  obtained  by  Gibson  from  measurements 
on  107  skulls:  Nasion  to  sella  turcica,  62  mm.;  nasion  to  posterior  sur- 
face of  dorsum  sellae,  75  mm.;  anterior  nasal  spine  to  sella  turcica.  78 
mm.;  anterior  nasal  spine  to  clivus,  88  mm. 

With  a  very  few  exceptions,  variations  from  the  averages  given  above 
do  not  exceed  1  cm.    Hence  the  measurements  are  sufficiently  constant 
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to  be  Of  practical  value.  The  important  variations  in  the  region  of  the 
sella  turcica  with  frequency  of  occurrence  are  as  follows:  Complete  or 
practical  absence  of  sphenoidal  sinuses,  3  per  cent;-  small  sphenoidal 
sinuses,  9  per  cent;  thick  anterior  wall  of  sella  turcica,  9  per  cent;  no 
projection  of  sinuses  beneath  sella  turcica,  22  per  cent. 

In  any  one  of  the  above  variations  the  fact  that  the  sella  turcica  does 
not  oudge  into  the  sphenoidal  sinuses  would  make  it  extremely  difficult 
for  the  surgeon  to  determine  its  exact  position. 

Thin  posterior  wall  of  sphenoidal  sinuse&,  35  per  cent.  With  only  the 
merest  shell  of  bone  protecting  the  pons,  its  liability  to  injury  is  easily 
seen.  Transverse  sphenoidal  septum,  2  per  cent.  Should  this  septum 
be  mistaken  for  the  floor  or  roof  of  the  sphenoidal  sinuses,  the  true  posi- 
tion of  the  sella  would  be  obscured.  Downward  curvature  ot  cribriform 
plate,  4  per  cent.  Shallow  sella  turcica,  8  per  cent.  The  presence  of 
either  of  the  above  conditions  might  cause  the  surgeon  to  pass  complete- 
ly beneath  the  sella.  Downward  direction  of  superior  surface  of  sphe- 
noid between  optic  groove  and  anterior  superior  margin  of  sella  turcica, 
in  which  optic  chiasm  would  be  endangered,  6  per  cent.  Thirty-four 
skulls  do  not  present  any  of  the  variations  cited  above,  hence  offer  favor- 
able conditions  for  approach  to  the  hypophysis. — Ex. 

223 

Lymphatics  of  Nose  and  Naso-pharynx  with  Consideration  of  the  General 
Lymphatic  System.     H.  J.  Hartz. 
Original  contribution  to  The  Laryngoscope,  p.  165,  March,  1912. 

224 

Position  of  the  Sinus  Transversus  in  Connection  with  the   Form  of  the 
Naso-pharyngeal  Cavity.     J.   C.   Menkes,  Ned.   Tijdschr.  v.   Oeneesk., 
Jan.  20,  1912. 
Menkes    finds    that    in    cases    of    high    but    not    deep    naso-pharyngeal 
cavities  the  sinus  transversus  projects  forward,  while  in  low  deep  naso- 
pharyngeal   cavities   it    is   situated   far   back.  Ed. 

227 

Operative  Treatment  of  Hypophyseal  TumOr  by  the  Endo-nasal   Method. 

O.  HiRscH,  Arch.  f.  Laryngol.,  p.  529,  Bd.  26,  Meft  3,  1912. 
Mirsch  minutely  describes  26  cases  of  tumors  of  the  hypophysis  which 
he  operated  endonasaliy,  either  by  the  ethmoidal  method  (in  three  or 
four  sittings)  or  by  the  septal  method.  Three  cases  ended  fatally,  In  5 
the  improvement  was  but  temporary,  in  2  the  tumor  was  not  removed,  in 
1  there  was  an  intra-cranial  chondroma;  the  other  14  cases  were  marked- 
ly improved.  Operation  should  be  undertaken  in  every  case  with  dis- 
turbed vision  whether  the  tumor  be  intra-cranial  or  intrasellar.  Acrome- 
galic deformity  alone  is  not  indication  of  operative  interference.     Ed. 

228 

Case  of  Hypophysis  Tumor  Successfully  Operated  After  Hirsch's  Method. 
G.  Holmgren,  Ztschr.  f.  Ohrenh:,  p.  3:9,  Bd.  66.  Meft  1-2,  1912. 
Man,  aged  40  years.    Meadache-pains  localized  in  the  eyes;  scintillation, 
marked   impairment    of    vision,    temporal    hemianopsia,     concentrically 
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contracted  visual  field.  Roentgen  examination  revealed  destruction  of 
bone  beneath  sella  turcica.  Submucous  resection,  both  middle  turbinates 
and  anterior  wall  of  sphenoid  cavity  removed.  The  tumor  had  destroyed 
the  entire  roof  and  posterior  wall  of  the  sphenoid  cavity.  No  attempt 
was  made  to  remove  the  entire  tumor,  a  decompression  operation  was 
only  performed  so  as  to  give  the  developing  tumor  room.  The  subjective 
sympton.s  disappeared  and  the  vision  was  improved.  Ed. 

233 

Congenital  Median  Fissure  of  Nose  and  Upper  Lip.    P.  A.  Jouve,  These  de 
Bordeaux,  1912. 
Jouve  states  as  the  cause  of  such  deformity  alcoholism  in  the  parents 
which  has  a  dystrophic  action  and  arrests  development  in  the  embryo. 
The  only  remedy  for  these  conditions  is  an  operative  one.  Ed. 

236 

Bloodless  Enlargements  of  Nasal  Passages.  G  Killian,  Dent.  med. 
Wchnschr.,  Feb.  1,  1912 
In  mild  cases  in  which  intense  swelling  of  the  mucosa  and  hypertrophy 
were  not  present  Killian  obtained  good  results  by  infracture  of  the  mid- 
dle turbinate  by  means  of  a  specially  devised  instrument.  This  infrac- 
tion occasionally  sufficed  to  place  in  position  the  deviated  septum.  The 
author  recommends  this  procedure  especially  in  cases  where,  on  account 
of  advanced  age,  hemorrhage  must  be  avoided.  Ed. 

242 

Hereditary  Choanal  Atresia.  John  Lang,  Monatschr.  f.  Ohrenh..  Bd.  46, 
Heft  8,  1912,  p.  970. 
The  author  cites  several  cases  of  choanal  atresia  extending  through 
three  generations  of  the  same  family  and  deducts  the  following  conclu- 
sions: If,  despite  unilateral  and  bilateral  atresia  a  normal  palatal  arch 
is  found,  we  must  accept  that  this  condition  excludes  the  hypothesis  con- 
cerning the  influence  of  obstructed  nasal  respiration  on  the  formation  of 
the  palate.  The  higher  arch  having  been  found  below  the  unobstructed 
side  in  all  of  these  cases,  speaks  against  this  hypothesis;  also  the  asym- 
metry of  the  arches  found  in  exactly  the  same  obstructions.  All  aflflicted 
and  other  members  of  the  family  having  a  high  arch  were  leptoprosopes. 
The  asymmetry  of  the  arch  is  but  a  part  of  the  total  facial  asymmetry  and 
as  such  may  be  regarded  as  a  profound  germ  anomaly. 

Stein  (Kleiene.) 

247 

Tumor  of  the  Hypophysis.      J.  Lesiiure,  Proc.  K.  Y.  Acad,  of  Med.,  May 
22,  1912. 
Abstracted  in  The  Laryngoscope,  p.  139,  Feb.,  1913. 

251 

Rhinoscleroma  and  Salvarsan.    W.  Lieck,  St.  Petersburg  Med  Ztng.,  May 

28,  1912,  p.  147. 
Lieck  reports  a  case  of  rhinoscleroma  in  a  woman  of  21  years  to  whom 
he  administered  two  intravenous  injections  of  salvarsan.    In  spite  of  the 
moat  careful  and  prolonged  observation  no  reaction  was  noted.  Ed. 
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254 

Deformities  of  tlie  Nose.  Jb\  iS.  Novell,  N.  Y.  Med  Jour.,  Nov.  16,  1912. 
Abstracted  in  The  Lakyngoscope,  p.  135,  Feb.,  1913. 

259 

The  Ozena  Investigation  in  tlie  United  States.  Emil  Mayer,  N.  Y.  Med. 
Record,  June  19,  1912. 
At  the  meeting  of  the  Second  International  Laryngological  Congress, 
at  Berlin,  1911,  it  was  unanimously  resolved  that  a  collective  investiga- 
tion of  a  statistical  nature  should  be  held,  and  this  should  embrace  the 
whole  civilized  world.  The  result  of  this  movement  should  be  reported 
at  the  next  International  Congress  in  Copenhagen,  in  1914.  The  author 
has  been  honored  with  the  appointment  of  chairman  of  this  country  and 
has  formed  an  executive  committee,  composed  of  the  members  of  our  vari- 
ous special  societies  to  assist  in  this  extensive  undertaking.  To  obtain 
accurate  data  upon  this  important  subject  a  rather  voluminous  history 
blank  must  be  filled  out,  embracing  the  numerous  questions  pertaining  to 
the  general  condition  of  the  patient  and  the  family  history,  besides  going 
into  the  detail  of  the  local  manifestations  and  associate  organs.  The  ulti- 
mate report  of  the  various  committees  should  prove  most  instructive  and 
valuable  reading.  Ledekman. 

260 

Aseptic  Surgical  Access  to  the  Pituitary  Body  and  its  Neighborhood.     L. 
L.  McArthur,  Jour.  A.  M.  A.,  p.  2009,  June  29,  1912. 
McArthur  describes  in  detail  his  technic  by  which  the  scar  is  almost 
unobservable  because  the  incision  is  in  the  hair-line  of  the  eyebrow  and 
the  normal  frontal  furrow.  Ed. 

261 

Hypophyseal    Tumor  from    the    Rhinologist's    Point   of   View;    Report   of 
Case.    G.  McBeam. 
Original  contribution  to  The  Laryngoscope,  p.  1185,  Oct.,  1912. 

272 

delation  of  the  Tear  Duct  and  Sac  to  the  Nose  and  Accessory  Sinuses, 
A.  Onodi,  Monatschr.  f.  Ohrenh,  Bd.  46,  Heft  4,  1912. 

The  anatomy  of  the  tear  duct  and  sac,  the  membranous  and  bony  for- 
mation and  its  relation  to  the  nose  and  accessory  sinuses  is  studied  ex- 
haustively. In  the  second  part  surgical  procedures  in  this  region  are  re- 
viewed. 

In  the  experience  of  the  author  and  others,  the  secondary  diseased 
conditions  in  the  tear  conducting  apparatus  is  caused  by  ethmoid  trouble 
in  the  largest  number  of  cases.  The  method  of  Toti  is  described  and 
should  be  used  according  to  Onodi  in  such  cases  where  with  the  obstruc- 
tion of  the  tear  flow,  a  marked  enlargement  of  the  tear  sac  is  present. 
Where  there  is  no  tear  sac  enlargement,  the  endo-nasal  window-resectioa 
of  West  is  indicated.  In  cases  of  complete  stenosis  or  in  antrum  em- 
pyema the  methods  of  Eicken,  i.e.  opening  the  nasal  end  of  the  tear 
duct  through  the  antrupa  of  Highmore,  is  Indicated.      Geioeb  (Stein). 
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273 

General   Bacteriemia  Following  a   Nasal  Operation.  S.    Oppenheimer, 

Proc.  A.  y.  Acad,  of  Med.,  Jan.  24,  1912. 
Abstracted  in  The  Laryngoscope,  p.  991,  July,  1912. 

274 

Supernumerary  Tooth  in  the  Nasal  Cavity.  K.   Orleanski.    Ztschr.   f. 

LaryngoL,  Bd.  5,  Heft  2,  p.  319,  1912. 
In  a  girl  of  12  with  an  atrophic  rhinitis  a  perforation  v \23  found  in 
the  hard  palate,  a  condition  which  was  at  first  considered  due  to  lues.  A 
tooth  was  visible  in  the  ha,rd  palate  at  the  edge  of  the  perforation.  This 
tooth  looked  like  an  upper  left  canine.  The  teeth  in  the  alveolar  process 
were  normal  in  form  and  number.  The  patient  had  noticed  the  appear- 
ance of  the  supernumerary  tooth  in  the  hard  palate,  a  year  ago,  at  about 
the  time  that  the  gummous  processes  were  taking  place  in  the  nose  and 
hard  palate.  The  author  concludes  that  the  tooth  lay  originally  in  the 
nose  and  was  brought  out  through  the  syphilitic  disturbance.  Ed. 

275 

Sporotrichosis  of  the  Nose.  Pautkieb  axd  Richou,  Bull,  d'  Oto-Rhino- 
LaryngoL,  p.  54,  Jan.,  1912. 
Case  of  sporotrichosis  of  the  nose  in  which  the  condition  was  only  with 
difficulty  differentiated  from  tertiary  lues.  On  the  cheeks,  mouth,  and  ala 
nasi  partly  ulcers  and  partly  infiltrated.  Nose  soft  and  flexible.  Bony 
part  of  septum  perforated;  similar  lesions  on  skin;  Wassermann  nega- 
tive; culture  disclosed  sporotrichosis.  Improvement  after  use  of  potas- 
sium iodid.  Ed. 

276 

Malformations  of  the  Olfactory  Apparatus  in  Man.   Perna.     Jubilee  Book 
of  Prof.  Augusto  Mtirri,  1912. 
Abstracted  in  The  Laryngoscope,  p.  205,  March,  1913. 

280 

Lymphatic  Apparatus  of  the  Nose  in  its  Relation  to  the  Rest  of  the  Body. 

C.  Poll 
Original  contribution  to  The  Laryngoscope,  p.  184,  March,  1912. 

283 

Acute  Rhinitis  in  the  New-born.      Rabasa,  Bol.  Med.,  April,  1912. 

The  author  points  out  that  coryza  is  not  only  a  troublesome  but  also  a 
serious  affection  in  childhood  because  the  nasal  obstruction  interferes 
considerably  with  feeding  and  also  cause®  complications  In  the  ears  (otitis) 
or  larynx  (glottic  spasms).  The  origin  and  therapy  is  discussed.  Rabasa 
prefers  the  suction  treatment  by  means  of  the  Escat  apparatus  or  an  oint- 
ment preparation  of  resorcin  and  aristol  to  other  method.  Ed. 

291 

Partial   Bilateral   Choanal   Closure  Through  a   Plica   Retro-nasalls  Trans- 
versa Congenita.    Fritz  Schlemmeb,  Monatschr.  f.  Ohrenh.,  Bd.  46, 
Heft  9,  p.  1161,  1912. 
Patient  44  years  old  applied  for  treatment  of  left  chronic  antral  disease, 
when  on  inspection,  a  bridge  of  tissue  crossing  both  choanae  transversely 
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from  one  tubal  eminence  to  the  other  was  found,  not  obstructing  their 
superior  and  inferior  borders,  however.  No  adenoid  vegetations  in  the 
vault.     No  luetic  history;   Wassermann  negative. 

Removal  under  local  anesthesia,  (following  a  radical  Cald well-Luc 
operation)  with  Hartmann's  conchotome  and  cold  wire  snare.  Histologic- 
ally, the  strand  was  composed  of  squamous  epithelium,  a  thin  layer  of 
vascularized  connective  tissue  and  a  thick  layer  of  adenoid  tissue  con- 
taining densely  massed  lymph  follicles,  some  of  which  showing  re- 
organizable  genetic  centers. 

The  absence  of  adenoid  vegetations  in  this  case  is  especially  men- 
tioned. Kleene  (Stein.) 

292 

Rhinitis  Hyperplastica.     W.   Schoenfeld,  Ztschr.  f.  Laryngol.  Rhinol.  u, 
ihre  Orenzgeb.,  Bd.  5,  Heft  2,  1912,  p.  299. 
Abstracted  in  The  Labyngoscope,  p.  1139,  Sept.,  1912. 

299 

Agenesis  of  tlie  Accessory  Hypopliyseai  System  with  Normal  Hypopliysis 
Cerebri  and  Acromegalic  Giantism  and  Sexual   Infantilism.     G.  Sotti 
•  AND  U.  Sarteschi,  Avch.  ital.  de  Biol,  p.  22,  June  12,  1912. 
Man  of  76  years;  acromegalic  giant  with  sexual  infantilism;  no  psychic 
defect;   death  due  to  no  apparent  cause.     Study  of  known  site  of  acces- 
sory hypophyseal  tissue  negative;    hypophysis  normal;    adrenals  showed 
small  circumscribed  hemorrhagic  foci  and  small-celled  Infiltration;  pineal 
body  small  but  normal;  testes  and  epididymis  small,  of  fleshy  color  and 
consistency;    no   spermato-genesis;    congenital   aplasia  of   prostate.    Ner- 
vous system  and  general  systemic  condition  normal.     The  conclusion  Is 
that  the  conditions  in  this  case  were  due  to  a  primary  congenital  altera- 
tion of  the  accessory  hypophyseal  system.     The  sexual  infantilism  shows 
a  functional  correlation  between  the  hypophyseal  system  and  the  sexual 
organs.  Ed. 

302 

Congenital  Lateral  Wall  Fissure  in  Connection  with  Choanal  Atresia.  L. 
Stuetz,  Ztschr.  f.  Ohrenh,  p.  202,  Bd.  65,  Heft  2-3,  1912. 
Since  childhood  defect  in  left  lateral  nasal  wall  involving  the  nostril 
in  its  dostal  portion;  complete  bony  atresia  of  the  left  choanal  opening 
and  chronic  rhinitis.  Suumvicous  resection  of  septum  and  treatment  of 
rhinitis.     Madelung  correction  of  nasal  fissure.  En. 

304 

Case  of  Congenital  Occlusion  of  the  Right  Posterior  Naris  by  a  Bony 
Plate.  H.  B.  Tawse,  Jour,  of  Laryngol.,  p.  359,  July,  1912. 
Total  congenital  occlusion  of  right  side  of  nose  in  man  of  30  years  to- 
gether with  watery  discharge  from  same  side.  The  septum  was  greatly 
deviated  toward  the  right  and  the  choana  totally  closed.  Submucous  re- 
section of  the  septum  and  removal  of  occlusion  with  chisel  and  trephine. 
In  six  months  the  right  side  of  the  nose  was  functioning  normally.    Ed. 
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312 

Tuberculosis  Ulcerosa  (Orificialis)  ala  Nasal   Mucosa.         N.   B.   Trimble, 
Froc.  y.  Y.  Acad,  of  Med.,  March  27,  1912. 
Abstracted  in  The  Labyxgoscope,  p.  1148,  Sept.,  1912. 

313 

Lymphatic  Apparatus  of  the   Nose  and    Naso-pharynx   in   its   Relation  to 
the  Rest  of  the  Body.    A.  L.  Tvbxek. 
Original  contribution  to  The  Laryngoscope,  p.  197,  March,  1912. 

314 

Congenital  Membranous  Occlusion  of  the  Choanae.  F.  Vatilla,  Gac.  med. 
del  Norte,  Jan.,  1912. 
Not  more  than  100  cases  were  found  by  Vatilla  in  the  literature.  His 
case  was  In  a  man  of  36  years  who  asserted  that  he  had  never  breathed 
through  his  nose.  The  nasal  fossae  were  full  of  mucus  which  the  patient 
could  not  expel.  With  the  style  a  fibrous  obstacle  was  felt;  posterior 
rhinoscopy  showed  the  choanae  completely  obstructed  by  a  rose-colored 
membrane  enclosed  in  a  choanal  osseous  covering  in  the  median  portion 
of  the  lower  part  of  the  septum.  No  olfaction;  diminished  hearing  on 
right  side.    Operative  correction.  Ed. 

315 

Bacillus  Leprae  in  the  Nasal  Mucous  Membrane.  F.  A.  axd  F.  L.  df  Ver- 
TEUH,,  Can.  Med.  Assn.  Jour.,  Jan.,  1912. 

It  is  now  generally  accepted  that  leprosy  is  propagated  by  contagion 
only,  direct  or  indirect;  this  contagion,  however,  is  evidently  of  a  very 
low  power,  certain  unknown  conditions  being  required  before  the  disease 
can  pass  from  one  individual  to  another.  While  everything  in  the  history 
of  the  disease  appears  to  favor  its  spread  by  insect  agency,  and  while 
Goodhue,  Sandes,  and  Long,  working  independently  have  succeeded  in 
demonstrating  an  acid-fast  bacillus  similar  to  the  bacillus  leprae  in  bed- 
bugs, and  mosquitos,  fed  on  the  blood  of  leper  patients,  still  in  the  forty 
years'  existence  of  the  Trinidad  Asylum,  there  has  not  been  a  single  case 
of  the  disease  recorded  among  the  attendant  stafif,  or  washerwomen,  hut 
two  of  the  chaplains  have  fallen  victims.  Prof.  Ehlers  at  the  last  Inter- 
national Congress  on  Leprosy,  while  not  denying  the  possibility  of  this 
vehicle  of  contagion,  considered  it  to  be  very  rare. 

Among  the  other  channels  of  contagion  considered  have  been  the  ali- 
mentary canal,  through  commensal  feeding,  the  skin  by  inoculations 
through  abrasions  of  sores,  and  the  respiratory  passage  through  inhala- 
tion. From  October,  1910,  to  April,  1911,  a  systematic  bacteriological  ex- 
amination of  the  nasal  secretion  of  about  one  hundred  and  eighty-five 
lepers  was  carried  on  by  the  writers  at  the  Trinidad  asylum.  The  bacilli 
were  found  in  one  hundred  and  five  tubercular  cases,  but  In  only  nine  of 
the  anesthetic  cases.  These  figures  correspond  fairly  closely  with  those 
of  other  observers.  There  is  no  doubt  of  the  frequent  and  often  early 
presence  of  nasal  lesion  in  leprosy  even  in  anesthetic  cases.  In  one  case 
of  a  girl  of  12,  epistaxis  was  the  first  symptom,  and  in  the  nasal  discharge 
were  myriads  of  bacilli.  It  does  not  follow  however  that  early  nasal  le- 
Blon  Is  necessarily  the  primary  lesion  of  the  disease.     It  may  be  merely 
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that  the  nasal  mucous  membrane  is  particularly  susceptible  to  the  attacks 
of  the  bacillus  when  once  it  has  gained  access  to  the  human  system,  in 
which  case  the  nasal  membrane  is  merely  the  port  of  exit  for  the  germs. 
The  frequent  absence  of  nasal  lesion  in  the  anesthetic  cases  is  against  the 
nasal  theory  of  infection,  but  this  really  may  be  due  to  a  differing  method 
of  infection  as  these  two  varieties  of  leprosy  are  essentially  different  in 
their  course  and  clinical  manifestations. 

The  condition  of  the  nasal  mucous  membranes  in  leprous  patients  should 
be  a  continual  matter  of  investigation,  as  a  means  of  diagnosis  and  of 
protection  to  the  attendants,  and  constant  care  taken  of  the  secretions 
from  the  nose,  as  a  means  of  prophylaxis.  Those  who  come  in  close  con- 
tact with  such  cases  should  practice  daily  tiasal  douching,  and  the  use  of 
a  volatile  oil,  such   as  eucalyptus.  Wishart. 

317 

New  Light  on  the  Hypophysis  Cerebri.     I.  W.  Voorhees. 
Original  contribution  to  The  Laryngoscope,  p.  1043,  Aug..  1912. 

322 

The  International  Collective  Investigation  of  Ozena.  D.  J.  Gibb  Wish- 
art,  Can.  Jour,  of  Med.  and  Surg.,  Dec,  1912. 
This  is  a  brief  account  of  the  appeal  made  by  Professor  Alexander  to 
the  Third  International  Laryngological  Congress  for  an  investigation  of 
the  etiology  of  this  mysterious  disease,  together  with  the  arrangements 
for  the  carrying  out  ot  this  collective  investigation  in  Canada.    A.  A. 

328 

Finger  in  Rhino-plasty;  Improved  Technic.      Baldwin,  J.  F.,  Surg.  Oyne- 

col.  and  Obstetr.,  Dec,  1912,  p.  720, 

To  eleven  cases  recorded   in  the   literature  Baldwin  adds  two  of  his 

own  in  which  he  used  the  left  ring  finger  in  rhinoplasty.  He  describes 
his  technic  and  reports  excellent  results.  Ed. 

330 

Two  Cases  of  Lupus  of  the   Nose   Treated   with    Pure.  Paramonc-chloro- 
phenol.     BicHATON,  Rev.  hebd.  de  Laryngol,  p.  129,  Feb.  3,  1912. 
Abstracted  in  The  Laryngoscope,  p.  1037,  Aug.,  1912. 

333 

Treatment  of  Anosmia.     H.  Bourgeois,  Prog,  med.,  April  20,  1912. 

In  anosmia  following  influenzal  coryza,  irrigation  of  nasal  passage  with 
cold  water,  use  of  irritating  antiseptic  solutions,  tobacco,  alcohol,  etc., 
vibratory  massage  or  inhalations  of  carbon  dioxid  may  be  used,  or  if 
these  measures  fail  the  galvanic  current  should  be  employed.  Ed. 

334 

Treatment  of  Lupus  of  the  Nasal  Mucosa  by  Radium.  Jules  Broeckaert, 
Rev.  hebd.  de  Laryngol.  d'Otol.  et  de  Rhinol.,  July,  1912. 
One  centigramme  of  bromid  of  radium,  of  500,000  activity,  is  changed 
into  the  sulphate.  The  radium  salt  is  spread  in  a  malleable  silver  cup, 
five  by  ten  millimetres,  and  is  held  in  position  by  a  special  varnish  not 
affected  by  heat  or  antiseptics.     It  is  covered  by  thin  rubber  which  is 
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Sterilized  before  each  application.  For  the  larynx  and  base  of  the 
tongue  he  uses  an  ordinary  laryngeal  mirror  from  which  the  rubber  has 
been  removed  and  the  radium  protected  and  attached  by  the  special  var- 
nish. For  the  nostrils  two  to  four  applications  of  two  hours  each  is 
sufficient.  Broeckaert  does  not  approve  of  the  destructive  method  for 
the  mucous  membrane,  preferring  the  modified  method  in  which  there  is 
a  gradual  transformation  of  the  irradiated  tissues.  He  reports  three 
eases  of  success  with  this  method.  Scheppeorbxl. 

335 

Transplantation  of  a  Piece  of  Cartilage  into  the  Septum  to  Prevent  Per- 
foration After  Submucous  Resection.     R.  H.  Brown. 
Original  contribution  to  The  Laryngoscope,  p.  1347,  Dec,  1912. 

338 

Restoration    of   Entire    Nose   by    Rhinoplasty   and    Bone   Transplantation. 
N.  W.  Carter,  Proc.  N.  Y.  Acad,  of  Med.,  Oct.  23,  1912. 

342 

Salvarsan  in  Syphilis  of  the  Nose  and  Throat.     F.  C.  Cobb. 

Original  contribution  to  The  Lartngoscope,  p.  1084,  Sept.,  1912. 

344 

Use  of   Bacterial    Vaccines   in    Naso-pharyngeal    infections.  T.  B.   Coolet, 

O.  State  Med.  Jour.,  p.  171,  April  15,  1912. 
In  one  case  of  mastoiditis  and  nasal  sinus  suppuration  following  scar- 
let fever  operative  benefit  was  obtained  only  after  the  administration  of 
vaccine.     Especially  good  results  were  obtained  in  cases  of  children  with 
chronic  middle-ear  suppuration  in  which  Friedlaender's  bacilli  were  found. 

Ed. 

348 

Vaccine  Treatment  of  Hay-fever.  H.  Ellebn,  Deut.  med.  Wchnschr.,  Aug. 

22,  1912. 
Wright's  pollen-vaccine  was  used  in  thirteen  cases  of  hay  fever  in  all 
of  which  improvement  took  place.    However,  of  twenty  patients  to  whom 
this  was  not  administered  sixteen  also  recovered  during  this  year.    Ed. 

351 

The    Upper   Position    in    Ether   Operations    Upon   the    Nose,   Throat   and 

Other  Portions  of  the  Head.    T.  R.  Fbexch,  N.  Y.  Med  Jour.,  p.  1125, 

June  1,  1912. 

French   states   as   the   advantages   of   the   upright   position   the   facts 

that:    (1)    the  surgeon   is  accustomed  to  manipulating  patients   in  this 

position;    (2)  the  fauces  can  be  seen  to  better  advantage;    (3)  less  ether 

is  required  due  to  the  diminished  blood  pressure  in  the  vessels  of  the 

head;   and   (4)   the  hemorrhage  is  less.  Ed. 

352 

The  "L"  incision  in  the  Submucous  Resection  of  the  Natal  Septum.    HI 

F.  Gauraghan. 
Original  contribution  to  The  Laryngoscope,  p.  759,  May,  1912. 
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353 

Nasal  Deformity  Corrected  by  Auto-implantation  of  Septal  Cartilage.     O. 
Glogau,  X.  Y.  Med.  Jour.,  Nov.  9,  1912,  and  Ztschr.  f.  Laryngol.,  Bd.  5, 
Heft  4,  p.  613,  1912. 
Abstracted  in  The  Laryngoscope,  p.  134,  Feb.,  1913. 

356 

Bacterins  in  Hay-fever.  H.  M.  Greene,  N.  Y.  Med.  Jour.,  p.  461,  Aug.  31,. 
1912. 
Blood  from  median  vein  and  swab  from  eyes,  nose,  throat  and  sputum 
showed  the  presence  of  same  organism.  A  bacterin  prepared  from  this 
organism  was  administered  to  the  patient  who  suffered  from  severe  at- 
tacks of  hay-fever.  After  the  third  dose  (nine  days)  improvement  was 
noticed.  Ed. 

357 

Relief  of  Nasal  Obstruction  by  Orthodontia — A  Plea  for  the  Early  Recog- 
nition   and    Correction    of    Faulty    Maxillary    Development.     W.   H. 
Haskin. 
Original  contribution  to  The  Laryngoscope,  p.  1237,  Nov.,  1912. 

358 

Care  of  Nose  and  Throat  in  Children.   Harold  Hat,  Am.  Jour,  of  Obstr., 

Nov.,  1912. 
The  most  common  portal  of  entry  of  infection  is  through  the  mouth,  the 
noBe  deserves  second  place,  (a)  Whether  the  tonsils  exercise  some  in- 
dividual  function  such  as  that  of  an  internal  secretion  is  questioned. 
During  first  two  years  tonsils  should  not  be  removed  unless  they  cause 
some  definite  symptoms,  such  as  impairment  of  breathing,  attacks  of  ton- 
sillitis, or  tendency  towards  suppuration  of  glands  of  neck.  If  it  is  neces- 
sary to  remove  tonsils  enucleation  is  the  only  operation  permissible, 
(b)  Children  with  high  arched  palate  and  narrow  nasal  orifices  should 
be  referred  to  the  orthodontist,  (c)  Adenoids,  if  present,  should  be  re- 
moved, (d)  The  sinuses  of  the  nose  are  more  open  to  infection  than  one 
usually  supposes.  A  so-called  cold  in  the  head,  discharging  pus,  excoria- 
tions around  nostrils,  red  and  swollen  mucous  membrane  are  the  usual 
symptoms.  For  this  class  of  cases  Dr.  Hays  recommends  the  use  of  a 
spray  in  older  children  and  a  medicine  dropper  for  younger  children,  us- 
ing liquid  albolene  having  a  few  drops  of  1-10,000  adrenalin  solution,  or 
if  using  boric  acid  or  an  alkaline  solution,  it  should  be  followed  by  an 
oily  solution.  Halsted. 

330 

Transplantation  of  Rib  for  Depressed  Deformity  of  the  Nose.     H.  Hats, 
Med.  Rec,  June  22,  1912,  p.  1177. 
Abstracted  in  The  Labtngogcope,  p.  1146,  Sept.,  1912. 

362 

Accidental   Exposure  of  the  Meninges  During   Intra-nasal  Operations.     J. 
B.  Hoegan,  Jour,  of  Laryngol.,  p.  652,  Dec,  1912. 
Horgan  reports  two  cases  in  which  he  accidentally  exposed  the  dura 
during  operations  on  the  nose  without  any  untoward  effects.  Ed. 
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364 

Correction  of  Deformities  of  the  Alae  Nasae.  A.  Iwanoff,  Ztschr.  f 
Laryngol.,  p.  969,  Dec,  1912. 

The  cosmetic  operations  on  the  nose  are  numerous.  According  to  their 
originators  they  do  not  seem  to  vary  as  to  the  excellency  of  the  results 
obtained.  The  methods  differ  from  one  another  only  by  the  material  im- 
planted into  the  deformity.  The  writer  of  this  article  transplanted  into 
a  luetic  deformity  of  the  ala  nasae  a  piece  of  cartilage  of  the  auricle.  In 
another  case  the  deformed  cartilage  of  the  ala  nasae  was  subcutaneously 
removed  and  reimplanted.  The  results,  of  course,  are  excellent,  but  "time 
and  further  observation  will  decide,  how  long  the  transplanted  cartilage 
will  stay,  whether  or  not  It  will  be  resorbed  and  whether  the  deformity 
will  recur." 

The  writer  did  not  even  try  to  convince  the  reader  of  the  excellency  of 
his  method  by  adding  photographs  of  the  patient  before  and  after  the 
cosmetic  operation.  The  great  Austrian  poet,  Grillparzer,  once  said:  'A 
poem  should  never  be  published,  before  it  is  hidden  within  the  desk  for 
one  year."  Would  it  not  be  advisable  to  postpone  the  publication  of  new 
cosmetic  operations  until  the  supposed  splendid  results  lasted  long  enough 
to  allow  of  the  presumption  of  a  permanent  correction  of  the  deformity? 

Glog.\u. 

365 

New  Procedure  for  Reduction  of  Turgescent  Turbinals.  F.   B.   Keixog, 

Jour.  Ophth.,  Otol.  and  Laryngol..  Nov.  1912,  p.  437. 
The  new  feature  introduced  by  Kellog  is  the  longitudinal  incision  with 
a   nasal   saw   through   the   soft   tissue   and   slightly   into   the   bone.     The 
hemorrhage  is  controlled  by  packing,  which  is  changed  in  twenty-four 
hours  and  removed  after  forty-eight.    Good  results  are  claimed.  Ed. 

366 

Treatment  by  the  Orthodontist  Supplementing  That  by  the   Rhinologist. 
A.    H.    Ketcham. 
Original  contribution  to  The  Laryngoscope,  p.  1286,  Nov.,,  1912. 

367 

Reduction  of  Nose  and  Other  Methods  of  Nasal  Plastic.      F.  Koch,  Russ 
Monatschr  of  Ohrenh.,  April,  1912. 
Kbch  gives  a  detailed  description  of  three  cases  of  marked  nasal  de- 
formity in  which  operative  correction  was  attended  with  very  good  re- 
sults. Ed. 

368 

Operations  on    Nose  to  Correct   Deformity.       E.    Kqehler,    Med.    KUnik, 
June  29,  1912. 
Four  corrective  methods  are  indicated.    In  cases  of  saddle-nose  paraffin 
Injections  produced  good  results.  Ed. 

373 

Direct  Posterior  Rhinoscopy  According  to  Arpad  de  Gyergyai.    F  L.wal, 
Rev.  hehd.  de  Laryngol.,  p.  1,  Jan.  6,  1912. 
This  procedure   is  especially   recommended   for  operative   work.     The 
naso-pharynx  is  cocainized  and  tubes  8x12  cm.  long  and  4  to  20  mm.  In 
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diameter  are  introduced.  During  the  operation  ttie  patient  should  be 
placed  on  a  table  with  head  lowered.  This  position  brings  into  view  the 
roof  of  the  pharynx,  the  superior  portion  ot  the  choanae,  and  permits  of 
easy  access  to  the  accessory  sinuses.  Ed. 

376 

Operation  for  the  Reduction  of  Redundant  Alar  Cartilages.      J.  Leshube. 
Original  contribution  to  The  Laryngoscope,  p.  1007,  Aug.,  1912. 

378 

Suturing  as  a  Substitute  for  Splints  After  the  Submucous   Resection  of 
the  Nasal  Septum.         O.  A.   Lothrop,  Boston  Med.   and  Surg.  Jour,, 
p.  483,  March  28,  1912. 
Abstracted  in  The  Lakyngoscope,  p.  1350,  Dec.  1912. 

386 

Treatment  of  Nasal  Synechia.  E.  J.  Mouke,  Rev.  Hebd.  de  Laryngol., 
Oct.  26,  1912. 
Moure  speaks  of  the  method  introduced  by  Scheppegrell  and  Garel  of 
using  thin  plates  of  celluloid  for  separating  the  exposed  tissues  after  re- 
moval of  the  synechia.  He  prefers  mica  as  it  may  be  obtained  in  very 
thin  layers,  adapts  itself  to  the  curves  of  the  nasal  cavity  and  is  non- 
absorbent.     He  has  had  good  results  from  its  use.  Scheppegrell. 

392 

Phlegmon   of  Left  Orbit   Following   Injection   of   Paraffin   in   Right  Nasal 
Fossa.     Pistke,  Rev.  hehd.  de  Laryngol.,  p.  641,  June  1,  1912. 
Abstracted  in  The  Laryngoscope,  p.  198,  March,  1913. 

394 

Effect  of  Sacacornin  in  Nasal  Hemorrhage.  V.    Pospischh.,    Casopis 

lekaruv  ceskych,  No.  34,  1912. 
The  author  discusses  the  causes  and  clinical  data  concerning  epistaxis. 
Sacacornin  has  proved  effective  in  checking  hemorrhage  even  in  post- 
operative cases  and  is  preferred  by  the  author.     In  patients  subject  to 
nasal  hemorrhage  it  should  be  employed  as  a  preventative  measure.    Ed. 

395 

Auricle  to  Substitute  Defect  in  Nostril.        A  Reich,   ZntrW.  /.   Chir.,   p. 
1537,  Nov.    9,  1912. 
This  transplantation  was  performed  in  the  case  of  a  man  of  38  years 
suffering  from  a  rapidly  spreading  carcinoma  of  the  left  nostril.     Reich 
used  a  modification  of  the  Koenig  method  and  describes  his  technic.  Ed. 

404 

Mechancial  Means  to  Arrest  Epistaxis.  Ritschl,  Muench.  med.  Wchnsclir., 
Oct.  22,  1912. 
Ritschl  endorses  Negeli's  method  of  stopping  epistaxis.  The  patient 
sits  in  a  chair  and  the  physician  standing  behind  places  his  hand  under 
the  patient's  lower  jaw  and  occiput  and  pulls  the  head  firmly  upward.  If 
the  upward  traction  is  accompanied  by  a  maximum  flexion  of  the  head 
backward  the  effect  is  Increased.  Hemostasis  results  in  one  or  two  min- 
utes. Ed. 
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412 

Useful  Procedure  in  Submucous  Resection  of  the  Nasal  Septum.  F.  C. 
Smith,  Jour.  A.  M.  A.,  p.  197,  July  20,  1912. 
The  advantages  of  using  the  electro-cautery  in  incision  for  resection 
of  the  nasal  septum  are  in  Smith's  opinion:  1.  A  greater  degree  of  an- 
tisepsis. 2.  No  bleeding  during  this  step  of  the  operation  ana  less  subse- 
quent bleeding.  3.  No  doubt  in  the  operator's  mind  as  to  -v.'hen  his  elec- 
tric cautery  is  carried  deep  enough  since  it  meets  distinct  resistance  on 
reaching  the  cartilage.  It  should  not  be  allowed  to  remain  here  too  long 
so  as  to  puncture  the  cartilage.  4.  From  the  seared  edges  oi  the  incision 
the  mucous  membrane  as  well  as  the  perichondrium  recede  slightly  so  that 
their  elevation  is  easily  and  quickly  accomplished.  He  adds  that  pri- 
mary union,  as  we  see  it  in  the  nose,  is  apparently  not  retarded.      Ed. 

417 

Direct    Examination    of   the    Naso-pharynx    and    Eustachian    Tube.     Von 
Gyergyai,  Ztschr.  /.  Laryngol.,  p.  57,  Bd.  5,  Heft  1,  1912. 
Abstracted  in  The  Lakyxgoscope,  p.  964,  July,  1912. 

421 

Technic    of    Intra-nasai    Operations    Upon    the    Lacrimal    Apparatus.     S. 
Yankauer. 
Original  contribution  to  The  Laryngoscope,  p.  1331,  Dec,  1912. 

422 

Ultra-violet  Rays  in  Measuring  Olfaction,  H.  Zwaardemaker,  MonatscUr. 
/.  Ohrenh.,  p.  672,  Bd.  46,  Heft  5,  1912. 
Zwaardemaker  conducts  the  ultra-violet  rays  to  olfactometer  and  brings 
them  in  contact  with  the  volatile  substance  for  olfactory  tests.  He  de- 
pends on  oxidation,  synthesis  and  polymerisation' of  these  substances  by 
the  violet  rays  for  increased  efficiency  and  intensity  in  the  use  of  the  ol- 
factometer. Goldstein. 

424 

Cleft  Palate.    T.  W.  Brophy,  Lancet  Clin.,  April  20,  .1912. 

Before  undertaking  operation  for  cleft  palate,  Brophy  removes  all 
adenoids  and  hypertrophied  tonsillar  tissues,  and  allows  the  parts  to  heal 
thoroughly. 

The  operation  for  complete  cleft  with  single  harelip  Is  done  In  three 
stages.  Within  the  first  three  months,  the  bones  are  closed;  in  about 
four  to  eight  weeks  the  lip  is  closed;  then  after  several  months  the  soft 
parts  are  closed.  No  absorbent  materials  should  be  used,  only  silver  wire, 
lead  plates  and  horse  hair. 

Brophy  denies  that  congenital  cleft  palate  Is  the  result  of  arrested 
growth  or  absence  of  palatine  tissue,  but  feels  that  heredity,  pressure  in 
embryonal  life  and  supernumerary  teeth  are  the  predisposing  causes. 

Eu. 
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42S 

Cleft  Palate  With  Special  Reference  to  the  Closing  of  a  Surgical  Cleft  by 
the  Use  of  a  Dental  Appliance.     H.  S.  Haslett,  Jour.  A.  M.  A.,  Aug., 
10,   lyiii,  p.  45i5. 
The  author  feels  that  success  in  the  treatment  of  such  cases  depends 
upon  the  attention  and  care  with  which  the  case  is  handled  and  the  care 
and  skill  with  which  the  proper  appliance  is  constructed.     In  cases  of 
congenital  cleft  the  patients  have  difficulty  in  at  first  accustoming  them- 
selves to  the  change  but  with  proper  instruction  and  perseverance  such 
proficiency  in  speaking  is  acquired  that  often  the  deformity  is  not  sus- 
pected. Ed. 

429 

Three  Cases  of  Cleft  Palate  and  Hare-Lip  in  One  Family.  A.  T.  Hawes, 
N.  Y.  Med.  Jour.,  Jan.  27,  1912. 
After  the  birth  of  one  child  with  hare-lip  and  cleft  palate,  the  woman 
had  two  normal  children.  Subsequently  ahe  gave  birth  to  twins  in  both 
of  whom  this  deformity  was  present.  The  cause  could  hardly  be  one  that 
affected  the  placenta  unless  both  were  affected,  for  the  twins  were  at- 
tached to  two  separate  placentae.  Prenatal  influence — such  as  worry — 
could  hardly  have  been  a  factor,  for  it  was  only  during  the  second  preg- 
nancy that  the  mother  worried,  and  nevertheless  she  gave  birth  to  a  nor- 
mal child.    There  was  a  history  of  the  deformity  in  the  paternal  uncle. 

Ed. 

433 

Case  of  Atresia  of  the  Palate  and  Rhino  Pharynx.     R.  C.  Myles,  Proc.  N. 
Y.  Acad,  of  Med.,  Oct.  23,  1912. 
Abstracted  in  The  Lauyngoscope,  p.  145,  Feb.,  1913. 

447 

Sarcoma  of  the  Tonsil.      G  Berry,  Boston  Med.  and  Surg.  Jour.,  March 

7,  1912. 
Abstracted  in  The  Laryngoscope,  p.  20,  Jan.,  1913. 

452 

Physiology  of  Palatal  Tonsils.      C.    Caldera,  Intern.  Zntrlbl.  f.   Ohrenh., 
Vol.  10,  No.  10,  p.  417,  1912. 
This  article  is  a  historical  review  of  the  various  hypotheses  concerning 
the  physiology  of  the  palatal  tonsils  since  1883.  Ed. 

456 

Tonsillar  Hemorrhage,  Causes,  Prevention  and  Treatment.    G.  H.  Cocks, 
Med.  Bee,  June  1,  1912,  p.  1033. 
Abstracted  in  The  Laryngoscope,  p.  1141,  Sept.,  1912. 

460 

Bacteriology  and   Pathology  of  the  Tonsils  With    Especial    Reference  to 
Chronic  Articular,  Renal  and  Cardiac  Lesions.       D.   J.   Davis,   Jour, 
Infcc.  Dis.,  March,  1912. 
In  a  series  of  cases  including  chronic  articular,  renal  and  cardiac  af- 
fections, and  chronic  tonsillitis,  the  crypts  of  the  extirpated  tonsils  gen- 
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erally  revealed  the  hemolytic  streptococcus  as  the  predominating  organ- 
ism and  in  some  cases  in  practically  pure  growth. 

A  few  exceptions  were  noted,  especially  in  endocarditis,  in  which  a 
pneumococcus-like  organism  was  predominant. 

The  hemolytic  streptococci  are  virulent  for  rabbits  and  other  animals, 
invariably  localizing  in  or  about  the  joints  and  producing  multiple 
arthritis.  It  only  occasionally  localizes  on  the  heart  valves.  The  pneu- 
mococci  rarely  produce  arthritis  but  frequently  localize  on  the  heart 
valves. 

The  multiple  arthritis  in  animals  may  become  chronic,  lasting  for 
months.  The  exudate  is  mucoid  early,  later  becoming  purulent;  usually  it 
contains  streptococci  though  in  a  few  instances  it  was  sterile. 

The  streptococci  isolated  from  the  various  clinical  groups  of  cases  are 
alike  in  their  morphology,  their  reactions  in  media  including  sugars,  and 
also  in  their  pathogeneity  for  animals. 

The  bacterial  flora  of  the  surface  of  the  tonsils  as  revealed  by  a  study 
of  these  chronic  cases  is  usually  strikingly  different  from  the  flora  of 
the  crypts.  They  may  occasionally  be  similar  but  usually  they  are  not 
Subcultures  as  ordinarily  made  from  the  surface  of  the  tonsils,  especially 
in  chronic  infections,  are  quite  unreliable  for  determining  the  crypt  flora. 

The  crypts  of  enlarged  tonsils  in  nearly  all  cases  contain  large  numbers 
of  virulent  streptococci  and  these  cases  may  therefore  be  considered  as 
streptococcus  carriers.  Halsted. 

461 

On  Plasma  Cells  in  the  Tonsils.     D.  J.  Davis,  Jour,  of  Inf.  Dis.,  March, 

lyi^j. 
The  origin  of  plasma  cells  has  been  a  much  disputed  question.  Unna 
thought  they  came  from  the  connective  tissue  cells.  While  this  idea  Is 
still  supported  by  a  few  observers,  most  recent  workers  now  consider 
them  as  derived  from  the  small  lymphocytes.  In  the  tonsils  of  the  fetus 
and  the  newborn,  plasma  cells  are  not  present.  They  first  appear  about 
the  second  or  third  week,  and  thereafter  are  constantly  found  in  the 
tonsils.  This  is  about  the  time,  or  shortly  after  the  time,  that  bacteria 
invade  the  tonsillar  crypts.  In  hypertrophied  tonsils  they  are  more 
numerous  than  in  apparently  normal  tonsils.  Their  presence  may  be  in- 
terpreted as  indicating  the  existence  in  the  tonsils  of  a  chronic  in- 
fectious process  or  the  absorption  of  toxic  or  irritating  products.  As  to 
their  distribution  in  the  tonsil,  they  occur  chiefly  in  three  localities— 
they  are  most  numerous  just  beneath  the  epithelium,  especially  that  lin- 
ing the  crypts,  are  found  abundantly  along  and  in  the  meshes  of  con- 
nective tissue  that  surrounds  and  penetrates  the  tonsil,  and  often,  but 
by  no  means  always,  may  be  seen  clustered  about  the  smaller  blood  ves- 
sels at  various  depths  In  the  lymphoid  tissue.  Halsted. 

4B3 

Enucleation   of  the   Faucial   Tonsil    With   the   Guillotine.        J.   K.    Milne 
Dickie,  Edin.  Med.  Jour.,  Sept.,  1912. 
The  author  refers  to  the  methods  of  Sluder  and  of  Whlllls  and  Pybus. 
He  has  adopted  the  latter  with  a  slight  modification,  and  finding  It  very 
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satisfactory,  strongly  advocates  its  more  general  adoption.  The  only 
cases  which  he  does  not  find  suitable  are  those  of  adults  who  have  had 
repeated  peritonsillar  abscesses.  In  these  he  prefers  enucleation  by  dis- 
section. He  gives  the  results  of  the  first  50  cases  in  which  he  employed 
the  method  under  discussion.  Guthrie. 

464 

Functions  of  the  Tonsils  and  Appendix.    K.  H.  Digby,  Lancet,  Jan.  20,  1912. 

The  lymphatic  structures  whose  antibacterial  activity  Digby  considers, 
have  not  thus  far  been  commonly  recognized  by  others  to  possess  this 
quality.  They  lie  close  to  the  body  and  may  be  called  the  sub-epithelial 
lymphatic  glands;  they  embrace  the  tonsils,  the  solitary  follicles  of  the 
Intestine,  Peyer's  patches  and  the  vermiform  appendix.  By  a  process  of 
continual  auto-vaccination,  these  structures  protect  the  body  against 
chance  infection.  By  chemotaxis  all  bacteria  in  the  vicinity  are  attracted 
through  the  overlying  epithelium  into  the  lymph  nodule.  The  bacterial 
attack  invited  into  the  region  most  favorable  to  the  defensive  mechanisms 
of  body  is  nearly  always  repulsed.  Lympho-cytosis  takes  place  and  a 
great  excess  of  specific  bacteriolysins  and  antitoxins  are  also  produced 
which  enter  the  general  system  and  combat  the  attack  at  a  more  vulner- 
able part.  Thus  immunity  against  a  disease  is  acquired  without  the  in- 
dividual having  apparently  had  the  disease.  Ed. 

466 

Operation  of  Tonsillectomy.     H.  V.  Dutbow. 

Original  contribution  to  The  Laryngoscope,  p.  753,  May,  1912. 

468 

Tonsils  in  Nephritis.     Eppinger,  Wr.  med.  Wchnschr.,  No.  24,  1912. 

In  three  obstinate  cases  of  nephritis  following  angina  all  signs  of  the 
nephritis  ceased  after  tonsillectomy.  With  the  exception  of  being  a  little 
swollen  the  tonsils  had  appeared  normal  but  upon  excision  were  found  to 
be  filled  with  small  collections  of  foul-smelling  pus  containing  streptococci. 

Ed. 

469 

Polypoid  Hypertrophy  of  the  Lingual  Tonsils.  Fallas  and  Steinhaus, 
Jour.  med.  de  Brux.,  No.  10,  1912. 
When  this  tumor  was  removed  from  the  man,  aged  60  years,  it  was 
found  to  be  pedunculated  and  not  extending  into  the  depth  of  the  tissue. 
Microscopic  examination  revealed  a  structure  similar  to  that  of  the  lin- 
gual tonsil  except  that  the  infiltration  consisted  mostly  of  plasma  cells. 

Ed. 

472 

Anatomy  and  Relations  of  the  Tonsil  in  the  Hardened  Body.  G.  Fetter- 
OLF,  Am.  Jour.  Med.  Sci.,  p.  37,  July,  1912. 
From  an  anatomical  and  clinical  point  of  view  the  plica  triangularis 
is  more  than  a  fold  of  mucous  membrane;  it  may  be  defined  as  that  por- 
tion of  the  tonsillar  capsule  extending  inward  and  posterior  to  the  palatal 
arch.     In  enucleation  the  separator  should  not  be  introduced  behind  the 
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palatal  arch  and  plica,  for  this  results  in  an  intra-capsular  operation  and  a 
rather  thick  layer  of  tonsillar  tissue  remains  around  the  capsule. 

If  the  operation  is  to  be  thorough  the  anterior  portion  of  the  plica 
should  be  the  part  first  attacked  by  the  enucleating  instrun:ent.  Fetter 
olf  uses  only  local  anesthesia.  Ed. 

474 

Unusual  Tumor  of  the  Fauces.  E.  E.  Foster,  Boston  Med.  and  Surg.  Jour., 

Jan.  8.  1912. 
In  the  case  of  a  woman  of  60  a  slowly  growing  tumor  was  removed  from 
the  region  of  the  right  tonsil.     The  tumor  was  found  to  be  a  colloid  carci- 
noma similar  to  those  seen  in  the  parotid  gland.     The  symptoms  were 
those  of  a  peri-tonsillar  abscess  without  signs  of  inflammation.  Ed. 

482 

Cavernous  Lymph-angioma  of  the  Tonsil.         Gokis,  Jour  med.  de  Brux., 
No.  6,  1912. 
Cavernous  lymph-angioma,   in  the  center  of  which  there  was  seen  a 
small  stone  which  the  author  felt  was  the  site  of  origin  of  the  tumor 

Ed. 

486 

Faucial  Tonsil;  Anatomical  Reasons  for  its  Capacity  for  Evil  and  Some 
indications  for  its  Removal.  W.  G.  Harrison,  South.  Med.  Jour., 
Jan.,  1912. 

From  an  anatomical  consideration  of  the  tonsil  Harrison  points  out 
its  possible  capacity  for  evil.  "One  of  the  most  important  factors  operating 
to  lower  the  resistive  power  of  the  cryptal  epithelium  is  the  fact  that  a 
number  of  crypts  open  directly  upward  and  gravity  opposes  their  natural 
drainage;  again,  they  are  sometimes  prevented  from  draining  by  folds 
of  mucuous  membrane  passing  from  the  anterior  to  the  posterior  pillars; 
thus  occluding  the  natural  openings  of  the  crypts." 

The  author  argues  that  the  removal  of  the  tonsil  produces  no  injurious 
effects,  while  the  diseased  organ  may  be  the  cause  of  rheumatism,  chronic 
hypertrophic  or  recurring  cryptal  tonsillitis,  peri-tonsillar  abscess,  aural 
f'atarrh,  chronic  laryngitis,  pains  and  soreness  in  neck,  neuralgia,  hoarse- 
ness, loss  of  voice,  etc.,  aneurysm,  appendicitis,  meningitis,  iritis,  pleuritis, 
pericarditis,  endo-carditis,  pneumonia,  paraplegia,  nephritis,  osteomyeletis, 
orchitis,  general  sepsis,  skin  eruptions,  tuberculosis,  various  pyogenic  In- 
fections, chronic  urethritis  and  chronic  ureteritis.  Ed. 

494 

Diseased  Tonsillar  Crypts  and  Their  Treatment.     J.  H.  Johnson,  Intern. 

Jour,  of  Surg.,  Jan.,  1912. 
In  the  acute  stage  the  crypt  is  filled  with  white,  grey  or  yellowish 
masses  composed  of  epithelium,  food  particles,  bacteria  and  lymph.  The 
chronic  stage  is  characterized  by  foul^smelling  breath,  sore  throat,  cough- 
ing up  of  cheesy  plugs,  etc.  Occasionally  the  fauces  and  throat  are  in- 
volved, with  pneumonia  as  a  complication.  Naso-pharyngeal  and  sinus 
disease  may  also  arise.  In  cases  of  tubercular  tonsillitis  the  infection 
may  be  carried  by  the  lymph  and  blood  and  cause  miliary  or  apical  tu- 
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berculosis.  Treatment  is  both  medical  and  surgical;  the  plugs  may  be 
squeezed  or  curetted,  or  the  tonsils  may  be  removed  as  indicated  by  the 
individual  cases.  j^p 

495 

Lingual  Tonsils  in  Health  and  Disease.  John  H.  Johnson,  Jour.  Ophth. 
and  Oto-Laryngol.,  p.  362,  Nov.,  1912. 
The  author  summarizes  his  ideas  as  follows:  (1)  That  the  lingual 
tonsils  are  glandular  organs  and  secrete  lymphocytes;  that  they  lubri- 
cate and  normally  are  protective  organs.  (2)  That  the  simpler  throat 
affections  require  the  vital  organs  to  be  carefully  guarded.  (3)  The 
glosso-epiglottic  space  is  a  frequent  site  for  the  cause  of  extra-pulmonary 
cough.  (4)  Numerous  reflexes  result  from  diseased  lingual  glands. 
(5)  These  glands  when  diseased  may  cease  to  be  protective  and  instead 
become  infective  and  should  be  removed.  Stein. 

498 

Death  Immediately  After  Removal  of  Adenoids  and  Tonsils  in  Out-patient. 

Kafeman,  Med.  Klinik.,  p.  1421,  Sept.  1,  1912. 
Boy  of  14  with'  large  tonsils  and  adenoids.  Since  general  anesthesia 
had  to  be  employed,  mother  was  warned  to  give  him  light  breakfast  on 
day  of  operation,  but  disobeyed.  He  vomited  profusely  and  could  not  be 
aroused  after  the  operation.  This  case  teaches  that  the  patient  should  be 
in  the  hospital  a  day  or  two  before  the  administration  of  general  anes- 
thesia and  that  before  such  administration  we  should  determine  by  local 
anesthesia  whether  there  are  any  enlarged  lymph-nodes  in  the  thorax.  In 
this  case  the  thymus  weighed  40.5  gm.,  the  lymph-nodes  were  much  en- 
larged and  the  heart  large  and  flabby.  Ed. 

499 

Infections  Following  Tonsillotomy  With  a  Consideration  of  the  Forms  of 
Such  Infections.     H.  Koplik,  Am.  Jour.  Med.  Sci.,  p.  30,  July,  1912. 
Koplik  calls  attention  to  three  types  of  infection  following  tonsillotomy: 

(1)  On  third  or  fourth  day  following  operation  fever  appears  which  lasts 
a  week  or  more  and  ends  without  causing  any  aural  or  endocardiac  lesions. 

(2)  High  fever  lasting  for  weeks  with  cardiac  involvement  and  in  some 
tnstances  development  of  fatal  septic  endo-carditis.  (3)  Hematogenous 
infection  causing  destructive  blood  changes  with  signs  of  sepsis  (hemor- 
rhagic ecchymotic  areas  on  skin,  petechiae,  hemorrhage  from  bowel,  areaa 
of  broncho-pneumonia.  One  case  falling  under  class  3  is  reported,  which 
recovered  after  a  transfusion.  Ed. 

502 

Case  of  Sarcoma  with  Positive  Wassermann.  E.  Lautenschlaeger,  Arch. 
/.  Laryngol.  u,  Rhinol.,  Bd.  26,  Heft  2,  p.  421,  1912. 
Girl  of  25  given  salvarsan  because  of  positive  Wassermann.  Ulceration 
of  tonsil  cleared  up,  but  in  spite  of  repeated  injection  recurrence,  which 
showed  typical  polymorphonuclear-celled  sarcoma-tissue.  Radical  opera- 
tion; no  recurrence;   Wassermann  negative.  Ed. 
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505 

Discovery  of  Fuchsinophiles  Cells  in  the  Human  Pharyngeal  Tonsils.  L. 
Leto,  Arch.  ital.  di  Laringol.,  July,  1912,  p.  104. 
The  cells  described  by  Leto  are  similar  to  those  which  Schridde  found 
in  the  thymus  gland;  their  origin  is  not  known,  but  they  may  develop 
from  the  perivascular  tissue.  Their  purpose  is  not  known  but  the  author 
feels  that  they  have  a  secretive  function.  Ed. 

507 

Complications  After  Operations  on  the  Tonsils.    hEwr,  Ztschr.  J.  Laryngol. 
Rhinol.  u.  ihre  Grenzgeh.,  Bd.  5,  Heft  2,  1912,  p.  247. 
Abstracted  in  The  Laryngoscope,  p.  1310,  Nov.,  1912. 

508 

Massacre  of  the  Tonsil.  J.  N.  Mackenzie,  Md.  Med.  Jour.,  June  and  Sept., 
1912;   Ann.  f.  OtoL,  June,  1912;    Can.  Lancet,  Oct.,  1912;   and  Arch, 
intern,  de  Laryngol.,  Nov.-Dec,  1912. 
Mackenzie  pleads  for  greater  conservatism  in  dealing  with  tonsils.    He 
feels  that  it  serves  a  teleologic  rather  than  a  pathologic  purpose  and  that 
it  has  a  definite,  good  purpose  to  serve.    He  admits  that  some  conditions 
call  for  tonsillectomy  but  the  tonsils  should  never  be  removed  before  it 
has  been  definitely  determined  that  they  are  the  cause  of  the  disorder. 
Mackenzie  points  out  that  the  harm  of  the  present  hasty  removal  of  ton- 
sils may  only  become  evident  after  years.  Ed. 

510 

Malignant  Tumors  of  the  Tonsil.    J.  Mathews. 
Original  contribution  to  The  Laryngoscope,  p.  737,  May,  1912. 

514 

Three  Cases  of  Acute  Follicular  Tonsillitis    With    Unusual  Sequela.    S. 

McCuLLAGH. 

Original  contribution  to  The  Laryngoscope,  p.  1203,  Oct.,  1912. 

516 

Nevus  of  the  Tonsil.    J.  A.  Mx^lholland,  Proc.  N.  Y.  Acad,  of  Med.,  April 
24,   1912. 
Abstracted  in  The  Laryngoscope,  p.  1153,  Sept.,  1912. 

519  .     ^    , 

A  Few  Anatomical  and  Surgical  Considerations  of  the  Tonsil.  J.  J. 
Pattee,  Colo.  Med.,  Feb.,  1912. 
This  is  an  address  to  the  Pueblo  County  Medical  Society.  Pattee  warns 
the  general  practitioner  not  to  lance  a  child's  tonsil;  nor  to  lance  peri- 
tonsillitis before  the  fifth  to  seventh  day.  The  fear  about  cutting  the 
carotid  in  removing  or  lancing  tonsils  is  unwarranted.  The  physiology 
of  the  tonsil  is  not  known  but  its  removal  has  done  no  harm.  Pathologi- 
cal tonsils  should  be  entirely  removed.  Five  to  six  per  cent  of  tonsils  are 
tubercular;  separate  patches  on  mucous  membrane  points  to  diphtheria. 
Twenty  to  thirty  per  cent  of  children  have  hypertrophied  or  pathological 
tonsils  and  adenoid  tissue.  Cervical  adenitis  is  usually  secondary  to  ton- 
sillitis    The  welfare  of  the  ear  often  demands  the  removal  of  tonsils. 

Ed. 
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JResults  of  Enucleation  of  the  Faucial  Tonsils,  J.  H.  H.  Pearson,  Jour,  of 

Laryngol.  Rhinol.  and  Otol.,  p.  244,  May,  1912. 

The  author  reports  on  53  cases  in  the  majority  of  which  tonsillar  enu- 

.cleatlon  resulted  in  an  improvement  in  the  singing  voice.    Healing  takes 

place  by  flattening  out  both  faucial  pillars  against  the  lateral  pharyngeal 

wall,  with  obliteration  of  the  tonsillar  fossa;  by  fusion  of  the  two  pillars, 

thus  obliterating  the  tonsillar  fossa;  by  retention  of  both  pillars  and  fossa 

oiuring  recovery.  Ed. 

529 

Aneurysm    of    the    Internal    Carotid    Simulating    Suppurative    Tonsillitis. 

Kaxmos,  Arch.  Brasileiros  de  Med.,  Jan.,  1912. 
Woman  of  39  showed  signs  of  suppurative  tonsillitis  but  upon  close 
examination  an  aneurysm  of  the  left  internal  carotid  was  found.     The 
carotid  was  tied  and  the  patient  recovered.     Verneuil  had  already  called 
.attention  to  the  possibility  of  an  incorrect  diagnosis  in  such  cases.    Ed. 

537 

-Post-operative  Tonsillar  Hemorrhage.    J.  E.  Sawtell,  Jour,  of  Ophth.  and 
Oto-Laryngol.,  p.  192,  June,  1912. 
Abstracted  in  The  Laryngoscope,  p.  1189,  Oct.,  1912. 

538 

The  Tonsils  and  the  General   Health.  W.  Scheppegrell,  New  Orleans  Med. 
and  Surg.  Jour.,  July  19,  1912. 
Among  the  cases  described,   Scheppegrell  reports  an  unusual  case  of 

.abscessed  tonsil.  The  patient,  a  young  woman  of  28,  had  been  suffering 
for  six  months  from  anemia,  general  depression  and  light  elevation  of 

.temperature,  the  condition  generally  indicating  incipient  tuberculosis,  but 
the  most  careful  examination  failing  to  reveal  any  pulmonary  disease.  As 
the  patient  complained  of  cheesy  deposits  in  the  tonsils,  and  all  othor 
treatment  being  without  benefit,  the  family  physician  referred  the  case  to 

.Scheppegrell.  The  tonsils  were  found  without  signs  of  hypertrophy,  but 
there  were  several  crypts  on  each  side  which  were  filled  with  caseous 

vdebris,  the  occasional  discharge  of  which  annoyed  the  patient.     Clinically, 

-the  patient  presented  a  common  form  of  the  tonsils  with  diseased  crypts. 
Believing  that  the  absorption  from  these  caseous  masses  might  have  a 

-depressing  influence  in  this  case,  and  as  the  patient  was  annoyed  by  the 

-cheesy  excretions,  tonsillectomy  was  advised.  Wiile  removing  the  left 
tonsil  under  general  anesthesia,  the  knife  entered  a  pus  cavity  just  with- 
in the  capsule,  and  about  a  dram  of  thick,  grey  pus  was  discharged  into 
the  throat.  The  patient  made  a  good  recovery,  with  no  further  recur- 
rence of  fever,  and  at  once  improved  in  weight. 

Attention  is  called  to  the  tact  that,  while  this  was  a  cold  abscess  of  the 
tonsil  which  gave  rise  to  no  pain  whatsoever  and  no  appearance  of  being 

'Otherwise  than  an  ordinary  case  of  tonsil  with  caseous  crypts,  such  a  ton- 
■Bil  is  a  constant  menace  to  the  health  and  could  at  any  time  infect  other 

-■organs  or  the  entire  system.  A.  A. 
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548 

Some  Untoward  After-effects  of  Too  Radical  Tonsillectomy.    J,  A.  Stucky.. 
Original  contribution  to  The  Lary>-goscope,  p.  1201,  Oct.,  1912. 

549 

General  Infection  Following  Acute  Tonsillitis.  Wm.  J.  Tatlob,  Ann.  of 
Surg.,  p.  785,  June,  1912. 
Taylor  reports  four  cases  of  great  interest:  (1)  A  man  who  had  bi- 
lateral ankylosis  of  the  elbows.  (2)  A  child  who  developed  an  epiphy- 
sitis of  the  left  femur  and  was  left  with  a  permanently  damaged  hip-joint. 
(3)  A  woman  who  following  amputation  of  the  uvula  developed  a  strep- 
tococcic throat  infection,  followed  in  forty-eight  hours  by  abscess  of  the 
right  ovary  and  tube,  with  general  septic  peritonitis  and  death.  (4)  A 
woman,  who  following  a  streptococcic  tonsillitis,  developed  a  purulent 
cellulitis  of  her  leg.  Packard. 

550 

Cartilage  and  Bone  in  the  Palatal  Tonsils.  E.  Theodore,  Arch.  f.  Ohrenh., 
Bd.  yo.  Heft  1-2,  p.  34,  1912. 

This  case  is  very  unusual  and  is  the  first  the  author  nas  observed. 
The  patient  was  a  woman  who  complained  for  some  time  of  lancinating 
pains  in  the  region  of  the  neck  and  whose  right  tonsil  was  very  large: 
enucleation  under  total  anesthesia,  inferior  pillar  showed  the  presence 
of  a  dry  body  which  could  only  be  a  bony  fragment.  Microscopic  exam- 
ination showed  the  presence  of  osseous  and  cartilaginous  islets. 

Viewed  from  an  embryologic  study  the  author  concludes  that  this  dis- 
order is  due  to  faulty  development  in  the  twelfth  branchial  arc  which 
protruded  small  fragments  of  cartilage  into  the  depths  of  the  tonsils. 
This  cartilage  was  then  transformed  into  bone  without  osteoblasts.    Ed. 

556 

The  Tonsil  in  Childhood.  J.  Gordon  Wilson,  Am.  Jour,  of  Dis.  of  Chil- 
dren.  May,  1912. 
An  abstract  of  this  article  cannot  do  it  justice  but  should  be  read  In 
the  original,  both  by  the  pediatrist,  before  whom  it  was  originally  read  as 
well  as  by  every  laryngologist,  as  the  viewpoint  and  Wilson's  own  inves- 
tigation will  be  found  to  be  of  the  greatest  value.  Dr.  Wilson  after  dis- 
cussing the  anatomic  and  the  physiologic  data  gave  the  following  resume: 
(1)  It  would  appear  that  intimate  relationship  with  the  pharynx  is  a 
necessity  to  tonsillar  activity.  (2)  Tonsillar  activity  is  to  be  regarded 
as  most  active  during  developmental  life.  (3)  The  tonsil  cannot  be  re- 
garded as  merely  a  lymph  node.  (4)  There  is  every  reason  to  believe- 
that  the  tonsils  play  an  important  role  in  the  complex  changes  which  oc- 
cur at  the  upper  end  of  the  digestive  tract.  The  life-history  of  the  ton- 
sil is  divided  Into  two  periods:  (a)  Before  puberty— period  of  func- 
tional activity,  (b)  After  puberty— when  it  persists  chiefly  as  an  aggre- 
gate of  lymph-nodes  which  tend  to  atrophy.  Also  all  agree  that  if  the 
tonsil  be  diseased,  it  should  be  removed;  but  it  is  sometimes  not  so  sim- 
ple a  matter  to  recognize  a  tonsil  which  demands  removal  because  of  dis- 
ease. In  childhood  It  may  be  necessary  to  consider  whether  there  is  here 
a  hyper-functlonating  or  a  hypo-functionatIng  organ.    Many  large  tonsils: 
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differ  little  from  normal,  but  many  macroscopically  small,  are  found  micro- 
scopically to  contain  foci  of  infection.  His  attitude  in  regard  to  the 
etiological  relation  of  the  tonsil  to  endocarditis  and  rheumatism  is  that, 
if  the  tonsil  is  subject  to  recurring  attacks  of  inflammation,  it  is  not  alone 
the  tonsil  that  is  vulnerable.  Primary  tuberculous  disease  of  the  tonsil 
is  rare;  disease  foci  secondary  to  pulmonary  disease  is  not  uncommon. 
The  small  hypo-functionating  tonsils  are  the  ones  usually  involved. 

It  is  an  everyday  experience  that  enlarged  lymph-nodes  are  often  asso- 
ciated with  tonsillar  disease,  and  the  removal  of  this  focus  of  disease  fre- 
quently cause  the  glands  to  reduce  in  size.  This  rapid  disappearance  af- 
ter removal  of  tonsils  appears  to  speak  against  their  tuberculous  nature. 

Whenever  from  unhygienic  surroundings  or  mode  of  life.  It  may  be  also 
from  constitutional  weakness,  the  upper  respiratory  and  alimentary  tracts 
are  exposed  to  influences  which  lower  their  vitality,  and  when  the  mucous 
surface  particularly  absorbent  in  the  child,  are  exposed  to  irritation,  the 
tonsil  suffers  for  and  with  them.  The  tonsil  in  a  child  protects  these 
tracts,  especially  where  the  two  come  together  in  the  naso-pharynx  and  is 
associated  with  its  well-being.  If  this  be  so,  one  is  called  to  do  every- 
thing to  protect  these  bodies  during  the  period  of  functional  activity. 
Further  one  is  called  to  remove  them  when  one  is  convinced  that  on  ac- 
count of  disease  or  loss  of  function  they  are  not  only  a  source  of  infec- 
tion, but  have  an  injurioua  effect  on  the  structures  around.    Halsted. 

557 
Chancre  of  the  Tonsil.     N.  L.  Wilsok. 

Original  contribution  to  The  Laryngoscope,  p.  1110,  Sept.,  1912. 

558 

Outbreak  of  Tonsillitis  or  Septic  Sore  Throat  in   Eastern   Massachusetts 

and  Its  Relation  to  an  Infected  Milk  Supply.  E.  A.  WixsLow,  Jour, 
of  Infec.  Dis.,  Jan.,  1912. 

This  disease  was  not  an  ordinary  follicular  tonsillitis  but  more  nearly 
what  the  English  recognize  as  septic  sore  throat.  In  early  stages  there 
was  merely  a  diffuse  redness  over  the  tonsils  and  the  adjoining  region, 
but  follicular  patches  often  appeared  later  and  in  many  cases  a  mem- 
brane simulating  that  of  diphtheria. 

Peritonsillar  abscesses  and  enlarged  cervical  glands  of  a  stubborn  na- 
ture marked  the  second  stage  of  the  disease,  and  these  were  followed  by 
diverse  complications;  rheumatism,  erysipelas,  nephritis,  pericarditis  and 
general  septic  condition. 

The  Boston  epidemic  affected  the  Back  Bay  and  other  regions,  the 
town  of  Brookline,  and  the  City  of  Cambridge  between  May  8  and  May 
22.  Record  of  1043  cases  were  examined.  Cases  were  concentrated  in 
families.  Females  suffer  worse  than  males.  Adults  suffer  more  in  pro- 
portion. 

Forty-eight  deaths  were  attributed  to  the  epidemic,  two-thirds  of  these 
were  above  55  years  and  one-third  over  75. 

It  was  shown  that  the  epidemic  exactly  coincided  with  one  of  the  two 
main  milk  supplies  of  the  Deerfoot  Co.     It  affected  the  particular  dis- 


MOUTH   AND  PHARYNX.  439 

tricts  of  Boston,  Brookline,  and  Cambridge,  where  the  milk  from  this  sta- 
tion was  used,  and  It  broke  out  simultaneously  in  Marlboro  and  South- 
boro,  the  only  other  town  to  which  this  milk  was  distributed.    Halsted. 

563 

Systemic   Infection  Through  the   Pharyngeal   Lymphoid   Ring  Calling  for 
Surgical   Intervention.     C.  B.  Wylie,  Jour.  Ophth.  and  OtoLaryngol., 
Aug.,  1912;   and  L'ville  Monthly  Jour,  of  Med.  and  Surg.,  Oct.,  1912. 
Abstracted   in  The  Lakyngoscope,  p.  1231,  Oct.,  1912. 

565 

Apoplexia  Uvulae.  Gibert,  Jour,  de  Physique  med.  appliguee,  May,  3  912. 
Official,  aged  54.  A  few  years  ago  slight  congestion  of  liver  and  slight 
dyspepsia.  Since  several  days  pains  on  swallowing  and  dryness  in  mouth. 
Upon  looking  into  his  mouth  he  saw  a  round,  dark  mass  about  3  cm.  long. 
The  doctor  who  was  summoned  punctured  to  mass,  whereupon  a  thick 
fluid  escaped.  After  application  of  hydrogen  peroxid  the  uvula  resumed 
its  former  appearance,  only  it  was  covered  with  a  shrivelled  epithelial 
layer.  Ed. 

567 

Circumcision  of  the  Uvula.     H.  Hays. 

Original  contribution  to  The  Labyxgoscope,  p.  965,  July,  1912. 

568 

Unusual  Case  of  Elongated  Uvula.     C.  W.  Kollock. 

Original  contribution  to  The  Laryxgoscope,  p.  970,  Sept.,  1912. 

573 

Rare  Tumor  of  the  Tongue.     Broeckaert,  Ann.  de  la  Soc.  Beige  de  Chir., 

Jan.  24,  1912. 
Plexiform  alveolar  tumor,  epithelial,  not  of  endothelial  origin — an  adeno- 
sarcoma.  Ed. 

574 

Black  Hairy  Tongue  (Lingua  Villosa  Nigra);    Report  of  Two  Cases.     W. 
W.  Carter. 
Original  contribution  to  The  Laryngoscope,  p.  1026,  Aug.,  1912. 

589 

On  Dermoids  of  the  Tongue.      R.  Ollkrenshaw,  Brit.  Med.  Jour.,  p.  1290, 

June  8,  1912. 
After  some  introductory  remarks  on  such  cysts  in  general,  OUerenshaw 
reports  the  history  of  one  of  his  cases.  The  patient  was  a  boy  of  13  years. 
When  14  days  old  he  was  taken  to  a  doctor  because  of  difficulty  in  suckling. 
A  small  "lump,"  pea-sized,  was  discovered  in  the  floor  of  the  mouth.  This 
lump  grew  slowly  until  the  twelfth  year,  when  its  increase  in  size  made 
closing  of  the  mouth  impossible.  Only  liquid  food  could  be  taken;  dys- 
phagia. The  cyst  was  removed  through  the  mouth  under  general  an- 
esthesia.   It  was  one  and  a  half  times  the  size  of  a  golf  ball.    Recovery. 

Ed. 
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599 

Multiple   Hereditary   Telangiectasis   of   Tongue,   Turbinates   and   Septum 

with   Recurring  Hemorrhage.      C.  D.  Van  Wagenen,  Med.  Rec,  Jan. 

20,  1912. 

The  two  brothers  had  had  frequent  nasal  hemorrhages,  not  due  to  a 

hemophilic  disposition  but  to  a  dilation  of  the  vessels  with  weakening 

of  walls  and  atrophy  of  the  mucosa.    The  hemorrhage  was  checked  with 

thrombokinase.  Ed. 

600 

Tuberculosis  of  the  Tongue.     S.  Von  Ruck. 
Original  contribution  to  The  Laryngoscope,  p.  1190,  Oct.,  1912. 

609 

Pharyngeal  Suppuration;  Course  and  Direction  of  Various  Types.     G.  W. 

Badgekow,  Lancet,  March  23,  1912. 
According  to  the  seat  of  origin  Badgerow  differentiates  four  types  of 
pharyngeal  suppuration:  (1)  Lymphoid  suppuration,  the  most  com- 
mon form,  in  which  no  great  amount  of  pus  is  present  In  this  layer  of 
tissue.  In  lacunar  tonsillitis  the  pus  is  limited  to  the  crypts.  (2)  Sub- 
mucous suppuration  (peritonsillar  abscess)  whose  chief  symptom  is  dys- 
phagia. (3)  Subaponeurotic  suppuration,  which  includes  abscess  aris- 
ing in  deep  cervical  glands  and  presenting  on  the  posterior  pharynx,  and 
also  angina  Ludovici.  (4)  Prevertebral  suppuration  which  the  general 
practitioner  always  associates  with  retro-pharyngeal  abscess.  Ed. 

611 

Enormous  Parotid  Tumor  in  a  Chinese  Woman.  H.  Baxme,  Brit.  Med. 
Jour.,  p.  1292,  June  8,  1912. 
Woman  of  53  presented  tumor  extending  from  malar  bone  to  the  level 
of  the  breast,  and  from  the  middle  of  the  chin  to  some  distance  beyond 
the  posterior  border  of  the  sterno-mastoid  muscle.  It  was  firmly  attached 
to  the  structures  in  the  parotid  region.  Its  circumference  was  larger 
than  the  patient's  head.  After  improving  the  woman's  general  health  and 
breaking  her  of  the  opium  habit  the  growth  (myxo-endothelioma)  was  re- 
moved.    It  weighed  over  20  oz.    Recovery  uneventful.  Ed. 

619 

Case  of  Angioma  Cavemosum  of  the  Posterior  Pharyngeal  Wall.  A.  Blau, 
Arch.  f.  Laryngol.  u.  Rhinol.,  Vol.  26,  Heft  1,  p.  270,  1912 
Blau  describes  his  case  and  appends  illustrations.     It  was  successfully 
treated  with  electrolysis.  Ed. 

622 

Case  of  Hematoma  of  the  Pharyngeal  Wail.    E.  Botella,  Arch,  intern,  de 
Laryngol.  d'Otol.  et  de  Rhinol.,  p.  465,  Sept.-Oct.,  1912. 
Case  was  in  a  girl  of  26  years.     The  growth  was  at  first  thought  to  be 
a  tuberculoma.     It  disappeared  after  three  applications  of  the  galvano- 
cautery  and  cure  resulted.  Ed. 
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625 

Epithelioma  of  the  Pharynx.  J.  Pkice-Brown,  Can.  Med.  Assn.  Jour., 
March,  1912. 
The  history  of  the  case  dated  back  some  six  months,  and  the  patient, 
aged  72,  presented  a  large  growth  filling  the  left  side  of  the  pharynx,  in- 
cluding part  of  the  soft  palate,  the  whole  of  the  tonsil,  both  faucial  pil- 
lars, the  side  of  the  tongue,  and  had  also  an  attachment  to  the  post- 
pharyngeal wall.  The  common  carotid  was  ligature,  and  the  growth  dis- 
sected out  per  Oram  with  a  long  curved  bistoury  and  the  bases  burned 
deeply  with  the  electro-cautery.  The  latter  procedure  was  repeated  at 
intervals  for  ten  days,  when  the  general  and  local  conditions  were  entire- 
ly satisfactory.  The  patient  was  still  under  observation  in  the  hospital 
at  the  time  of  making  the  report.  Wishart. 

628 

Chicago  Epidemic  of  Streptococcus  Sore  Throat  and  Its  Relation  to  the 

IVIilk  Supply.     J.  A.  Capps  and  J.  L.  Miller,  Jour.  A.  M.  A.,  p.  1848, 

June  15,  1912;  and  p.  1715,  Nov.  9,  1912. 

By  a  conservative  estimation  it  is  said  that  10,000  persons  in  Chicago 

were  victims  of  this  epidemic  of  sore  throat.     The  majority  of  the  cases 

were  among  users  of  milk  collected  in  Batavia,  where  an  epidemic  of 

mastitis  had  been  prevalent  among  4-6   per   cent  of  the  cows,  and  an 

epidemic  of  sore  throat  among  the  farmers  and  milkers  at  the  same  dairy. 

The  authors  feel  that  the  only  remedy  is  more  careful  inspection  of  cows 

and  milkers  and  especially  efficient  pasteurization  by  the  holding  method. 

Ed. 

633 

Case  of  Vincent's  Angina.     G.  Cocks,  Proc.  N.  Y.  Acad,  of  Med.,  Jan.  24, 
1912. 
Abstracted  in  The  Labyxgoscope,  p.  107,  Aug.,  1912. 

642 

What  is  Being  Done  Outside  of  the  Dental  Office  for  the  Improvement  of 
tho  Human  Mouth.  A.  Day,  Puhlic  Health  Jour.,  May,  1912. 
This  is  a  most  interesting  account  of  the  "Great  Oral  Hygienic  Move- 
ment," which  is  now  making  headway  not  only  upon  this  continent,  but 
throughout  Northern  Europe  and  Japan.  He  points  out  the  Important 
fact  that  statistics  show  that  forty  per  cent  of  the  absence  from  school 
is  caused  by  improper  oral  condiions,  and  that  ^examinations  have  shown 
that  ninety-seven  per  cent  of  the  mouths  of  school  children  need  dental 
attention.  Last  year  in  New  York  City,  seventy  thousand  school  children 
failed,  and  had  to  take  their  year  over  again,  which  cost  the  city  three 
million  dollars.  The  leading  part  taken  by  the  dental  associations  in 
educating  public  opinion  to  the  monetary  value  of  municipal  care  of  the 
teeth  of  school  children  is  briefly  sketched,  and  the  condition  in  Canada 
outlined.  Wishart. 

645 

Gout  of  the  Salivary  Glands.    E.  Deglos.  Presse  Med.,  Feb.  10,  1912. 

Abstracted  in   I'he  Laryxgoscope,  p.  154,  Feb.,  1913. 
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662 

Angioma  of  the  Pharynx,  Larynx  and  Neck.  A.  Fallas,  Arch,  intern,  de 
Laryngol,  p.  90,  Jan.-Feb,,  1912;  and  La  Clin.,  April,  1912. 
No  operation  was  performed  since  the  patient  did  not  suffer  from  hem- 
orrhage nor  from  any  other  disturbance.  He  rehearses  the  various  pos- 
sible operative  procedures.  Mahu  has  obtained  good  results  in  such  cases 
with  injections  of  hydrogen  peroxid.  The  best  therapy  is  electrolysis  but 
it  is  slow  in  effect.     Radium  is  also  of  avail.  Ed. 

670 

Case  of  Specific  Glossitis.    W.  Freudekthal,  Trans.  N.  Y.  Acad,  of  Med., 

Nov.  2Y,  1912. 
Abstracted  in  The  Laryngoscope,  p.  231,  March,  1913. 

673 

Hemorrhage  from  the  Throat.    A.   C.  Getchell,  Boston  Med    ana  isuri,. 
Jour.,  Jan.  18,  1912. 
The  spitting  of  a  teaspoonful  or  more  of  blood  is  due  to  pulmonary 
tuberculosis,  unless  one  has  direct  visual  evidence  that  the  blood  comes 
from   the   throat.  Eu. 

674 

Chronic  Oral  Infection.  T.  L.  Gilmer,  III.  Med.  Jour.,  March,  1912,  and 
Arch  of  Int.  Med.,  April,  1912. 
Few  mouths  are  free  from  lesions  and  therefore  form  an  excellent  soil 
for  the  gathering  and  spreading  of  bacteria.  Especially  is  this  true  of 
mouth  breathers.  From  thence  they  spread  to  the  cervical  and  submaxil- 
lary lymph-glands,  causing  Ludwig's  angina,  pharyngites,  tonsillites,  etc. 
The  tubercle  bacilla,  too,  if  often  present  in  the  mouths  of  non-tuberculous 
individuals.  Ed. 

687 

Vincent's  Angina;    Its  Frequency  and   Importance  of  Its  Recognition.     T. 

H.  Halsted. 
Original  contribution  to  The  Laryngoscope,  p.  1372,  Dec,  1912. 

700 

Relation   of  Anti-Tuberculosis   Movement  to  the    Dental    Movement.     S. 

Iglauer,  Lancet  Clin.,  p.  633.  June  8,  1912. 
Both  the  dentarl  and  anti-tuberculosis  movement  are  phases  of  preven- 
tive medicine  and  both  owe  their  existence  to  the  discovery  of  the  germ 
which  causes  the  respective  disorders.  Ed. 

701 

Peculiar  Case  of  Carcinoma  of  the  Pharynx.       R.    Imhofer,    Prag.    med. 

Wchnschr.,  March  21,  1912. 
Abstracted  in  The  Laryngoscope,  p.  Ill,  Feb.,  1913. 

704 

Leucoplakia  Buccal  is.    R.  H.  Ivy,  N.  Y.  Med.  Jour.,  p.  744,  April  13,  1912. 
Three  cases  are   reported.     Ivy  feels  that  there   was  present   neither 
syphilis  nor  malignant  disease.     Tobacco  and  alcohol  are  held  to  play  a 
considerable  role  in  the  genesis  and  progress  of  this  affection.  Ed. 
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708 

stomatitis  Due  to  the  Gonococcus.  U.  Jourdax,  Arch.  Intern,  de  Laryn- 
gol.,  Jan.,  Feb.,  1912,  p.  65;  and  Clinique,  Aug.  12,  1912. 
Jourdan  believes  in  the  existence  of  this  condition,  basing  his  conclu- 
sion on  observations  on  two  cases.  The  gonococcus  Neisseri  can  exist 
and  grow  in  the  mouth,  originating  either  from  coitus  ab  ore  or  resulting 
from  a  long  standing  urethritis  gonococcica.  In  this  condition  the  same 
treatment  is  indicated  as  in  the  presence  of  the  bacilli  In  other  parts  ol 
the  body. 

717 

Vincent's  Fusiform  Bacillus;   Experimental  Researches.        F.  Lasagna. 
Original  contribution  to  The  Lary>-goscope,  p.  1009,  Aug.,  1912. 

723 

Microscopic  Examination  in  Pemphigus  Chronicus.     Lipschuetz,  Arch.  f. 
Dermatol.,  Bd.  Ill,  1912. 
In  4  of  11  cases  examinated  in  which  the  mucosa  of  the  lips,  cheeks, 
soft  and  hard  palates  was  involved,  no  mention  is  made  of  laryngeal  or 
nasal  symptoms.  Ed. 

729 

Sore  Throats  With  Complications.    S.  H.  Lutz,  L.  I.  Med.  Jour.,  Oct.,  1912. 
Several  cases  of  sore  throat  complicated  with  otitis  are  reported,  and  a 
number  of  cases  of  sore  throat  occurring  within  ten  days  in  a  private 
school  due  to  the  milk  supply.  Ed. 

730 

Report  of  a  Case  of  Infected  Dentigerous  Cyst.  G.  W.  Mackenzik,  Jour. 
of  Ophth.,  Otol.  and  Laryngol.,  p.  221,  June,  1912. 
Mackenzie  reports  a  case  in  which  the  dentigerous  cyst  was  sterile  for 
over  two  years  and  only  caused  pain  when  it  became  secondarily  infected 
with  pathogenic  micro-organisms.  It  was  successfully  removed  and  the 
patient  made  an  uneventful  recovery.  The  author  also  discusses  the 
origin  of  cysts.  Ed. 

731 

Paths  of  Rheumatic  Infection  and  Their  Protection  in  Children.  J.  R. 
Mackenzie,  Brit.  Med.  Jour.,  June  1,  1912,  p.  1232. 
The  infection  may  be  localized  In  the  throat,  bronchial  tubes  or  un- 
healthy intestinal  tract;  the  micrococcus  makes  inroads  if  the  physical 
resistance,  the  protective  properties  of  the  local  tissue  or  the  defensive 
agencies  of  the  blood  are  sub-normal.  In  a  child  of  a  rheumatic  family 
congestion  of  the  pharynx,  palate  and  fauces  should  always  receive  im- 
mediate attention;  salicylic  acid  preparations,  with  sodium  bicarbonate, 
sodium  salicylate,  potassium  chlorate  and  aperients  is  effective.  The  hy- 
giene of  the  mouth  should  also  receive  careful  attention.  Ed. 

733 

Form  of  Subjective  Disturbance  of  the  Pharynx.    Mancioli,  PoUcUn.  seg 

prat.,  Nov.  24,  1912. 
The  cases  reported  are  in  adults  who,  after  a  rheumatic  attack,  feel 
as  if  a  foreign  body  were  perforating  one  of  the  pharyngeal  walls.  Some- 
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times  the  pain  is  so  intense  that  the  patient  commits  suicide.  At  times 
no  symptoms  can  be  seen,  while  occasionally  severe  ectasia  of  the  veins 
in  the  floor  of  the  tongue  and  in  the  posterior  palatal  arch  is  noticed.  la 
some  cases  these  varices  are  due  to  hypertrophy  of  the  thyroid  gland,  in 
others  to  a  disturbance  of  the  venous  circulation.  Cauterizing  the  varices 
greatly  relieves  the  condition.  Ed. 

741 

Pharyngeal  Insufflation;  A  Simple  Method  of  Artificial  Respiration.  S. 
J.  Meltzeb,  Jour.  A.  M.  A.,  p.  1413,  May  11,  1912. 
This  method  consists  of:  (1)  the  introduction  of  the  catheter  into 
the  pharynx;  (2)  pulling  out  the  tongue;  (3)  pressing  the  suprahyoid 
region  against  the  roof  of  the  mouth;  (4)  putting  the  abdomen  under 
constant  pressure,  and  (5)  connecting  the  catheter  with  a  bellows.  When 
air  Is  thus  introduced  into  the  pharynx  its  escape  otherwise  than  into 
the  lungs  is  hindered  by  pressure  in  the  suprahyoid  region  and  by  the 
abdominal  compression.  He  has  experimented  on  four  species  of  animals^ 
dogs,  cats,  rabbits  and  monkeys,  chiefly  on  the  first  two,  and  found  it 
efficient  in  keeping  up  the  life  of  perfectly  curarized  animals  for  many 
hours  in  a  perfectly  normal  manner.  The  method  was  also  found  effective 
in  bringing  about  an  ether  anesthesia  easily  and  readily.  The  real  test 
of  it  will  have  to  be  made,  however,  on  human  beings,  and  when  carried 
out  with  case  it  can  certainly  do  no  harm. 

748 

Vincent's  Angina  in  Children.      J.  A.  Mulholland. 

Original  contribution  to  The  Laryngoscope,  p.  1356,  Dec,  1912. 

750 

Operation   for   Pneumatocele   of  the   Parotid    Gland    and    Stenson's    Duct, 

Narath,  Deut.  Ztschr.  /.  Chir.,  Vol.  112,  p.  201,  1912. 
Case  in  which  swelling  had  developed  slowly  from  glass-blowing  during 
nine  years,  and  in  which  a  cure  resulted  from  operation.  Ed. 

755 

Development  of  the  Teetli  and  Occlusion  as  Factors  in  the  Development  of 
Facial  Bones.     F.  B.  Noyes. 
Original  contribution  to  The  Laryngoscope,  p.  1261,  Nov.,  1912. 

757 
Vinpent's  Angina.     T.  E.  Oertel,  Jour.  Med.  Assn.  of  Ga.,  p.  277,  March,, 

1912. 
Oertel  gives  a  list  of  synonyms  for  Vincent's  angina,  a  definition,  its 
history,  geographic  distribution,  bacteriology,  means  of  staining  the  or- 
ganisms, associated  organisms,  pathology,  symptomatology,  complications, 
duration  of  the  attacks,  contagiousness,  means  of  diagnosis,  prognosis 
and  treatment.  Ed. 

762 

Primary  Gangrene  of  tlie  Pharynx.     A.  Poppi,  Arch.  ital.  di  Otol,  p.  132, 
March,  1912. 
Two  cases  of  primary  gangrene  of  the  pharynx  are  reported,  one  in  a 
woman  of  48  years  and  the  other  in  a  man  of  24;  both  were  fatal.     The 
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previously  recorded  cases  are  mentions,  the  etiology  of  the  disease  dis- 
cussed and  the  clinical  symptoms,  especially  the  presence  of  black  scaos 
on  the  tonsils,  the  rapid  progress  of  the  disease,  dysphagia,  high  fever 
and  hemorrhage  pointed  out.  Therapy  consists  in  application  of  anti- 
septics, subcutaneous  injection  of  anti-streptococcal  serum  and  administra- 
tion of  excitants.  gp 

763 

Pedunculated   Lipoma  of  the  Pharynx.     Pobta,  Gaz.  degli  Osped.,  March 
31,   1912. 
Pedunculated  submucous  lipoma  of  the  oro-pharynx  in  a  child  of  16 
months.     The  tumor  looked  like  a  second  tongue  and  caused  such  great 
difficulty  in  breathing  that  surgical  intervention  was  most  urgent.    Ed. 

772 

study  of  Streptococci  From  Milk  and  From  Epidemic  Sore  Throat  and 
the  Effect  of  Milk  on  Streptococci n.  E.  C.  Rosenow,  Jour.  Infect.  Dis., 
Nov.,  1912. 
During  a  recent  epidemic  of  sore  throat  due  to  milk  in  Chicago,  Rose- 
now  found  that:  1.  Streptococcin  virulent  to  animals  but  which  differ 
from  typical  streptococcus  pyogenes  in  a  more  abundant  growth  in  being 
encapsulated  and  not  forming  chains,  and  in  causing  but  little  heinolysis. 
occurring  in  predominated  numbers  in  epidemic  sore  throat  of  milK 
borne  origin.  On  artificial  cultivation  these  strains  sooner  or  later  as- 
sume the  characteristics  of  streptococcus  pyogenes.  2.  By  placing  strepto 
coccus  pyogenes  in  unheated  milk  it  becomes  modified  so  as  to  correspond 
to  the  streptococci  in  epidemic  sore  throat.  3.  The  fact  that  milk  so 
modifies  streptococci  is  an  additional  indication  of  the  important  part  it 
may  play  in  epidemic  sore  throat.  4.  Milk  drawn  in  a  sterile  way  from 
•\ormal  cows  may  contain  virulent  streptococci  and  pneumococci;  hence 
"certified  milk"  while  surely  less  contaminated  than  ordinary  milk,  may 
contain  pathogenic  bacteria,  and  the  advisability  of  pasteurization  ever 
in  this  case  should  be  considered,  especially  in  seasons  when  sore  throat 
is  common.  Hals'^fd. 

776 

Brief  Report  of  an  Epidemic  of  Sore  Throat  with  Involvement  of  the  Cer- 
vical  Lymph-nodes.     John  Ruehrah,  Am.  Jour,  of  Dis.  of  Children, 
Nov.,  1912. 
Dr.  Ruehrah  reported  his  observations  of  an  epidemic  of  sore  throat 
with  involvement  of  the  cervical  lymph-nodes.     These  conclusions  were 
reached:     (1)     A  streptococcus  infection  may  be  caused  by  infected  milk, 
and  this  disease  may  be  exceedingly  severe  and  attended  with  numerous 
complications  and  fatalities.     (2)     Even  in  cold  weather  milk  may  be  the 
source  of  the  disease.     (3)     No  matter  how  carefully  raw  milk  is  handled 
it  may  at  times  be  a  source  of  danger.     (4)     The  milk  supplied  to  cities 
should  be  pasteurized,  and  where  by  accident  the  dairy  company  cannot 
properly  pasteurize  its  milk,  it  should  be  compelled  to  notify  its  consum- 
•ers,  so  that  they  can  either  pasteurize  or  boil  the  milk.  Halsted. 
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Case  of  Angioma  of  the  Oro-pharynx.  W.  Sanderson,  Brit.  Med.  Jour., 
Feb.  17,  1912. 
Patient  was  a  girl  of  10  years  who  was  brought  to  the  author  because 
of  slight  cough;  no  discomfort  nor  difficulty  in  swallowing;  not  a  mouth- 
breather.  Inspection  revealed  a  diffuse  bluish-red  growth  involving  the 
pharyngeal  wall  in  its  posterior  and  lateral  aspects  extending  as  far  as 
the  posterior  faucial  pillars.  Posterior  rhinoscopy  showed  that  it  ceased 
by  a  horizontal  margin  just  above  the  level  of  the  soft  palate.  The  laryn- 
goscope showed  the  central  ridge  terminating  in  a  rounded  bulbous  ex- 
tremity which  frequently  came  into  contact  with  the  tip  of  the  epiglottis. 
Minute  area  of  right  posterior  faucial  pillar  also  involved,  no  large  ves- 
sels visible;  mucous  membrane  itself  affected  with  the  disease.        Ed. 

793 

Case    of    Pharyngotomia    Subhyoidea    with    Laryngeal    Fissure    Operated 

Under  Local  Anesthesia.    Tapia,  Rev.  espan.  de  LaringoL,  Jan.-Aprtl, 

1912. 

After  an   injection  of  novocain-suprarenin  along  the   line  of   incision 

Tapia  exposed  the  superior  laryngeal  nerve  and  for  ten  minutes  applied 

a  cotton  pad  dipped  in  ten  per  cent  cocaih;    the  laryngeal   cavity  was 

treated  with  the  same  solution.    All  pain  was  thus  avoided.  Ed.  - 

804 

Angina  Blastomycosa.     C.  J.  P.  Van  Zadelhoff,  Med.  Weekblad.,  May  4, 

1912. 
During  the  diphtheria  epidemic  in  Zandvoort  in  1911  all  anginas  were 
bacteriologically  examined.     Twenty  cases  showed  the  presence  of  yeast 
fundus..    The  clinical  condition  was  similar  to  that  of  a  mild  catarrhal 
or  lacunar  angina.  Goldstein. 

817 

So-called  Mixed  Tumors  of  the  Salivary  Glands.  L.  B.  Wiison  and  C. 
Willis,  Am.  Jour.  Med.  Sci.,  p.  656,  May,  1912. 
This  paper  is  based  upon  a  study  of  fifty  mixed  tumors  of  the  parotid 
and  six  of  the  submaxillary  glands,  usually  in  young  adults.  The  tumors 
cause  but  slight  inconvenience  and  surgical  relief  is  not  sought  for 
years.  They  are  probably  mesotheliomata  of  embryonic  origin.  Recur- 
rence after  complete  removal  Is  rare.  Ed. 

824 

Salvarsan  in  Local  Treatment  of  Vincent's  Angina.  C.  Achard,  Bull,  de 
VAcad.  de  Med.,  Oct.  8,  1912. 
Achard  prefers  the  local  application  of  salvarsan  in  Vincent's  angina  to 
the  intravenous  method  used  by  Ehrlich,  Rumpel  and  Gerber  because  of 
the  lessened  danger  and  also  because  this  affection  is  local.  In  one  very 
stubborn  case  in  which  the  velum  of  the  palate  was  deeply  ulcerated  and 
the  uvula  had  been  destroyed  salvarsan  applied  in  solution  and  then  in 
powdered  form  resulted  in  improvement  and  rapid  cicatrization.  In  an- 
other very  severe  case  salvarsan  in  glycerin  applied  three  times  a  day 
for  four  days  resulted  in  a  cure. 
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In  cases  in  which  it  is  difficult  to  make  a  differential  diagnosis  between 
syphilis  and  Vincent's  angina  salvarsan,  locally,  is  especially  indicated, 
since  no  risk  is  run  and  there  is  hope  for  cure  in  either  case.  Ed. 

825 

Local  Application  of  Salvarsan.  A.  Allport,  Brit.  Med.  Jour.,  p.  349,  Aug. 
17,  1912. 
Man,  aged  50,  with  no  history  or  suspicion  of  syphilis  suffered  from  a 
sore  tongue  due  to  excessive  smoking.  The  condition  became  more  acute 
and  painful  upon  the  administration  of  iodid  and  mercury  though  the 
patient  gave  up  smoking.  After  two  days  of  salvarsan,  locally  applied, 
the  ulcers  diminished  to  one-quarter  their  former  size  and  a  cure  was 
effected.  Ed. 

826 

Treatment  of  Bucco-lingual    Leucokeratosis  With   Copper  Sulphate  Solu- 
tion.    AviERixos,  Le  Larynx,  No.  3,  1912. 
For  twenty  days  each  month  the  author  applied  this  solution:    (cupr. 
sulf.  20;  ag.  dist.;  glycerin  ana  10.0)  with  very  good  results.  Ed. 

828 

Experiments  With   Autolytic   Solutions   in   the  Treatment  of   Inoperable 
Cancer  of  the  Throat,  Neck  and  Face.       J.  C.  Beck,  Ann.  of  Otol.,  p. 
198,  March,  1912. 
This  therapy  is  based  on  Cohnheim's  cancer  theory,  namely  that  at  birth 
there  is  a  substance  in  the  blood  which  is  inimical  to  cancer-growth  and 
as  long  as  this  substance  is  present  in  the  blood  no  carcinoma  develops 
even  though  the  "mechanical,  chemical  and  organic  irritation  be  mani- 
fest."   Therefore  this  therapy  provides  for  injecting  this  solution  obtained 
either  from  the  carcinoma  or  from  a  fetus.    Three  cases  are  reported;  in 
two  the  treatment  was  successful ;  the  third  has  received  too  few  Injections 
to  warrant  conclusions.  Ed. 

836 

Palato-plastic.    A.  Castex,  Bull.  d'Oto-Rhino-Laryngol.,  p.  251,  July,  1912. 

In  all  patients  over  5  years  the  operation  is  done  at  one  sitting  usually 
under  chloroform.  The  technic  is  described.  The  sutures  are  left  in 
place  from  ten  to  thirty  days.  Ed. 

845 

Surgical    Treatment   of   Tumors   of   the    Pharynx    by   the    Buccal    Route. 

DuRAXD  AND  Gal'lt,  Rev.  HcM.  de  Laryngol.  d'Otol.  et  de  Rhinol., 

May  18,  1912. 
The  surgical  treatment  of  tumors  of  the  pharynx  by  the  buccal  route 
is  a  much  safer  procedure  for  the  patient  than  the  classic  pharyngotomy. 
It  should  therefore  be  recommended  to  the  attention  of  surgeons  who  are 
too  much  disposed  to  prefer  the  large  incisions  of  the  external  route. 
Internal  pharyngotomy  is  absolutely  indicated  in  all  benign  or  encap- 
sulated tumors  and  is  preferable  in  malignant  tumors  which  are  clearly 
limited.  Thanks  to  internal  pharyngotomy,  we  can  escape  both  the  ter- 
rible dilemma  of  desperate  abstention  and  the  mutilating  and  so  often 
fatal   external   operation.  Scheppegbell. 
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846 

Surgical  Removal  of  Tonsils.  H.  A.  Foster,  Am.  Jour,  of  Surg.,  p.  150, 
April,  1912,  and  Jour.  Ophth.  Otol.  and  Laryngol.,  p.  143,  April,  1912. 
In  this  paper  Foster  advocates  finger  enucleation  as  the  quickest  and 
best  procedure.  The  tonsils  are  removed  entire  and  in  the  1500  cases  in 
which  Foster  has  employed  this  technic  he  had  no  instance  of  hemorrhage. 
He  further  asserts  that  under  all  conditions  and  in, any  age  patient  the 
tonsil  may  be  removed  by  this  procedure.  Ed. 

854 

Method  of  Enucleation  of  the  Tonsil.  C.  W.  Hope,  Brit.  Med.  Jour., 
p.  542,  March  9,  1912. 
The  author  uses  two  forceps  which  serve  when  open  as  elevators  and 
closed  to  grasp  and  hold  back  the  palatal  arch.  He  describes  his  technic 
in  full.  Hope  uses  chlorethyl  anesthesia  for  his  hospital  work  and  chloro- 
form-ether in  his  office  operations.  Ed. 

855 

Control  of  Tonsillar  Hemorrhage.      H.  Horn,  Nurses  Jour,  of  Fa.  Coast, 
June,  1912. 
In  this  article  Horn  outlines  to  nurses  what  procedure  to  follow  when 
they  are  confronted  with  hemorrhage  cases  following  tonsillar  operation. 

Ed 

859 

Citron  Juice  in  the  Treatment  of  Angina.       Keller,  Gaz.  Med.  de  Paris. 

1912. 
Gargling  with  a  mixture  of  citron  juice,  water  and  2  per  cent  potassium 
chlorate  or  a  50  per  cent  solution  of  lusoform  is  recommended  as  well  as 
applications  of  pads,  dipped  in  this  solution,  several  times  a  day.  Com- 
presses of  cold  or  warm  water  may  be  used  in  conjunction  with  this 
solution.  '  Ed. 

869 

Preliminary  Laryngotomy  in  Operations  Upon  the  Tongue.  Newbolt, 

Liverpool  Med.-Chir.  Jour.,  Jan.,  1912. 
Newbolt  points  out  as  advantages  of  preliminary  laryngotomy  In  opera- 
tions upon  the  tongue  that  the  surgeon  can  see  what  he  is  doing,  there 
Is  no  hurry,  no  blood  enters  larynx,  the  anesthetist  is  not  in  the  surgeon's 
way.  The  prognosis  Is  good  if  the  diagnosis  is  made  early  and  if  the 
excision  Is  extensive  including  removal  of  glands  of  neck.  Ed. 

879 

Closure  of  Cleft  Palate  by  Gradual  Pressure.  B.  F.  Shea,  Intern.  Jour, 
of  Surg.,  April,  1912. 
In  the  historical  review  of  this  procedure  this  operation  is  traced  back 
to  Lemonier  (1776)  a  French  dentist.  Shea's  variation  from  the  pres- 
ent day  modification  is  the  use  of  a  gold  bar  and  platinum  wire,  18  gauge. 
It  has  threaded  ends  with  nuts  attached;  these  are  screwed  a  little  each 
day,  the  gradual,  constant  pressure  closing  the  cleft.  The  soft  parts  of 
the  mouth  are  protected  by  gutta  percha.  *  Ed. 
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891 

Technic  of  Tonsillectomy.    S.  Texzer,  Wr.  klin.  Wchnschr.,  Jan.  18,  1912. 
Tenzer  recommends  Sluder's  method  of  tonsillectomy  and  describes  the 
technic.  Ep 

892 

X-ray  Measurements  of  the  Permanent  Teeth  Before  Eruption  to  Provide 
for  Early  Regulation  of  the  Dental  Arch.     S.  Tousey. 
Original  contribution  to  The  Laryngoscope,  p.  1300,  Nov.,  1912. 

896 

Local  Salvarsan  Therapy  With  Especial   Reference  to  Spirochetes  In  the 
Oral     Cavity.    Zilz,  Mnench.  Med.  Wchnschr.,  p.  21,  1912,  and  Deut. 
Zahnaerzt.  Zing.,  No.  1,  1912. 
Abstracted  in  The  Laryngoscope,  p.  1118,  Sept.,  1912. 

897 

Use  of  Salvarsan   in   Treatment  cf   Ulcerous  Scarlatinal   Anginas,   Noma 

and   Ulcero-membranous  Stomatitis.     Zvber  Axn   Petit,   Med.  Pract., 

No.  41,  p.   649,   1912. 

Local  applications  of  arseno-benzol  in  glycerin-solution    (1-10  or  1-20) 

were  so  effective  that  intravenous  injection  was  rarely  required.     Even 

in  the  severe  ulcerous  or  gangrenous  forms  of  scarlatinal  angina  this 

therapy  resulted  in  seven  cures  in  twelve  cases.     •  Ed. 

902 

Complications  of  Frontal  Sinus  Suppurations. Eckstein,  Ztschr.  f.  Laryn- 
gol.  Jihinol,  u  thre  Grenzgeb.,  p.  291,  Bd.  5,  Heft.  2,  1912. 

Chimney-cleaner,  15  years  old,  complained  for  10  days  of  pain  In  left 
frontal  region  and  left  eye.  Temperature  39°.  Left  frontal  region  sen- 
sitive to  pressure.  Both  eyelids  red  and  swollen,  especially  the  lateral 
portion  of  the  left  upper  lid  from  whence  the  neighboring  frontal  region 
was  involved.  Left  chemosis  conjunctivae  and  protrusio  bulbi.  Bilateral 
swelling  of  the  middle  turbinates  and  pus  in  ostium  frontale.  Douching 
of  left  sphenoid  sinus  showed  the  presence  of  pus.  Anterior  part  of  left 
middle  turblnal  removed  with  an  Incision  along  the  margo  supraorbitalls; 
foul  smelling,  discolored  pus  issued  from  a  subperiosteal  abcess.  In- 
crease In  swelling  of  eyelids,  left  eye  improved.  Patient  somnolent  and 
temperature  high;  heart-action  irregular. 

Operation  disclosed  a  second  periosteal  abscess  above  the  lateral  half  of 
the  margo  supraorbitalls  on  the  anterior  wall  of  the  os  frontal.  The 
bone  showed  presence  of  osteomyelitis  and  its  disease  spread  Into  the 
frontal  region  and  involved  most  of  the  os  frontal.  No  bridge  could  be 
formed.  The  frontal  sinus  was  scarcely  as  large  as  a  cherry  pit  and  was 
filled  with  discolored  pus.  Ethmoid  and  sphenoid  sinus  cleaned  out; 
then  typical,  radical  Kllllan  operation  on  right  side;  here  no  osteomyelitis. 
The  small  frontal,  ethmoid  and  sphenoid  sinuses  contained  but  a  small 
amount  of  pus  and  thick  discolored  mucosa.  Death.  Autopsy  showed  a 
purulent  thrombosis  of  the  longitudinal  sinus  and  an  extra-dural  abcess 
above  the  upper  half  of  the  left  frontal  lobe;  no  meningitis.  Ed. 
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90*7 

Report  of  a  Case  of  Mucocele  of  the  Frontal  Sinus  with  Dilatation.    G.  C. 
Hall. 
Original  contribution  to  The  Laryngoscope,  p.  955,  July,  1912. 

908 

Twenty-eight  External  Operations  on  the  Frontal  Sinus.     H.  Horn,  Cat. 

State  Jour,  of  Med.,  Feb.,  1912. 

Horn  states  that  the  greatest  protection  against  a  fatal  termination 
and  tlie  best  security  for  an  absolute  cure  lies  in  the  preliminary  intra- 
nasal work,  which  should  extend  over  months.  The  ethmoid,  sphenoid 
and  antrum  should  receive  attention  before  the  operation,  the  operation 
should  be  carried  out  as  radically  as  possible  and  perfect  drainage  estab- 

hed. 

In  7  of  Horn's  28  cases  a  cure  took  place  in  from  5  to  8  days,  and  12 
in  from  10  to  14  days.  Three  cases  were  only  cured  (after  3  weeks)  be- 
cause of  the  radical  procedure  and  because  perfect  drainage  was  secured 
by  negative  pressure.  Reoperation  was  only  necessitated  in  those  cases 
in  which  the  method  at  the  first  operation  had  been  too  conservative. 

Ed. 

910 

Fronto-ethmoidal  Trepanation.     A.  Iwanoff,  Ztschr.  f.  Laryngol.,  Rhinol., 
u.  ihre  Orenzgeb.,  p.  265,  Bd.  5,  Heft  2,  1912. 
Abstracted  in  The  Laryngoscope,  p.  1233,  Oct.,  1912. 

912 

Development  of  the  Frontal  Sinus  Lasagna,  Qaz.  degli  Oaped.,  June  2, 
1912. 
The  frontal  sinus  may  develop  from  three  ethmoid  cavities  or  cells. 
The  anterior  is  the  one  most  constantly  found,  the  middle  develops  be- 
hind the  anterior  and  may  become  superficial  in  the  region  of  the  pro- 
cessus orbitalis,  the  posterior  (when  it  exists)  Is  located  In  the  posterior 
part  of  the  orbital  vault  in  the  processus  clinoideus  anterior.  The  oper- 
ative method  preferred  is  that  of  Jacques  with  opening  of  the  arcus  super- 
ciliaris  from  below,  because  this  procedure  permits  of  a  thorough  explora- 
tion of  the  various  cavities  of  the  frontal  sinus.  Ed. 

913 

Case  of  Osteoma  and  iVIucocele  of  the  Frontal  Sinus  with  Perforation  of 
the  Cerebral   Wall.     W.   Pfeiffer.  Ztschr.  f.  Ohrenh.,  p.  223.  Bd.   64. 
Heft  3,  1912. 
In  Pfeifter's  case  the  tumor  appeared  in  a  young  patient  la  student  of 
24  years).     Previous  to  the  clinical   symptoms  the  patient  was  always 
healthy   and   had   never   had   any   inflammation    in   the    nasal   accessory 
sinuses.     No  history  of  trauma.     Microscopic  examination   tailed  to  re- 
veal cartilage  tissue.     In  the  course  of  the  disease  an  otitis  media  de- 
veloped complicated  by  exostoses  of  the  anterior  and  posterior  wall  of 
the  auditory  canal.     Eventual  recovery.  Ed 
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816 

Circumscribed  Orbital  Edema  from  Frontal  Sinusitis.  W.  C.  Posey.  Ann. 
of  Ophth.,  April,  1912. 
Interesting  report  of  a  case  of  circumscribed  swelling  in  the  orbit  due 
to  sinus  intlammation.  The  auttior  feels  that  the  sinus  infection  was  fol- 
lowed by  orbital  infiltration,  probably  of  the  nature  of  a  collateral  In- 
flammatory edema.  Ed, 

917 

Review   of    Eighty-one   Cases  of   Inflammation   of   the    Frontal   Sinus;    A 
Comparative  Study.     G.  L.  Richakds. 
Original  contribution  to  The  Lartngoscope,  p.  100,  Feb.,  1912. 

919 

Unusual  Sinus  Frontalis.  J.  P.  Schaeffer,  Ann.  of  Surg.,  p.  396,  Sept., 
1912. 
The  left  sinus  of  this  cadaver  presents  nothing  unusual;  the  right  side, 
however,  projects  beyond  the  mid-sagittal  plane.  Its  greatest  transverse 
measurement  is  50  mm.  and  the  greatest  ventro-dorsal  but  10  mm.  It 
hardly  extends  over  the  orbit  but  projects  into  the  squama  frontalis.  On 
the  dorsal  wall  a  round  ostium  (2  mm.  in  diameter)  is  noted  which  leads 
to  a  large  accessory  sinus  immediately  dorsal  to  the  normal  sinus.  A 
large  accessory  frontal  sinus  communicating  with  the  right  frontal  sinus 
is  found;  it  measures  37  mm.  In  its  greatest  transverse  dimension  and 
30  mm.  in  its  greatest  ventro-dorsal  extent,  and  projects  somewhat  Into 
the  squama  frontalis  extending  dorsal  into  the  pars  orbitalis  of  the  frontal 
bone.  The  ethmoid  infundibulum  ends  in  an  anterior  ethmoid  cell. 
Schaeffer  also  discourses  on  the  genesis  of  this  condition.  Ed. 

923 

Frontal  Sinusitis.      Van  dex  Wildexberg,  Anvers  Med.,  May  31,  1912. 

All  suspected  cases  of  frontal  sinusitis  in  infants  should  be  examined 
by  means  of  the  Roentgen  rays.  Three  cases  are  reported  from  which  the 
author  concludes  that  the  etiological  factor  in  this  disease  is  not  always 
scarlatina.  Ed. 

927 

Cubical  Capacity  and  Superficial  Area  of  the  Sphenoid  Sinus.   H.  W.  Loeb, 

Ann.  of  Otol.,  March,  1912;  and  Interstate  Med.  Jour.,  Dec,  1912. 

Loeb  found  that  the  cubical  capacity  in  the  twenty  sphenoid  sinuses 

examined  varied  from  0.6  to  11.8  ccm.  with  an  average  of  5.145  ccm.;  and 

the  superficial  area  from  2.4  to  28.2  qcm.  with  an  average  of  16.65  qcm. 

Ed. 

930 

Roentgen  Rays  as  an  Aid  to  the  Diagnosis  of  Diseases  of  the  Sphenoidal 
Sinus.  Ross  Hall  Skillern,  Ann.  of  Otol.,  p.  849,  Dec,  1912. 
The  diagnosis  of  sphenoidal  disease  at  best  is  not  an  easy  matter,  and 
oft-times  requires  repeated  examinations  before  a  purulent  secretion  can 
be  traced  to  Its  origin.  General  symptoms  may  be  marked,  and  the  local 
symptoms  be  mild  or  entirely  absent.    A  resection  of  one  or  both  turbi- 


■^^2  '       ACCESSORY  SINUSES. 

nates  is  often  necessary  before  the  sphenoidal  wall  becomes  accessible  to 
inspection  and  subsequent  instrumentation. 

The  Roentgen  rays  have  proven  of  the  greatest  definite  diagnostic 
value.  From  a  rhinologist's  point  of  view  the  important  facts  elicited 
are  as  follows:  (1)  The  difference  in  the  shadow  intensity  of  the  two 
sides;  (2)  whether  the  shadow  or  abnormal  opacity  also  involves  the 
posterior  ethmoid  cells;  (3)  the  size  of  the  sphenoid  sinus;  (4)  the  dis- 
tance between  the  anterior  wall  and  the  vestibulum  nari;  (5)  the  shape 
of  the  sphenoid  sinus  with  special  reference  to  the  posterior  or  cerebral 
and  the  lateral  wall.  The  first  and  second  are  of  importance  for  diagnosis, 
and  the  third,  fourth  and  fifth  for  operative  purposes. 

Examinations  should  be  complete,  and  this  involves  a  study  of  the 
other  accessory  sinuses  as  well.  From  four  to  six  or  more  exposures  are 
required — at  least  two  postero-anterior  and  one  lateral  are  essential.  This 
is  then  made  more  complete  by  making  two  lateral  stereoscopically  and 
adding  two  oblique.  In  exceptional  cases  a  vertical  or  antero-posterlor 
view  is  needed. 

Not  only  are  the  rays  useful  in  diagnosing  catarrhal  and  purulent  dis- 
ease of  the  sphenoid  sinuses,  but  valuable  information  will  be  obtained 
also  in  demonstrating  the  extent  of  new  growths  and  thus  a  complete 
operation  can  be  done  when  advisable,  or  a  meddlesome  operation  may  he^ 
avoided. 

Much  depends  upon  the  making  of  good  negatives  but  more  upon  skill- 
ful interpretations.  ' 

931 

Sphenoidal  Sinusitis  in  Relation  to  Optic  Neuritis.  .     J.  P.  Tunis. 
Original  contribution  to  The  Laryngoscope,  p.  1157,  Oct.  1912. 

933 

Ethmoidectomy  for  Epithelioma.    AtiDiBERX,  Rev.  hehd.  de  Laryngol.,  Feb. 
24,  1912. 
Abstracted  in  The  Laryngoscope,  p.  1050,  Aug  ,  1912. 

935 

Relation  of  Diseases  of  the  Posterior  Sinuses  to  Painful  Condition  of  the 
Ear.      J.  tl.  Bryan. 
Original  contribution  to  The  Laryngoscope,  p.  1362,  Dec,  1912. 

937 

Orbital  Cellulitis  in  a  Child  Due  to  Ethmoidal  and  Sphenoidal  Sinusitis. 
J.  H.  GxTENTZER,  Proc.  N.  Y.  Acad,  of  Med.,  April  24,  1912. 
Abstracted  in  The  Laryngoscope,  p.  1154,  Sept.,  1912. 

938 

Papilloma  Durum  of  the  Ethmoid  and  Sphenoid  Region  Removed  by  the 

Denker  Operation.    B.  Hanxemann,  Ztschr.  f.  Ohrenh.,  p.  1,  Bd.  65, 

Heft.  1,  1912. 

Woman  of   59-  years;    nose   stopped   up  since   two  years.     Rhinoscopy 

showed  the  left  side  filled  with  a  partially  soft  and  partially  hard  tumor- 
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mass.  Wassermann,  negative.  X-ray  picture  showed  distinct  shadow  in 
the  left  nasal  cavity  and  a  somewhat  less  distinct  one  in  the  left 
maxillary  sinus.  Histological  diagnosis  pointed  to  carcinoma.  Removal 
in  toto  by  means  of  the  Denker  operation.  Uneventful  recovery  and  no 
recurrence  within  ten  months.  Ed. 

944 

Enlargement  of  Blind  Spot  and  Central  Scotoma  in  Diseases  of  the  Pos- 
terior Nasal  Sinuses.     Ruebel,  jK'Ztn.  Monatschr.  f.  sugenh.,  p.  136, 

Aug.,  iyi2. 

Case  1:  Bilateral  empyema  of  ethmoid  cells;  extensive  bilateral  en- 
largement of  blind-spot  for  red  and  green  which  disappeared  a  few  days 
after  opening  of  posterior  ethmoidal  cells;  left  posterior  ethmoidal  cells 
in  contact  with  left  and  right  optic  canal. 

Case  2:  Large  central  scotomas  for  red  and  green  around  blind-spot, 
enlarged  for  white;  small  paracentral  absolute  scotomas  for  red  and 
green,  close  to  point  of  fixation,  paralysis  of  accommodation  in  left  eye. 
Removal  of  middle  turbinate  relieved  all  these  symptoms. 

Case  3:  Typical  Van  der  Hoeve's  symptom,  without  central  scotoma, 
in  right  eye  following  exacerbation  of  chronic  nasal  catarrh  on  right  side 
involving  ethmoid  cells.     Opening  latter  relieved  para-central  scotomas. 

Case  4:  Large  absolute  central  scotoma  extending  beyond  blind  spot, 
enlarge  for  white.  Operation  for  bilateral  empyema  of  ethmoid  cells. 
This  case  showed  that  operative  cure  of  nasal  disease  results  in  great 
improvement  even  if  the  papillo-macular  bundle  of  the  optic  nerve  is  af- 
fected. Ed. 

953 

Radical  Operation  by  the  Endo-nasal  Route  for  Chronic  Maxillary  Sinusitis. 
R.  Arnal,  These  de  Paris,  1912. 
Arnal  draws  these  conclusion:  Most  chronic  maxillary  sinusitis  can  be 
spontaneously  cured  by  simple  avulsion  of  the  dental  caries.  If  the 
molar  and  pre-molar  teeth  on  the  side  of  the  affected  sinus  are  intact, 
douching  the  sinus  is  the  best  measure.  If  these  douchiugs  have  no  effect, 
surgical  intervention  is  indicated.  The  best  operative  procedure  which 
exposes  the  maxillary  antrum  in  the  easiest  and  most  complete  manner 
is  trepanation  of  the  canine  fossa.  The  Caldwell-Luc  operation  is  too 
complicated  and  serious  and  the  author,  therefore,  recommends  the  endo- 
nasal  method  originated  by  Rethi-Claoue  and  modified  by  Mahu  as  the 
simplest  and  most  effective  procedure.  Ed. 

958 

Report  of  a  Case  of  Simulated  and  One  of  True  Maxillary  Empyema,  Both 
of  Dental  Origin.  M.  R.  Bkkn.  Jour.  A.  M.  A.,  p.  1010,  April  6.  1912. 
Case  1:  Several  years  after  having  his  upper  teeth  pulled  patient  de- 
veloped such  severe  swelling  and  pain  on  the  right  side  that  the 
eye  could  not  be  opened.  Nose  normal,  transillumination  revealed  dark 
shadow  in  right  maxillary  sinus.     Recovery  set  In  after  removal  of  the 
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root  apex  of  the  canine  tooth  around  which  there  were  two  small  fistulous 
openings  discharging  pus. 

Case  2:  Deafness,  tinnitus  and  maxillary  sinusitis  developed  due  to 
partial  extraction  of  a  dental  root.  Rhinoscopic  examination  of  the 
antrum  revealed  a  portion  of  root  of  tooth  lying  on  the  outer  edge  of  the 
upper  antral  opening.     Removal  of  this  stopped  suppuration.  Ed. 

972 

A  Case  of  Latent  Suppuration  of  the  Alveolar  Process  Simulating  Chronic 
Antral  Empyema.  Goldman,  Monatschr.  f.  Ohrenheilk,  u.  Laryngo, 
Rhinol,  Vol.  46,  p.  1001,  No.  8,  1912. 
The  writer  himself  was  stricken  with  a  chronic  maxillary  sinus  sup- 
puration following  an  attack  of  influenza.  The  symptoms  of  the  former 
were  extended  to  the  first  molar  and  second  bicuspid,  these  symptoms,  as 
also  the  nasal  discharge,  disappeared  upon  removal  of  the  bicuspid 
tooth.  A  skiagraph  showed  the  alveolar  process  around  these  teeth  dis- 
eased. The  negative  history  previous  to  the  influenzal  attack  excludes 
the  presence  of  a  suppurating  dental  cyst;  an  osteomyelitis  of  the  pro- 
cess communicating  with  the  abcess  adjoining  the  maxillary  sinus  was 
diagnosed.  The  latent  appearance  of  the  dental  symptoms  are  supposedly 
due  to  an  extension  of  mucous  membrane,  necrosis  affecting  the  bone 
contiguously  rather  than  through  an  hematogenous  pathway.  The  im- 
portance of  skiagraphy  of  the  alveolar  process  in  diagnosis  ahd  prognosis 
of  antral  disease  is  especially  mentioned.  Kleene   (Stein). 

976 

Prophylaxis  of  Maxillary  Development.  N.  S.  Hoff,  Dental  Register^ 
May,  1912. 
Before  the  eruption  of  the  permanent  teeth  a  systematic  oral  prophy- 
laxis should  be  undertaken  especially  in  respect  to  the  palatal  arch  so 
that  each  tooth  may  have  enough  room.  Often  infection  from  hyper- 
trophied  tonsillar  crypts  spreads  to  the  mouth  and  prevents  the  normal 
development  of  the  teeth  and  maxilla.  Mouth-breathing  should  be  cor- 
rected. Often  it  is  caused  by  tonsils,  adenoid  vegetation  or  faulty  oc- 
clusion  of  the   teeth.  Ed. 

979 

Removal  of  Foreign  Body  from  the  Maxillary  Sinus.  Lawyer,  Wr.  med~ 
Wchnschr.,  No.  25,  1912. 
A  drainage  tube  remained  in  maxillary  sinus  since  its  opening  two 
years  previously  through  alveolar  process.  Suddenly  severe  antritis; 
opening  of  antrum  through  nose  (modified  Mikulicz'  method)  and  drain- 
tube   (7  cm.  long)   thus  removed.  En. 

983 

Pathology  and   Diagnosis  of  Maxillary  Sinus   Suppuration.      G.   W.   Mac- 
kenzie, Proc.  PMla.  Laryngol.  Soc,  April  30,  1912. 
Abstracted  in  The  Labyngoscope,  p.  1053,  Aug.,  1912. 
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986 

Anatomy  of  the  Maxillary  Sinus.      C.  A.  C'Reillt,  Proc.  Phila.  Laryngol. 
Soc,  April  30,  1912. 
Abstracted  in  The  Labyngoscope,  p.  1052,  Aug.,  1912. 

989 

Orbital  Cellulitis  from  Disease  of  the  Superior  Maxilla  in  Children.  W. 
C.  Posey,  Jour.  A.  M.  A.,  p.  1020,  Sept.  21,  1912. 
Posey  discusses  in  connection  with  the  two  cases  reported  the  anatomic 
conditions  of  the  development  of  the  superior  maxillary  and  points  out 
that  infection  of  the  alveolar  border  can  easily  arise  during  eruption  of 
teeth  followed  by  inflammation  of  the  entire  bone.  Traumatism  may  also 
produce  orbital  cellulitis,  especially  if  the  vitality  is  low.  Tuberculosis, 
scarlet  fever,  typhoid  and  tonsillitis  are  also  predisposing  factors.  The. 
X-ray  is  of  great  aid  in  making  a  diagnosis;  treatment  should  consist 
In  evacuating  the  pus  and  establishing  proper  drainage.  Ed. 

990 

Angiomata  of  the  Antrum  of  Highmore.     E.     F.  -  Reamer,    Jour.-Lancet, 
Jan.  1,  1912. 
One  case  is  reported  in  detail.     In  spite  of  repeated  recurrence  which 
necessitated  further  interventions  the  author  regarded  the  tumor  as  be- 
nign. Ed. 

997 

Case  of  Panantritis  Acuta  Dextra  in  a  4-year-old  Boy.    Fbitz  Schlemmer, 

Monatschr.  f.  Ohrenh.,  p.  1229,  Bd.  46,  Heft  10,  1912. 
Patient  since  his  fifth  month  had  numerous  attacks  of  angina,  one  of 
which  being  followed  by  a  typical  pneumonia;  3  months  later  another 
angina  was  followed  by  swelling  of  the  right  upper  and  lower  eyelids, 
edema  of  eyebrow  and  root  of  nose;  anterior  rhinoscopy  showed  right 
side  intensely  swollen  and  filled  with  thick  purulent  secretion.  The  fron- 
tal sinus  was  opened  (Killian),  ethmoid  cells  exenterated,  the  minute 
sphenoid  also  opened  and  antrum  punctured  through  caninf?  fossa.  Eight 
days  later  both  tonsils  were  removed,  the  right  one  was  very  adherent 
and  its  crypts  filled  with  desquamous  epithelium;  leucocytes  and  soft 
purulent  props,  which  leads  the  author  to  consider  the  tonsils  as  etiologi- 
cal factors.     Patient  made  an  excellent  recovery  in  ten  days.    Kleexe. 

1004 

Non-8Uppurative  Sinusitis. '     A.   H.  Andrews,  Jour,   of  Ophth.  and  Ota- 

Laryngol.,  p.  75,  March,  1912. 
Abstracted  in  The  Laryngoscope,  p.  758,  May,  1912. 

1007 

Malignant  Neoplasms  of  the  Accessory  Sinuses.   Albert  E.  Bulsox,  Jour. 

Ind.  State  Med  Assn.,  Sept.  15,  1912. 

Of  the  twelve  cases  reported  in  this  article  only  one  is  still  alive,  and 
Bulson  states  that  all  but  two  died  as  a  result  of  the  malignant  disease. 

Tumors  in  the  accessory  sinuses  are  usually  sarcomata  and  hypho-sar- 
comata,  rarely  epitheliomata.  Malignancy  is  most  common  in  youth  and 
early  middle  age.     The  growths  arise  In  the  muco-perlosteum  and  spread 
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filling  ttie  sinus  and  involving  the  neighboring  tissues.  Sensory  and 
motor  disturbances  are  generally  present  in  some  form.  The  etiology  of 
these  growths  is  unknown,  though  heredity,  trauma  and  sinusitis  may  be 
factors.  The  early  symptoms  are  vague  and  the  diagnosis,  therefore, 
difficult.  Under  treatment  Bulson  considers  the  indications  for  operative 
intervention  and  the  other  therapies  used.  Ed. 

1011 

Four  Deaths  in  Latent  Sinusitis.      G.  F.  Cott,  Am.  Jour,  of  8urg.^  March, 

1912. 
Cott  traces  these  infections  to  a  recent  or  remote  attack  of  influenza. 
The  infection  travels  along  the  sheaths  of  nerves  or  vessels  or  through 
the  ethmoid  or  sphenoid  sinuses  to  the  meninges.  Headache  Is  always 
present,  and  sometimes  also  bulging  of  one  or  both  eyes.  He  states  that 
until  more  post-mortem  data  is  got,  no  exact  conclusions  as  to  the  source 
of  infection  is  ascertainable.  Ed. 

1012 

Latent  Sinusitis;  Symptoms  and  Results,  Immediate  and'  Remote.    G.  F. 

Cott. 
Original  contribution  to  The  Laryngoscope,  p.  106,  Feb.,  1912. 

1016 

Nasal   Accessory   Sinuses;    Different   Methods   of  Treatment.  I.  M.  Hurd, 
Can.  Prac.  and  Rev.,  Feb.,  1912. 

The  usual  cause  of  a  sinus  trouble  is  a  deformed  middle  turbinate,  with 
which  is  frequently  associated  a  septal  deviation  to  that  side,  or  an  en- 
larged ethmoidal  bulla  or  the  uncinate  process  may  crowd  In  upon  the 
fronto-nasal  duct.  An  acute  exacerbation  is  far  more  dangerous  than 
a  chronic  inflammation. 

Acute  inflammation  will  without  complication  usually  recover  under 
simple  medical  measures,  whereas  those  cases  that  have  the  sinuses  filled 
with  a  very  thick  membrane  are  very  obstinate  to  intra-nasal  treatment. 
The  writer  favors  complete  curettement  of  the  mucous  membrane  in  the 
radical  antrum  operation,  and  is  particular  to  cut  the  flaps  of  nasal 
mucous  membranes  so  as  to  cover  the  vertical  anterior  edge  of  the 
the  X-ray  plate  in  determining  the  question  of  internal  or  external  opera- 
tion Is  important,  for  if  the  cells  extend  out  over  the  orbit  the  chances 
of  intra-nasal  cure  are  not  good. 

Supra-orbital  neuralgias  of  a  periodic  type  are  frequently  due  to 
ehanges  in  the  frontal  sinus  secretion  in  which  a  very  thick  mucus  Is 
produced.  Wishart. 

1020 

Discussion  on  the  Diagnosis  and  Treatment  of  Conditions  in  the  Acces 

sory  Sinuses  Giving  Rise  to  Oculo-orbital  Symptoms.    A.  Onodi,  Jour. 

of  Laryngol.,  p.  9,  Jan.,  1912. 

Onodi  gives  a  long  list  of  symptoms,  and  discusses  the  diagnosis  and 

therapy.     If  the  antrum  or  frontal  sinus  are  diseased  he  feels  that  they 

should  be  radically  drained.     If,  In  the  presence  of  ocular  symptoms  the 

rhinoscoplc  findings  are  negative  except  for  hypertrophy  of  the  n^Mdle 

turbinate,  this  bone  should  be  resected  and  the  ethmoids  opened.        En. 
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1021 

Bilateral  Papillo-edema  with  Central  Scotoma  from  Sinusitis.  F.  J.  Pabkkb, 
Ophthalmology,  p.  170,  Jan.,  1912. 
Man,  aged  38.  Upon  admission  to  hospital  no  pain  nor  headache;  X-ray 
revealed  no  sinus  involvement;  nasal  examination  showed  slight  conges- 
tion of  middle  turbinate  and  discharge  from  right  antrum  only.  Middle 
turbinate  removed;  ethmoid  curretted  and  drained;  sphenoid  opened; 
gradual  improvement.  Ed. 

1026 

Intra-orbital  Lesions  Secondary  to  Disease  of  Accessory  Sinuses  of  Nose. 
J.  \V.   VValteks,  Old  Dom.  Med.  Jour,  of  Med.  and  Surg.,  p.  1,  Jan., 
1912,  and  Jour,  of  Ophth.  and  Oto-Laryngol.,  p.  71,  March,  1912. 
Abstracted  in  The  Laryngoscope,  p.  790,  May,  1912. 

1030 

Some    Observations   on   the   Treatment   of  Chronic    Inflammation   of  the 
Nasal  Accessory  Sinuses.    C.  G.  Coaklet,  Proc.  N.  Y.  Acad,  of  Med., 
April  24,  1912. 
Abstracted  in  The  Labyngoscope,  p.  70,  Jan.,  1913. 

1031 

Extra-nasal  Surgery  of  the  Maxillary  Sinus.     G.  M.  CoATEgj  Froc.  Phila. 
Laryngol.  Soc,  April  30,  1912. 
Abstracted  in  The  Laryngoscope,  p.  1060,  Aug.,  1912. 

1032 

Result  of  Plastic  Operation  (with  Insertion  of  Celluloid  Plate)  for  Relief 
of  Excessive  Deformity  Following  Killian  Operation.     O.  C  Cocks. 
Abstracted  in  The  Laryngoscope,  p.  151,  Feb.,  1913. 

1033 

Surgical   Management  of  Nasal  Accessory  Sinus  Disease.     L.  A.  Coffin, 
Med.  Ksc.,  p.  1021,  June  1,  1912. 
Abstracted  in  The  Laryngoscope,  p.  215,  March,  1913. 

1035 

Technic  for  Operations  on  the  Sinuses  of  the  Face.       A.  Denkeb,  Arch. 

intern,  de  Laryngol.,  p.  17,  July-Aug.,  1912. 
Danker  points  out  in  this  paper  the  advantages  of  combining  local  with 
general  anesthesia.  Ed. 

1048 

Endo-nasal  Treatment  of  Frontal  Sinusitis.  E.  V.  Seguba,  Semana  Med., 
May  23,  1912. 
An  opening  is  made  into  the  lower  part  of  the  sinus  merely  at  the 
cost  of  a  small  portion  of  the  middle  turbinate.  This  technic  has  been 
successfully  employed  In  forty  cases  with  complete  uncomplicated  recov- 
ery. In  the  X-ray  photograph  accompanying  the  article  the  instrument 
is  shown  in  place.  The  technic,  details  of  the  procedure  and  instruments 
are  fully  detailed.  Ed. 
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1050 

Intra-nasal   Operations   on   the    Maxillary   Sinus.    R.   H.   Skiixekn,  Proc. 

Phila.  Laryngol.  Soc,  April  30,  1912. 
Abstracted  in  The  Laryngoscope,  p.  1058,  Aug.,  1912. 

1057 

Aplasia  of  the  Epiglottis.  K.  Beck,  Ztschr.  /.  Ohrenh.,  p.  249,  Bd.  65,  Heft 
2-3,  1912. 
Apropos  ot  this  case  of  congenital  malformation  of  tlie  epiglottis  Beck 
points  out  that  the  history  of  its  embryonic  development  shows  that  it 
is  an  independent  structure.  In  this  case  no  "anlage"  of  the  epiglottis 
took  place.  Ed. 

1058 

Functional  Inspiratory  Cramp  of  the  Glottis.  G.  Brat,  Ned  Tydschr.  v. 
Gen.,  Vol.  1,  No.  11,  1912. 
Boy  of  15  years.  Ditticulty  in  breathing  and  pains  on  swallowing  for 
the  last  six  months.  Lately  pains  in  the  chest,  fatigue;  normal  breathing 
during  sleep;  voice  clear.  Convulsions  at  the  age  of  3;  diphtheria  at  the 
age  of  6  years.  Pronounced  inspiratory  stridor.  Pulse  and  respiration 
accelerated.  Large  goiter,  right  inflltration  of  the  optic  nerve;  perverse 
irregular  motion  of  the  vocal  cords  and  also  abduction.  These  symptoms 
together  with  the  disappearance  of  the  stridor  during  sleep  confirmed  the 
diagnosis  of  dyspnea  spastica.  Ed. 

1060 

Large  Papilloma  of  the  Epiglottis  Removed  by  Fulguration.      R.  H.  John- 
ston. 
Original  contribution- to  The  Laryngoscope,  p.  1360,  Dec,  1912. 

1062 

Epiglottic  Cysts  Apropos  of  a  Case.  J.  Mischkin,  Dissertation-Koenigs- 
herg,  1912. 
Mischkin  concludes  from  his  observations  that  epiglottic  cysts  usually 
develop  on  the  lingual  aspect  of  the  epiglottis;  this  anterior  surface  is 
more  exposed  than  the  other  parts  during  the  act  of  swallowing.  This 
exposure  results  in  frequent  catarrh  of  this  surface  which  in  turn  causes 
cysts.  These  cysts  occur  most  often  in  men  of  from  18-50  years;  they  are 
a  form  of  retention  cysts.  Ed. 

1063 

Epithelioma   of  the    Epiglottis.     Removal    by   the   Trans-hyoidian    Route. 
E.  J.  MouBE,  Rev.  heid.  de  Laryngol.,  Jan.  27,  1912. 
Abstracted  in  The  Laryngoscope,  p.  1019,  Aug.,  1912. 

1067 

Paplllomata  of  the  Larynx  Cured  by  Radium.         Abbe,  Ann.  of  Surg.,  p. 
470,  Sept.,  1912. 
Girl  of  16  had  fibroma  removed  from  left  vocal  cord;   recurrence  -and 
larger  growth  removed  two  months  later.    After  a  few  months  extensive 
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papillomata   covering  tbts   cord    and    portion    of   other    cord.     Speaking 
voice  lost  and  evidences  of  respiratory  obstruction. 

Under  ether  anesthesia  tracheotomy;  wire  passed  through  larynx  to 
mouth,  and  a  capsule  of  pure  radium  (100  mg.)  suspended  between 
cords  during  anesthesia;  tracheotomy  wound  closed;  voice  improved; 
Varyngoscopic  examination  showed  restoration  of  cords  to  normal  condi- 
tion; no  trace  of  papilloma.    In  ten  months  complete  recovery.  Ed. 

1070 

Persistent  Falsetto  Voice.  S.  Baglioni  and  Bilancioxi,  Arch.  ital.  di 
Otol.,  p.  361,  Vol.  23,  No.  5,  1912. 
Persistent  falsetto  or  eunuchoid  voice  is  a  functional  anomaly  due  to 
the  habit  of  using  head  tones  rather  than  chest  tones — a  habit  which 
the  patient  has  formed  in  order  to  overcome  functional  diflBculties  in 
speaking  possibly  caused  by  catarrhal  affections  of  the  larynx,  distur- 
bances in  nasal  respiration,  or  faulty  development.  Ed. 

1080 

Role  of  Emotion  in  Stuttering  and  Lisping.  Chervix,    Semaine   Med., 

Jan.  24,  1912. 
Abstracted  in  The  Laryngoscope,  p.  67,  Jan.,  1913. 

1089 

Functional  Aphonia.     O.  Glogau,  Proc.  N.  T.  Acad,  of  Med.,  Oct.  23,  1912, 
Abstracted  in  The  Laryngoscope,  p.  145,  Feb.,  1913. 

1091 

The  Chorus  Girl's  Vocal  Troubles.    C.  P.  Grayson,  Jour.  A.  M.  A.,  p.  990, 

April  6,  1912. 
Grayson  recommends  the  greatest  possible  conservation  ot  the  voice, 
even  in  speaking;   strenuous  local  therapy  should  be  avoided,  as  well  as 
cocain,  suprarenin  and  vinum  Mariani.  After  all  catarrhal  symptoms  ha^e 
ceased  strychnin  and  electricity  is  permissible.  Ed. 

1092 

Right-sided   Vocal    Paralysis;    X-ray   Plate  Showing   Probable  Aneurysm; 
Autopsy   Revealing  Carcinoma.    J.  H.  Guntzer,  Trans.  N.  Y.  Acad,  of 
Med.,  Nov.  27,  1912. 
Abstracted  in  The  Laryngoscope,  p.  233,  March,  1913. 

1093 

Habitual  Paresis  of  the  Vocal  Cords.  Gutzman,  Berl.  kUn  Wchnschr., 
Nov.  18,  1912. 
This  condition  is  usually  found  in  children  but  sometimes  persists  into 
adult  life.  The  affection  is  due  to  auto-lmitatlon— after  a  temporary 
paresis  the  child  unconsciously  imitates  the  condition  until  a  habit  is 
formed.  In  the  habit  state  voluntary  control  of  the  muscles  still  remains. 
The    manifestations    are    hoarseness,    whispering    voice,    or    inspiratory 


stridor. 


Ed. 
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1101 

Prophylaxis  of  Speech  Defects.  H.  Horn,  Cal.  State  Jour,  of  Med.,  Jan., 
Feb.,  1912. 

Horn  points  out  that  the  stutterer  is  usually  mentally  normal  and  lags 
behind  his  class-  merely  because  of  his  physical  infirmity.  Occasionally 
stuttering  develops  at  the  time  of  puberty  due  to  over-strain  of  the  ner- 
vous system.  Frequently  removal  of  adenoids  and  other  nasal  obstruc- 
tions will  alleviate  the  condition.  Psychic  shock  is  a  very  potent  factor 
as  is  also  psychic  infection,  and  the  stutterer  should,  therefore,  be  isolated. 
The  fact  that  after  puberty  stuttering  is  met  more  frequently  in  the  male 
is  explained  by  some  v^^riters  as  due  to  breathing  and  by  others  as  due 
to  the  woman's  care  to  overcome  imperfections. 

Stuttering  is  a  great  handicap  and  should  be  corrected  by  teaching  the 
child  to  speak  properly.  The  model  from  which  the  child  copies  should 
be  nearly  perfect,  and  the  child  guarded  from  contact  with  persons  speak- 
ing incorrectly.  The  physiologic  sequence  of  consonants  should  oe  ob- 
served in  teaching  the  child  and  the  gradual  development  of  speech  care- 
fully watched.  Great  attention  should  be  given  to  developing  careful 
articulation  in  the  child. 

In  contra-distinction  to  stuttering,  stammering  is  greatly  helped  by  the 
school.  Only  6  per  cent  remain  after  the  fourteenth  year  and  Horn  feels 
that  if  the  teacher  were  better  informed  on  this  subject  the  percentage 
would  be  cut  down  more.  Ed. 


1108 

Double  Set  of  Vocal  Cords.  E.  Lautenschlaegek,  Arch.  f.  Laryngol.,  p. 
706,  Bd.  26,  Heft  3,  1912. 
In  patient  of  21  years  who  presented  himself  for  a  submucous  opera- 
tion a  double  bilateral  set  of  vocal  cords  were  found.  During  phonation 
the  vocal  cords  could  be  seen,  slightly  reddened,  somewhat  thickened, 
closing  well,  and  easily  movable.  During  aspiration,  however,  below  the 
level  of  the  normal  cords  a  second  cord  could  be  seen  on  either  side. 
They  were  snowy  white,  shining  like  tendons,  extending  from  the  an- 
terior commissure  to  the  vocal  process;  they  were  about  one  third  thick*r 
than  the  upper  cords,  lying  about  1  mm.  deeper  than  these  and  separated 
from  them  by  a  groove.  When  the  upper  layer  was  in  motion,  the  two 
lower  cords  participated  in  the  movements,  but  they  could  not  be  seen 
during  phonation  because  they  were  hidden  below  the  upper  contracted 
cords.  The  closure  of  the  glottis  seemed  good,  but  the  voice  was  some- 
what hoarse,  probably  because  the  upper  cords  had  less  tendon  layers 
than  the  snow-white  lower  ones  and  were  softer.  The  Qndings  were  the 
same  on  both  sides.  The  double  formation  seemed  to  be  congenital.  The 
patient  had  never  been  seriously  ill,  and  only  hoarse  from  infancy  on. 
Croupous  ulcers,  tuberculosis  and  lues  are  excluded  in  this  case  as  cause 
of  the  twin  formation.  The  author  proposes  to  fill  the  gap  between  the 
cords  with  paraffin  and  thus  to  form  one  thicker  cord  on  either  side. — Ex. 
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1116 

Preliminaries  to  Speech  Teaching.  S.  J.  Monro,  YoUa  Rev.,  p.  468,  Jan., 
1912. 
Monro  points  out  the  necessity  for  thoroughly  examining  the  noses, 
ears  and  throats  of  all  children  before  speech  teaching  is  undertaken,  so 
that  all  physical  obstacles  to  hearing  and  speaking  may  be  removed  and 
also  that  all  remnants  of  hearing-power  may  be  utilized.  Ed. 

1130 

Paralysis  of  Left  Vocal  Cord  Cured  by  Salvarsan  G.  R.  Satteblee,  Proc. 
N.  Y.  Acad,  of  Med.,  Jan.  24,  1912. 
Abstracted  in  The  Laryngoscope,  p.  1072,  Aug.,  1912. 

1136 

Speech  Without  a  Larynx.     Steinthal,  Med.  Eorresp.-Bl.  d.  Wuert.  aerztl. 

Zandesv.,  No.  27,  1912. 
Very  soon  after  total  removal  of  the  larynx  for  carcinoma  the  author 
made  his  patient  practice  methodical  speech  exercises.  Through  pa- 
tiently exercising,  the  man  learned  in  ten  weeks  to  articulate  suflSciently 
well  to  make  himself  understood  at  a  short  distance.  He  kept  up  the 
methodical  exercises  and  has  now  developed  a  loud  distinct  speech. 

Ed. 

1138 

Consideration   and   Treatment  of   Some   Diseases  of   Upper  Air   Passages 

in  Singers  and  Public  Speakers.      C.  G.  Stivers,  Cal.  State  Jour,  oj 

Med.,  p.  491,  Dec,  1912. 

Complete  rest,  use  of  whispered  word  method  and  inhalation  of  the 

following  mixture  (Stiver's)  is  recommended  in  cases  of  chorditis,  nodosa 

or  singer's  nodes:     Tincturae  berjzoini  compositae,  30  gm.;  olei  pini,  1  gm.; 

mentholis,  2  gm.;   camphorae,  1  gm.     Sig.:     Add  teaspoonful  to  one  pint 

boiling  water  and  inhale,  t.  i.  d. 

Both  in  examination  and  treatment  the  utmost  gentleness  is  urged. 

Ed. 

1143 

Adductor  Paralysis  of  the   Left  Vocal   Cord    Due  to   IVIediastinal   Tumor 
With  Skiagraph.    C.  D.  Van  Wagener. 
Original  contribution  to  The  Labyngoscope,  p.  1033,  Aug.,  1912. 

1151 

Case  of  Branchial  Fistula.     F.  C.  Ard,  Proc.  N.  Y.  Acad,  of  Med.,  March 
27,  1912. 
Abstracted  in  The  Laryngoscope,  p.  1150,  Sept.,  1912. 

1153 

The  Larynx  with  Special  Reference  to  Intubation  with  Demonstration  on 
the  Living  and  on  the  Cadaver.      R.  W.  Bemis,  Proc.  Phila.  Laryngol. 
Soc,  Feb.  27,  1912. 
Abstracted  in  The  Labyxgoscope,  p.  767,  May,  1912. 
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1157 

btab  Wounds  of  Larynx.  N.  Boljakski,  Beitr.  z.  Iclin.  Chir.,  p.  335.  Fe'o.. 
1912. 
The  author  has  observed  twenty-five  cases  of  stab  wounds  of  the  larynx 
within  the  last  ten  years,  of  which  twenty-one  were  inflicted  with  suicidal 
intent.  In  nine  cases  the  cricoid  was  injured;  the  thyroid  in  seven  cases; 
the  thyro-hyoid  ligament  in  seven  and  the  crico-thyrold  in  two  cases. 
Hemorrhage,  asphyxiation,  tracheo-bronchitis,  pneumonia,  pleuresy, 
laryngeal  abcess  and  edema  of  the  glottis  arise  as  complications.  In 
every  one  of  the  author's  cases  inferior  tracheotomy  was  necessary.    Ed. 

1167 

The  New  Vienna  Clinic  for  Laryngeal  and  Nasal  Diseases.  O.  Chiabi  and 
Kahler,  Monatschr.  f.  Ohrenh.,  p.  129,  Bd.  46,  Heft  2,  1912. 
See  review  number  3164. 

1169 

Recent  Progress  in  Laryngology.    A.  Coolidge  and  D.  C.  Greenk,  Boston 
Med.  and  Surg.  Jour.,  p.  219,  Aug.  15,  1912. 

In  this  article  the  authors  review  in  turn  some  of  the  subjects  which 
have  received  especial  attention  in  the  literature  of  the  past  year.  They 
first  discuss  the  more  recent  theories  and  treatment  for  hay-fever,  and 
point  to  the  fact  that  the  work  along  bio-chemic;il  lines  promises  the  bea 
results.  The  parallelism  with  the  intolerance  of  some  people  for  certain 
foods  is  pointed  out.  The  conditioh  is  called  "a  local  cellular  anaphylaxis, 
in  which  the  cells  have  acquired  the  power  of  digesting  within  themselves 
the  special  proteid  to  which  the  sufferer  is  susceptible." 

Next,  Killian's  method  of  increasing  nasal  space  by  a  fracturing  out 
wards  and  downwards  of  the  inferior  turbinated  bones  without  their  re 
moval,  is  noted.  Under  "etiology  of  tonsillitis"  we  are  reminded  that  two 
forms  of  this  disease  are  to  be  distinguished,  the  one  where  the  infection 
enters  primarily  at  the  tonsil,  and  the  other  where  the  primary  entrance 
is  elsewhere  and  we  have  a  resulting  localized  eruption  in  the  tonsils 
from  a  general  constitutional  infection.  The  former  type  is  benefited  by 
operation,  while  in  the  latter  an  operation  would  be  considered  at  least 
not  necessary.  Digby's  interesting  though  not  new  hypothesis  as  to  the 
function  of  the  tonsils,  is  referred  to.  They  are  considered  as  lymphatic 
structures  in  the  throat  analagous  to  those  in  the  intestines,  protecting 
the  body,  especially  in  youth,  against  invasion.  "Being  placed  in  posi- 
tions in  which  bacterial  invasion  especially  threatens,  these  structures 
seize  pathogenic  micro-organisms  and  hold  them,  in  order  to  arouse  a 
protective  auto-vaccination.  "In  other  words,  the  tonsils  are  continually- 
practicing  a  vaccine  therapy  and  in  this  way  more  or  less  immunity  is 
acquired  without  the  actual  development  of  the  disease.  The  removal  of 
the  tonsils  leaves  other  similar  structures  to  take  up  this  function,  but  the 
theory  suggests  that  they  should  not  be  looked  upon  as  useless,  especially 
in  children. '  If  an  operation  be  indicated,  authorities  seem  to  agree  that 
the  tonsil  should  be  enucleated  entirely.  Reference  is  made  to  the  greater 
difficulty  and  longer  and  more  painful  convalescence  after  the  tonsillec- 
tomy; and  Sluder's  method  of  enucleation  with  his  guillotine,  and  Beck's 
and  Sauer's  modification  of  his  method  are  briefly  discussed. 


LARYNX.      BRONCHI.      TRACHEA.      ESOPHAGUS.  463 

Under  "Vincent's  angina"  the  bacteriology  of  the  disease  is  first  taken 
up.  "The  essential  feature  is  the  presence  in  enormous  numbers  of  the 
fusiform  bacillus  and  a  spirochete  on  a  subacute  pseudo-membranous  and 
ulcerative  lesion. 

Keier  of  Strassbourg  is  quoted,  on  his  transverse  incision  for  tracheo- 
tomy. The  skin  is  incised  just  below  the  cricoid  for  two  to  three  centi- 
meters, transversely.  The  ready  gapping  of  the  wound  brings  the  deeper 
structures  well  into  view;  and  favors  greater  accuracy  in  dissection.  The 
trachea  is  entered  by  a  transverse  incision  between  the  second  and  third 
rings.  Besides  the  greater  ease  and  less  bleeding,  advantages  claimed  for 
this  method  are  the  easier  insertion  and  removal  of  the  cannula,  the  bet- 
ter healing  of  the  wound  and  the  smaller  resulting  scar,  and  the  less  like- 
lihood of  secondary  infection. 

Pfannenstil  reported  nine  cures  in  fourteen  cases  of  tubercular  laryn- 
gitis, by  the  use  of  potassium  or  sodium  iodid  internally  and  the  inhala- 
tion of  ozone  one  hour  later  (when  the  blood  is  at  its  maximum  satura- 
tion); thus  securing  the  liberation  of  iodin  at  the  local  lesion  through 
■chemical  action.  Where  the  epithelium  is  unbroken,  Reyn's  modification 
of  this  method  is  available.  Here  the  galvanic  current  !s  applied  locally 
one  to  two  hours  after  the  ingestion  of  the  iodin  salt,  and  the  iodin  is 
liberated  locally  by  the  electrolytic  action. 

The  technic  of  alcohol  injections  for  alleviation  of  pain  in  tuberculosis 
is  dwelt  upon,  and  the  technic  given  in  detail.  As  the  internal  branch  of 
the  superior  laryngeal  nerve  is  purely  sensory  and  supplies  all  the  upper 
and  lower  larynx  excepting  part  of  the  epiglottis,  injection  of  alcohol 
along  this  nerve  will  stop  the  pain,  at  least  temporarily,  in  all  but  the 
-epiglottic  region,  and  this  latter  is  accessible  to  operative  treatment. 
The  anatomy  of  this  immediate  region  and  the  technic  of  the  injection  is 
detailed. 

For  alleviating  the  pain  in  the  epiglottis,  epiglottidectomy  is  recom- 
mended by  Lockard  who  performed  the  operation  in  forty-seven  cases. 
In  forty  of  these  the  stump  healed  well,  while  in  the  remaining  seven 
the  healing  was  delayed.     In  only  three  was  there  a  recurrence. 

The  rapid  advances  in  bronchoscopy  are  next  dwelt  upon  by  the  au- 
thors. Killian  and  his  successor  in  this  work,  Bruenings'  lead,  while  in 
America  Jackson's  method  is  in  vogue.  This  distinction  makes  the  main 
line  of  difference  between  the  European  and  American  schools  of  broncho- 
scopy. Bruenings'  recent  book  on  the  subject  with  its  translation  into 
English  gives  to  us  the  latest  advance  in  Europe,  but  it  Is  to  be  regretted 
that  this  and  other  European  authors  give  so  little  attention  to  the  "ad- 
vance in  bronchoscopy  and  esophagoscopy  originating  in  America."  Kil- 
lian's  contention  is  noted,  calling  attention  to  the  ease  with  which  the 
larynx  and  deep  pharynx  can  be  seen  when  the  head  is  allowed  to  hang 
down  over  the  edge  of  a  table  suspended  merely  by  a  tongue  depressor. 

This  most  interesting  summary  closes  with  a  short  discussion  on  wheth- 
er "colds"  are  caused  by  exposure  or  are  contagious  in  origin. 

Bebbt  (Mosheb). 

1170 

Laryngeal  Sporotrichosis.    Corre.\,  Semana  Med.,  May  16,  1912. 

Man,  aged  68  years.  Cough  and  dyspnea  for  about  a  year.  Laryngeal 
examination:  ulcerating  tumor  of  right  vocal  cord,  some  Infiltration;  right 
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cord  Immovable;  rest  of  larynx  normal.  Anti-syphilitic  treatment  of  no 
avail.  Operation.  Tumor  found  to  be  sporotrichosis.  Growth  recurred 
and  potassium  iodid  (120  grains  a  day)  given  which  reduced  growth  to 
a  pale  cicatrix.  Ed. 

1171 

Laryngectomy  for  Cancer.    G.  W.  Chile. 

Original  contribution  to  Tije  Laryngoscope,  p.  1317,  Dec,  1912. 

1176 

Paralysis    of    the    Right    Recurrent    Laryngeal    Nerve    from    Accidental 

Trauma.     D.  B.  Delavan,  Med.  Rec,  p.  1028,  Dec,  1912. 
Two  cases  are  reported,  the  first  of  undoubted  traumatic  origin,  the 
second  resulting  from  an  attack  of  diphtheria,  whooping  cough,  or  trauma. 
The  prognosis  in  such  cases  is  bad,  but  systematic  vocal  exercise  is  of 
great  value.  Ed. 

1177 

Remarkable   Case   of   Chorea    Laryngis   et   Pharyngis.     Delie,    Geneesk. 

Tijdschr.  v.  Belgien,  April  15,  1912. 
Girl  of  14  who  had  suffered  from  chorea  of  several  muscles  for  four 
months.    Very  peculiar,  usually  mono-syllabic  sounds  appeared  when  she 
spoke,   also  whistling  and   shrieks.     When   the   patient  became   self-con- 
scious these  symptoms  were  aggravated.  Ed. 

1182 

Leiomyoma  Laryngis.     Z.  Doxogaxy,  Monatschr.  f.  Ohrenh.,  p.  540,  Bd.  46, 

Heft  5,  1912. 
Boy  of  11  suffered  from  hoarseness  and  dysphagia.  A  smooth,  compact 
tumor,  the  size  of  a  hazel-nut  of  the  color  of  the  neighboring  tissue  ob- 
structed the  larynx.  Tracheotomy  and  endo-laryngeal  removal  with  the 
sling.  The  tumor  sprung  from  the  left  superior  thyro-arytenoid  liga- 
ments.    Microscopic  examination:    leiomyoma.  Ed. 

1185 

Four  Cases  of  Fracture  of  the  Larynx.      W.  Downie. 
Original  contribution  to  The  Laryngoscope,  p.  16,  Sept.,  1912. 

1187 

Chronic  Laryngeal  Stenosis;  Treatment  by  Specially  Devised  Tubes.     H. 

Dupuy,  N.  Orleans  Med.  and  ISurg.  Jour.,  Aug.,  1912;   and  Jour.  A. 

M.  A.,  p.  1120,  Sept.  21,  1912. 

Six  cases  are  reported,  all  but  ono  under  the  age  of  3.    The  conclusions 

are   as   follows:    1.   An   affection   presenting   the   distinctive   features   of 

exudative   inflammatory    changes   with   a   narrowing   of   the   respiratory 

lumen  in  the  sub-glottic  and  upper  tracheal  areas  is,  in  most  instances, 

the  essential  cause  of  persistent  laryngeal  stenosis  in  children.     This  is 

what  we  consider  a  pathologic  entity  in  itself,  and  the  term  "hypertrophic 

laryngitis"  expresses  its  chief  feature.     It  must,  however,  be  considered 

as  an  end-result  of  some  active  inflammatory  process,  which  may  be  of 

diphtheritic  origin.    But  some  other  cause,  non-diphtheritic  in  character, 

may  also  prove  the  essential  factor.    2.  In  children,  prolonged  intubation 
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With  a  special  tube  (one  with  a  low  retaining  swell),  using  the  largest 
tube  possiDle  for  the  age  of  the  subject,  offers  in  the  present  stage  of  our 
knowledge  the  best  prospects  of  success  in  overcoming  the  stenosis.  3.  If 
repeated  and  dangerous  auto-extubation  occur,  in  spite  of  the  use  of 
special  tubes,  the  fixed  intubation  tube,  made  of  hard  rubber  and  gold- 
lined,  offers  the  best  safeguard.  4.  This  hard  rubber  tube  for  prolonged 
intubation  is  preferable  for  the  reason  that  incrustations  do  not  occur 
around  the  tube  and  the  possibility  of  ulcerations  of  the  parts,  due  to 
contact,  is  minimized.  5.  Tracheotomy  not  only  fails  to  effect  mechanical 
dilatation  in  the  constricted  areas,  but  it  actually  invites  tracheal  cicatri- 
cial changes  and  deformities  which  will  only  complicate  matters  and  drive 
us  from  "Scylla  to  Charybdis."  Ed. 

1191 

Diagnosis  and  Therapy  of  Laryngeal  Carcinoma.      J.  Feix,  Monatschr.  f. 
Ohrenh.  u.  Laryngo-Rhinol.,  p.  69,  Heft  1,  1912. 
Abstracted  in  The  LiAryngoscope,  p.  1200,  Oct.  1912. 

1193 

Tlie  Influence  of  Certain  Glands  Having  an  Internal  Secretion  on  the  De- 
velopment of  the  Larynx.  Gherardo  Ferreri,  Monatschr-.  f.  Ohrenh., 
p.  541,  Bd.  46,  Heft  5,  1912. 

The  author  calls  attention  to  the  fact  that  the  study  of  the  voice  must 
not  only  be  considered  from  the  standpoint  of  the  age,  sex  and  nationality 
of  the  individual,  but  that  we  must  also  view  the  question  in  the  light  of 
the  changes  which  may  be  produced  in  the  larynx  by  many  diseases  such 
as  adenoldisms,  acromegaly,  myxedema  or  lesions  of  the  thymus. 

Experimentally  Ferreri  castrated  some  chickens  and  removed  the  thy- 
mus in  others.  Microscopically  and  macroscopically  changes  were  then 
seen  in  the  larynges,  in  the  musculature  and  the  cartilages.  The  author 
admits  that  definite  conclusions  cannot  be  drawn  from  the  small  number 
of  experiments  as  yet  done,  but  believes  that  a  number  of  the  glands  have 
a  direct  influence  on  the  development  of  the  larynx. 

SONXENSCHEIN     (StEIX). 

1195 

Case  of  Primary  Tuberculosis  of  the   Larynx.      Fbanceschi,   Clin.  Med., 
Jan.,  1912. 
The  author  states  that  in  primary  tuberculosis  of  the  larynx  of  a  neo- 
plastic vegetable  type  when  the  lung  is  not  involved  the  only  rational 
therapy  is  total  laryngectomy.  Ed. 

1196 

Pathology  and  Treatment  of  Diseases  of  the  Larynx.  O.   Frese,   Med. 

Klinik,  Jan.  28,  1912. 
Abstracted  in  The  Laryngoscope,  p.  1346,  Dec,  1912. 

1197 

Prognosis  and  Treatment  of  Tuberculosis  of  the  Larynx.      W.  Freuden- 

THAL. 

Original  contribution  to  The  Laryngoscope,  p.  971,  July,  1912. 
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1198 

Recurrens  Paralysis  Due  to  Mitral  Stenosis.    B.  Freystadtl  and  J.  Stranz, 

MonaUcUr.  /.  Ohrenh.,  p.  557,  Bd.  46,  Heft  5,  1912. 

Ortner,  in  1897,  first  called  attention  to  paralysis  of  the  recurrent  laryn- 
geal nerve  due  to  cardiac  changes  following  mitral  stenosis.  According 
to  the  authors  there  have  been  but  five  cases  (including  Ortner's  two) 
described  in  which  autopsy  disclosed  the  direct  relationship  of  the  car- 
diac lesion  to  the  paralysis. 

The  case  here  cited  showed  clinically  nephritis,  and  a  broken  heart 
compensation  with  bicuspid  valve  insufficiency;  paralysis  of  left  recurrent 
laryngeal  nerve. 

Autopsy  showed  pericarditis  with  some  effusion,  and  an  enlarged  heart, 
the  hypertrophy  being  mainly  shown  in  the  auricles.  The  mitral  orifice 
was  greatly  stenosed,  the  valve  leaflets  showing  scar  tissue  and  calcifica- 
tion. The  left  recurrent  nerve  showed,  histologically,  decided  degenera- 
tion. The  paralysis  was  caused  by  the  nerve  being  firmly  pressed  against 
the  aorta  by  .the  greatly  dilated  left  auricle.     Sonnenschein    (Stein.) 

1204 

Retro-laryngeal   Abscess  of  Streptococcic  Origin.  0.  Glogau    Proc.  N.  Y. 
Acad,  of  Med.,  Jan.  24,  1912. 
Abstracted  in  The  Laky.xgoscopk,  p.  1067,  Aug.,  1912, 

1206 

Paralysis  of  tiie  Left  Recurrent  Nerve  in  a  Case  of  Primary  Cervical 
Scoliosis.  Goyet  and  BLANC-PEitDucoT,  Med.  Prac,  July  24,  1912. 
The  author  has  observed  paralysis  of  the  left  vocal  cord  in  a  woman, 
complicating  primary  cervical  scoliosis  with  high  compensatory  dorsal 
inflection  at  the  left  convexity.  No  lesion  of  neural  axis  or  of  the  prin- 
cipal trunk  nor  mediastinal  compression.  Clinical  and  Roentgen  exami- 
nation showed  that  dorsal  deviation  had  caused  a  marked  displacement 
of  the  heart  and  aorta.  Lesion  in  the  left  recurrent  with  paralysis  of  the 
corresponding  vocal  cord  is  rare.  It  is  due  to  stretching  of  the  recurrent 
nerve  by  the  aortic  arc  deviated  from  its  unusual  position  because  of  the 
vertebral    inflection.  Ed. 

1213 

Cancer  of  the  Larynx.     Houlte,  Monde  Med.,  No.  461,  1912. 

As  one  of  the  earliest  diagnostic  symptoms  Houlie  mentions  foul-smell- 
ing breath.  He  discusses  the  hopeless  prognosis  in  women  of  35  to  40 
years.  Laryngostomy  Is  to  be  preferred  to  endo-laryngeal  treatment.  If 
the  diagnosis  be  made  early  good  results  are  obtained  with  laryngotomy. 
Total  laryngectomy  in  two  stages  is  also  discussed  as  well  as  radium 
treatment.  Ed. 

1215 

Case  of  Basal-cell  Epithelioma  of  the  Larynx  Two  Years  After  Operation. 

L.  M.  HuRD,  Proc.  N.  Y.  Acad,  of  Med.,  Jan.  24,  1912. 
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1216 

Case  of  Branchial  Cyst.     L.  M.  Kurd,  Proc.  N.  Y.  Acad,  of  Med    Jan    24 
1912.  ''  ■       ' 

Abstracted  in  The  Laryngoscope,  p.  982,  July,  1912. 

1218 

Congenital    Folds   in    Region    of   Pyriform   Sinus.    R.   Imhofer.  Ztschr.  f. 
Lanjngoh,  p.  259,  Bd.  5,  Heft  2,  1912. 
This  condition  was  found  during  autopsy.     A  sort  of  diaphragm  cov- 
ered both  sides  of  the  sinus  pyriformis.  Ed 

1219 

Laryngeal  Changes  in   Pregnancy.     Imhofer.  Ztschr.  f.  Laryngol.,  p.  745, 
Bd.  4,  Heft  6,  1912. 
Abstracted  in  The  Laryxgoscope,  p.  1083,  Sept.^  1912. 

1220 

Unusual  Case  of  Papillomatous  Leucoplasia  of  the  Larynx.  E.  J.\cob, 
Rev.  hehd.  de  Laryngol.,  p.  401,  Oct.  5,  1912. 
The  tumor,  the  size  of  an  almond  covered  almost  all  of  the  right  vocal 
cord  and  obscured  almost  all  of  the  right  half  of  the  larynx.  It  was  re- 
moved with  recovery.  The  patient  was  a  cigarette  smoker  and  the  au- 
thor quoting  Pcyet  gives  this  as  the  probable  etiologic  cause  of  the  leuco- 
plasia. 

1225 

Localization  of  innervation  of  Larynx  in  Cortex  of  Cerebellum.     J.  Katz- 
e.nsteix  and  M.  Rothmanx,  Passoxcs  Beitr.,  p.  380,  Bd.  5,  Heft  5-6, 
1912. 
Experimentally  produced  "disorders  in  the  anterior  lobe  of  the  cerebel- 
lum  of   dogs   showed   the   following  changes   in   the   innervation   of   the 
larynx:     The  vocal  cords  did  not  close,  and  trembled;  the  outward  motion 
was  irregular  and  did  not  reach  the  normal  abduction  width.    The  max- 
illary and  lingual  muculature  became  numb.     After  several  days  the  dis- 
turbances decrease  in  intensity  but  were  still  present  after  several  months. 
Since  the  lapyngeal  center  in  dogs  has  been  located  in  the  cerebellum 
we  should  note  whether  in  cerebellar  affections  in  man  a  disturbance  in 
the  innervation  of  the  vocal  cord  is  apparent.     Such  a  disorder  would  be 
a  valuable  aid  in  the  diagnosis  of  disease  of  the  anterior  cerebellar  lobe, 
especially  in  enabling  early  surgical  intervention  to  be  undertaken.     Ed. 

1227 

Fracture  of  the  Larynx;  Two  Cases;  Advantage  of  Tracheotomy.  H. 
Koerbl,  Wr.  Kliti.  Wchnschr..  Aug.  22,  1912. 
Apropos  of  these  two  instances  Koerbl  concludes  that  in  every  case  in 
which  trauma  of  the  larynx  is  followed  by  severe  dyspnea  and  empyema, 
tracheotomy  should  be  performed  even  though  examination  does  not  re- 
veal fracture.  Ed. 
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1234 

Fatal     Laryngo-spasm.     L.  Leto,    Bolt,    delle    Mai.    dell-Orecchio,    p.    49, 

Marcli,  lyiiJ. 
Leto  gives  the  clinical  history  of  a  fatal  case  of  laryngo-spasm  with 
abduction  findings  and  histological  examination  of  the  different  organs. 
The  case  was  not  a  simply  one  of  laryngeal  spasm,  for  the  laryngeal 
mucosa  was  thickened,  hyperemic  and  in  some  places,  ulcerated.    Ed. 

1239 

Cases  Showing  the  Results  of  Treatment  of  Laryngeal  Stenosis.     H.  L. 

Lynah,  Proc.  N.  Y.  Acad,  of  Med.,  May  22,  1912. 
Abstracted  in  The  Laryngoscope,  p.  136,  Feb.,  1913. 

1240 

Immobility  of   Left  Side  of  Larynx  Accompanying   Cyst  of  the  Thyroid 
Gland.    D.  Mac  Pherson,  Trans.  N.  Y.  Acad,  of  Med.,  Nov.  27,  1912. 
Abstracted  in  The  Laryngoscope,  p.  234,  March,  1913. 

1242 

Case  of  Pharyngo-laryngeal  Glanders  in  a  Man  of  30  Years.  G.  Mahu, 
Ann.  des  Mai.  de  VOreille,  No.  9,  p.  284,  1912. 
Ulcers  appeared  in  naso-pharynx  and  larynx  seven  months  after  infec- 
tion from  a  horse.  Eight  days  after  infection  pleuro-pneumonia;  four 
weeks  later  abscesses  of  thigh  and  leg  with  bacillus  mallei  in  the  pus, 
which  healed,  however.  The  pharyngeal  and  laryngeal  ulcers  were  very 
stubborn  to  treatment  but  finally  apparently  cured.  Ed, 

1248 

Historical  Data  on  the  Silent  Cure.  M.  Menier,  Ztschr.  f.  Laryngol,  p. 
669,  Bd.  5,  Heft  4,  1912. 
Menier  claims  the  priority  of  this  therapy  for  his  countrymen  although 
tully  recognizing  the  great  value  of  Moritz-Schmidt's  work.  He  calls  at- 
tention to  the  work  of  Lasserre  on  chronic  laryngitis  (laryngeal  phthisis) 
published  in  the  Annals  de  la  Medecine  physiologigue  in  1824.  Menier 
also  shows  that  this  treatment  was  advised  by  Baillou  in  the  third  volume 
of    "Conseils    medicaux,"    1649.  Ed, 

1249 

iMalignant  Hypernephroma  in  the  Larynx;  A  Unique  Case.  K.  M.  Men- 
ZEL,  Arch.  f.  Laryngol.  u.  Rhinol.,  p.  265,  Vol.  26,  Heft  1.  1912. 
Because  of  an  accompanying  pulmonary  affection  the  growth  was  at 
lirst  supposed  to  be  a  tuberculoma  and  was  removed  with  the  snare. 
Histological  examination  revealed  hypernephroma;  Roentgen  examina- 
tion showed  tumors  in  the  sacrum  and  in  the  lung.  Ed. 

1255 

Comparative  Anatomical  study  of  the  Larynx  of  the  Mammal.  J.  Nemai. 
Arch.  f.  Laryngol,  p.  4.51,  Bd.  26,  Heft  3,  1912. 
This  important  contribution  on  the  anatomy  of  the  larynx  of  the  mam- 
mal will,  no  doubt,  be  of  great  assistance  in  determining  many  of  the  moot- 
ed anatomical  and  physiological  questions  concerning  the  human  larynx 
and  its  mechanism.     The  author  has  made  very  careful  examination  and 
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dissections  of  the  larynges  of  the  many  classes  of  mammals.  Of  the  rum- 
iniferous,  the  deer,  giraffe,  antelope,  gazelle,  bull,  sheep,  horse,  and  hog 
minute  descriptions  are  given. 

The  author  draws  a  comparison  of  the  topographical  position,  the  shape 
and  variation  of  the  arytenoid  cartilages,  together  with  their  ligaments 
and  modifications  in  the  musculature  of  the  larynx.  A  series  of  interest- 
ing illustrations  and  a  valuable  bibliography  accompany  the  monograph. 

Goldstein. 

1256 

Case  of  Laryngocele  (Aerocele).  Z.  Noury,  Arch,  intern,  de  Laryngol., 
p.  806,  Xov.-Dec,  1912. 
The  case  reported  is  in  a  man  of  43  years.  Operative  intervention  re- 
sulted in  a  cure  within  three  weeks.  In  this  instance  the  sac  was  dilated 
and  respiration  difficult  which  necessitated  intervention.  The  etiology 
is  attributed  to  a  cystic  dilatation  of  a  ventricular  mucous  gland  which 
opened  and  formed  the  laryngocele.  No  histological  examination  of  the 
wall  of  the  sac  was  made.  Ed. 

1257 

Distribution   of  the   Nerve   Fibers  of  the   Inferior   Laryngeal   in   its  Cen- 
tral  Trunk  and    End   Filaments.       A.   0>'0Dr,   Monatschr.   f.   Ohrenh., 
p.  65,  Heft  1,  1912. 
The  greater  part  of  the  fibers  of  the  ansa  Galeni  enter  the  trunk  of  the 
Inferior  laryngeal  nerve  and  thence  the  trachea;   only  a  few  enter  the 
larynx  at  the  bifurcation.     A  small  portion  come  from  the  sympathlcus 
or  from  the  other  side.  Ed. 

1271 

Remarkable  Case  of  Foreign  Body  in  the  Larynx.    A.  Roozei^daal,  Ned. 

Tijdschr.  v.  Oeneesk.,  April  20,  1912. 
Abstracted  in  The  Laryngoscope,  p.  221,  March,  1913. 

1272 

Aid  in  the  Diagnosis  of  Superficial  Defects  of  the  Mucosa.  Albert  Rosen- 
berg, Monatschr.  f.  Ohrenh.,  p.  614,  Bd.  46,  Heft  5,  1912. 
Taking  his  cue  from  the  action  of  fluorescin  in  staining  the  cells  in 
corneal  ulcers,  Rosenberg  has  employed  a  2  per  cent  alkalin  solution  of 
this  substance  in  the  diagnosis  of  superficial  erosions  of  the  laryngeal 
mucosa.  Fluorescin  has  a  selective  action  in  that  it  penetrates  and  stains 
all  epithelium  in  the  eroded  area,  or  epithelium  which  is  dead  and  de- 
squamated, but  does  not  impart  this  green  color  to  living  intact  epitheli- 
um. This  action  on  desquamated  epithelium  can  be  nicely  seen  by  ap- 
plying the  solution  to  a  tongue  which  is  somewhat  "coated '  and  noting 
the  discoloration  which  takes  place.  Sonnenschein    (Stein). 

1278 

Angioma  of  the  Larynx.      G.  Kyerson,  Can.  Med.  Assn.  Jour.,  Feb.,  1912. 
The  writer  has  met  with  only  one  case  of  angioma  of  the  larynx  In 
thirty   years   experience,    and    refers    to    seven    others    reported    In    the 
literature. 
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Histologically,  the  cavernated  tissue  in  angioma  is  lined  with  a  single 
layer  of  epitheloid  cells,  the  vascular  spaces  may  be  filled  with  laminated 
clots,  the  surface  partakes  of  the  epithelium  of  the  part,  and  the  stroma 
may  undergo  mucoid  degeneration,  giving  the  growth  a  mixed  character. 
Angioma  cavernosa  presents  the  appearance  of  a  rasberry-like  mass,  and 
may  be  sessile  or  pedunculated,  may  appear  in  any  part  of  the  larynx, 
but  is  most  common  on  the  vocal  cords. 

The  patient  in  question  complained  of  difficulty  and  oppression  of 
breathing  at  times,  but  with  no  pain,  hoarseness  or  cough.  There  was  no 
family  history  of  tumors.  The  difficulty  began  a  year  ago  with  stiffness 
and  pain  in  the  tongue  and  occasional  difficulty  in  breathing,  but  not  in 
deglutition. 

A  bluish  purple,  lobulated  mass,  presenting  the  appearance  of  a  small 
raspberry,  was  present  on  the  left  side  on  the  anterior  surface  of  the 
arytenoid,  on  the  ventricular  band,  and  along  the  external  margin  of  the 
vocal  cord.  On  the  anterior  surface  of  the  right  arytenoid  a  similar,  but 
smaller  growth  was  present.  The  growth  disappeared  entirely  under  "rad- 
ium treatment"  followed  up  by  the  galvano-cautery,  and  now  after  the 
lapse  of  three  years,  there  are  but  two  small  cicatricial  nodules  remaining. 

WiSHART. 

1280 

Fracture  of  the  Larynx.  W.  E.  Sauer,  Jour.  Mo.  State  Med.  Assn.,  p.  83, 
Sept.,  1912. 
Boy  of  14  kicked  by  horse.  The  author  saw  the  patient  six  weeks  after 
the  injury.  Tracheotomy  followed  by  laryngo-fissure.  Soft  rubber  tube 
inserted  into  larynx  and  wound  packed  with  gauze  which  was  changed 
daily.  Size  of  tube  also  increased.  After  two  months  external  wound 
closed  and  largest  size  O'Dwyer  tube  inserted.  Patient  recovered  with 
normal  respiration.  Though  his  voice  was  hoarse  he  was  able  to  make 
himself  understood.  Sauer  discusses  the  possible  causes  of  fracture  of 
the  larynx;  the  variations  in  the  normal  consistency  of  cartilages;  the 
types  and  location  of  the  fracture;  symptoms;  diagnosis;  prognosis;  aj  d 
treatment.  Ed. 

1283 

Multiple  Amyloid  Tumor  of  the  Larynx  and  Pharynx.  P.  Sfxkfx,  Arch, 
f.  Laryngol.,  p.  1,  Vol.  26,  Heft  1,  1912. 
This  tumor  is  interesting  because  of  its  multiplicity  and  its  localiza- 
tion on  the  uvula,  pharyngeal  wall,  plica  aryepiglottlcae,  under  the  in- 
cisura  interarytenoidea  and  the  right  ventriculus  Morgane.  Seckel  also 
reviews  the  literature.  Ed. 

1286 

Scleroma  of  the  Larynx.     P.  F.  Soxoekn,  Proc.  K.  Y.  Acad,  of  Med.,  Jan. 
24,  1912. 
Abstracted  in  The  Laryngoscope,  p.  986,  July,  1912. 

1288 

Case  of  Total  Laringectomy  in  Two  Stages.   T.  Stori,  Arch.  Ital.  di  Otol., 
p.  150,  March,  1912. 
The  modification  in  this  technic  introduced  by  Stori  is  that  the  larynx 
Is  at  first  left  in  situ   (it  is  separated  from  the  pharynx  and  membrane 
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hyoidra  but  not  from  the  trachea) ;  thus  no  secretions  enter  the  trachea 
and  the  possibility  of  pneumonia  is  averted;  cough  is  avoided,  and  after 
two  days  tiuids  may  be  swallowed  easily  and  without  danger.  Ed. 

1290 

Cutaneous  Emphysema  After  Injury  to  Larynx,        F.  J.  Ten  Kate,  Med. 

Tydschr.  v.  Geneesk.,  Jan.  13,  1912. 
A  workman  fell  from  a  height  and  struck  his  throat  on  a  nail.  In  the 
beginning  but  a  small  wound  was  visible  around  the  cricoid  cartilage; 
after  an  hour,  however,  the  neck  suddenly  began  to  swell;  difficulty  in 
breathing.  Face,  neck,  chest,  stomach,  scrotum  intensely  swollen;  eyes 
entirely  closed.  Temi)orary  incision  to  empty  air  from  tissues,  laryngeal 
wound  also  enlarged;  immediate  tracheotomy.  From  the  third  to  the 
eleventh  day  severe  erysipelas;   cure  on  sixteenth  day.  Ed. 

1291 

Intrinsic  Carcinoma  of  the  Larynx.  St.  C.  Thomson,  Brit.  Med.  Jour., 
Feb.  17,  1912,  and  Med.  Presse  and  dr.,  Feb.  21,  1912. 
Ten  cases  treated  from  1900-1910  are  reported  in  detail.  All  the  pa- 
tients were  men  of  from  43  to  68  years.  Laryngo-fission  was  performed 
on  every  case;  total  removal  was  necessitated  in  one  case  because  of  re- 
currence. Five  cases  are  still  alive,  the  longest  interval  that  has  elapsed 
since  operation  being  T^^  years.  Hoarseness  was  the  most  prominent 
symptom;  in  no  case  were  the  cervical  glands  affected.  The  diagnosis 
was   substantiated   in   every   case  by   histological   examination.        Ed. 

1296 

Histologic  Examination  of  Laryngeal  Cartilage  in  a  Cadaver  Buried  Two 
Months.  Vebger,  Gaz.  hebd.  des  Sci.  Med.  de  Bordeaux,  No.  27,  1912. 
A  medico-legal  autopsy  was  performed  on  a  cadaver  buried  for  sixty- 
five  days.  A  histological  examination  of  the  larynx  showed  that  the 
cartilaginous  cells  could  still  be  entirely  colored  by  the  methods  em- 
ployed in  normal  and  pathological  histology.  Ed. 

1297 

Personal  Statistics  in  Eleven  Cases  of  Laryngostomy  with  Dilatation. 
M.  C.  ViANXAY,  Bull.  d'Oto-Rhino-Laryngol,  p.  177,  May,  1912. 
This  procedure  was  carried  out  in  eleven  of  the  authors  cases  of  laryn- 
go-tracheal  stenosis  following  long-continued  carrying  of  the  tracheotomy 
tube.  The  operation  consists  of  two  stages;  the  laryngostomy  proper, 
and  the  dilatation  with  repair  of  the  stoma  which  covers  a  period  of  about 
six  months.  Ed. 

1298 

Two  Cases  of  Stab  Wounds  of  the  Larynx.     A.  P.  Voislawsky,  Trans.  N. 
Y.  Acad,  of  Med.,  Nov.  27,  1912. 
Abstracted  In  The  Laryngoscope,  p.  232,  March,  1913. 

1300 

Relative  Frequency  of  Pulmonary  Tuberculosis  and  Other  Diseases  of  the 
Respiratory  Tract  in  Jews  and  Gentiles.      A.   Vox   Sokolowski,  Oaz. 
h'k.,  and  Ztschr.  f.  Tuberculose,  1912. 
The  second  part  of  this  extensive  treatise  is  devoted  to  a  comparative 

study  of  the  frequency  of  tuberculosis  of  the  pharyngo-laryngeal  cavity 
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in  the  two  races.    The  statistics  show  that  the  affection  is  more  frequent 
in  the  Jews  (60  per  cent)  than  in  Gentiles  (40  per  cent).  Ed. 

1301 

Ossification   and    Subsequent   Expulsion    of    Both    Arytenoid     Cartilages; 
Causes  Unknown.    A.  1.  Weil. 
Original  contribution  to  The  Laryngoscope,  p.  1124,  Sept.,  1912. 

1302 

Another  Case  of  Amyloid  Tumor  of  Larynx.        H.  Williamann,  Arch.  /. 
Laryngol.,  p.  395,  Bd.  26,  Heft  2,  1912. 
This  case  was  cured  after  two  applications  of  the  Roentgen  rays.    Ed. 

1307 

Tracheal  Syphilis  with  Perforation  into  Esophagus.  E.  Basch,  Trans. 
K.  Vereins  d.  Aerzte  in  Budapest,  No.  7,  1912. 
Patient  was  sent  to  author  for  salvarsan  treatment  because  of  a  broken 
down  gumma  of  the  naso-pharynx  and  pharynx.  Twenty-four  hours  after 
intravenous  injection  (0.40),  death.  Post-mortem  examination  showed 
that  death  resulted  from  an  unrecognized  tracheo-esophageal  fistula  due 
to  the  breaking  down  of  the  gumma  which  causes  putrid  bronchitis  and 
gangrene  of  the  lung.  Ed. 

1321 

Neoplasms  in  Trachea.     W.  Doedeklein,  Arch.  /.  Laryngol,  u.  Rhinol,  p. 
345,  Bd.  26,  Heft  2,  1912. 
Case  1:     Papilloma  after  cricotomy.     Case  2:     Metastatic  carcinoma  In 
primary  tumor  of  the  uterus.  Ed. 

1330 

Six  Cases  of  Foreign  Bodies  in  Trachea  and  Bronchi.  Guisez,  Bull.  d'Oto- 
Rhino-Laryngol.,  p.  160,  May  1,  1912. 
In  this  paper  Guisez  reports  his  experience  with  bronchoscopy  during 
the  past  year.  The  fact  is  again  brought  out  that  often  the  bronchi  are 
very  tolerant  of  metallic  or  inorganic  foreign  bodies,  while  others  cause 
infectious  broncho-pulmonary   complications.  Ed. 

1331 

Bone  and  Cartilage  Growth  in  Mucosa  of  the  Trachea.  Ishio  Haga,  BerZ. 
klin.  Wchnschr.,  March  25,  1912. 
This  is  the  author's  report  of  a  second  case  of  this  condition  found  post- 
mortem. In  the  mucosa  of  the  anterior  wall  of  the  larynx  there  were 
found  three  pea-sized  crateriform  carcinomatous  tumors.  Beginning  1  cm. 
from  the  upper  rim  of  the  trachea  and  extending  down  to  the  bifurcation 
are  sieve-like  bony  and  cartilaginous  formations.  The  possible  relation 
of  the  latter  bodies  to  chronic   inflammatory  reactions   is  considered. 

Edgar  (Goldstein). 

1332 

Permanent  Wheezing  in  a  Young  Infant  Due  to  Simple  Tracheo-bronchlar 
Adenopathy.  Halipre  and  Carpentier,  Rev.  Med.  de  Normandie, 

Feb.  25,  1912. 
Since  the  age  of  3   months  until  death  following  broncho-pneumonla 

complicating  measles  the  child   had  a  persistent  wheezing  due,   it  was 
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thought,  to  hypertrophy  of  the  thymus.  The  mother  had  presented  a 
similar  condition,  when  young,  which  gradually  disappeared.  Neither 
during  life  nor  at  autopsy  could  any  tubercular  lesions  be  found,  but  a 
very  pronounced  inter-tracheo-bronchial  adenopathy  involving  the  tenth 
pair  and  the  recurrent  nerve. 

Persistent  wheezing  is  exceptional  and  usually  ends  fatally  in  infants. 

Ed. 

1335 

Fungous  Tracheo-bronchitis.  G.  H.  Hoxie  and  F.  C.  Lamar,  Jour.  A.  M. 
A.,  p.  95.  Jan.  18,  I'dVl. 
Two  cases  are  reported,  in  the  one  the  symptoms  were  those  of  a 
tracheo-bronchitis  with  spasmodic  cough,  in  the  second  hemorrhage  was 
present.  Examination  of  the  sputa  revealed  the  presence  of  fungous 
stalks;  attempts  to  grow  this,  however,  proved  futile.  The  possible  source 
of  infection  in  both  these  cases  was  probably  the  food,  since  both  patients 
were  vegetarians.  The  authors  feel  that  this  condition  is  more  frequent 
in  America  than  our  literature  warrants.  Ed. 

1336 

Dilatation  of  Bronchial  Strictures;  Notes  on  the  Clinical  Pathology  of 
Bronchiarctia.  C.  Jacksox,  Jour.  A.  M.  A.,  p.  1123,  Sept.  21,  1912. 
Two  cases  due  to  obstructing  foreign  bodies  treated  successfully  by 
divulsion  are  recorded.  In  one  case  the  foreign  body  had  been  in  the 
bronchus  seven  years  and  in  the  other  case  ten  years.  The  strictures 
were  firm,  rigid  and  of  very  small  lumen.  The  foreign  body  was  found 
at  the  top  of  the  abscess-cavity  embedded  in  fibrous  tissue  external  to  the 
bronchial  wall  through  which  they  had  penetrated.  The  author  strongly 
advocates  divulsion  in  the  treatment  of  bronchiarctia  and  details  its  ad- 
vantages. Ed. 

1338 

Membrane  Obstructing  Trachea  After  Tracheotomy.  K.  Jtsxi,  Muench. 
Med.  Wchnschr.,  Sept.  3,  1912. 
Difficulty  in  decanulement  after  superior  tracheotomy  is  usually  due  to 
granulations  and  displacement  of  cartilaginous  rings,  which  in  lurn  causes 
a  stenosis.  In  one  case  tracheotomy  had  to  be  performed  again  after 
decanulement  because  of  dyspnea.  A  circular  membrane  was  found  oc- 
cluding the  trachea.  Three  months  later  decanulement  after  resection 
of  this  membrane  and  cauterization  of  some  granulations.  Again  dyspnea; 
Dupins  cannula  left  in  situ  six  weeks;  recovery.  The  scar  of  a  diph- 
theritic ulcer  rather  than  the  tracheotomy  tube  Itself  probably  caused  the 
diaphragm.  ^°- 

1341 

Primary  Carcinoma  of  the  Trachea.       P.  Kaunitz,  Wr.  Klin.  Wchnschr., 
Sept.  19,  1912. 
To  the  forty-five  cases  of  primary  tracheal  carcinoma  hitherto  reported 
three  further  cases  are  added.  E"*- 
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1342 

Advantages  of  Transverse  Tracheotomy.  H.  Keineij,  Monatschr.  f.  Kin- 
derh.,  Vol.  10,  No.  12,  1912. 
Keiner  feels  that  in  transverse  tracheotomy  the  functioning  of  the  air 
passages  is  interfered  with  less,  the  procedure  is  safer  and  the  scar  less 
apparent.  He  tracheotomizes  every  case  of  descending  membranous 
croup  especially  when  complicated  by  measles.  Ed. 


1346 

Experimental    Pneumonia    Produced    by    Intra-bronchlal    Insufflation.     R. 

V.    Lamak   and   S.   J.   Meltzer,   Jour.   Exper.   Med.,   Feb.,    1912;    and 

Cntrlbl,  f.  Allg.  Path.  u.  Pathol,  Anat.,  April,  1912. 
Pure  cultures  of  pneumococci  were  introduced  deep  into  the  bronchi  of 
forty-two  dogs  with  a  mortality  of  16  per  cent.  The  fatal  cases  were 
those  in  which  a  larger  quantity  of  the  culture  had  been  introduced,  and 
closely  resembled  lobar  pneumonia  in  man.  The  other  cases  showed 
pathologic  and  bacteriologic  findings  similar  to  those  in  man.  The  ani- 
mals were  not  selected  nor  prepared.  Post-mortem  findings  in  all  the 
animals  showed  typical  lesions  of  fibrinous  pneumonia,  with  involvement 
of  greater  part  of  lobe.  The  fatal  cases  also  presented  pericarditis, 
empyema,  and  bacteriemia.  Ed. 

1355 

Primary   Carcinoma   Arising   from   the    Bronchus   in   a   Tubercular   Lung. 

Milne  McIntyke,  Glasgow  Med.  Jour.,  Aug.,  1912. 
At  the  post-mortem  examination  on  a  male  patient,  67  years  of  age,  a 
primary  carcinoma  was  found  arising  in  the  upper  division  of  the  left 
bronchus,  limited  to  a  small  area  of  adjacent  lung,  and  with  no  secondary 
deposits  outside  the  lobe  of  lung  affected.  The  histological  characters  of 
the  growth  suggested  that  it  had  taken  origin  from  the  lining  epithelium 
and  submucous  glands  of  the  bronchus.  The  condition  was  suspected 
during  life  and  the  case  was  worthy  of  note  on  account  of  the  associa- 
tion of  anthracosis,  chronic  tubercle,  and  a  phthisical  cavity  with  primary 
cancer.  Probably  primary  carcinoma  of  bronchus  or  lung  is  commoner 
than  statistics  would  suggest.  Guthrie. 


1362 

Substitutes  for  the  Trachea.  E.  Schepelmann,  Arch.  f.  klin.  Chir.,  Bd. 
98,  No.  1,  1912. 
The  author  prepared  an  artificial  trachea  composed  of  piece  of  bone- 
periost  which  he  sewed  around  a  perforated  glass  tube  somewhat  larger 
in  diameter  than  the  lumen  of  the  trachea,  making  of  the  periost  an  inner 
surface  and  of  the  bone  fragments  an  outer  surface.  Eight  to  ten  weeks 
following  transplantation  the  trachea  was  redissected,  the  artificial  larynx 
mobilized,  and  sewed  into  position  after  removal  of  the  glass  tubing. 

fiOLDSTEIN. 
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1367 

Bacterial   Invasion  of  Blood  and  Cerebro-spinal  Fluid  by  Way  of  Lymph 
Nodes.    E.  E.  Solthaud  and  M.  M.  Canavax,  Boston  Med.  and  Surg. 
Jour.,  p.  109,  July  25,  1912. 
The  conclusion  is  again  emphasized  that  post-mortem  cultures  from  the 
cerebrospinal  fluid  are  more  likely  to  yield  growths  than  cultures  from 
the  blood.     The   cerebrospinal   fluid   remained   more   frequenUy   positive 
than    the    mesenteric    or    bronchial    lymph    nodes.     The  retroperitoneal 
lymph  nodes  were  more  frequently  invaded  than  either  the  blood  or  cere- 
brospinal fluid.  Eo_ 

1374 

Neglect  of  the  Trachea.     J.  A.  Thompson. 

Original  contribution  to  The  Laryngoscope,  p.  1031,  Aug.,  1912. 

1385 

Removal    of   Foreign    Body   from    a    Bronchietatic    Cavity.  S.   Yankaueb, 
Proc.  N.  Y.  Acad,  of  Med.,  May  22,  1912. 
Abstracted  in  The  Lartngoscope,  p.  138,  Feb.,  1913. 

1386 

Three  Cases  of  Foreign  Body  in  the  Bronchus.       S.  Yankaueb. 
Original  contribution  to  The  Laryngoscope,  p.  1218,  Oct.,  1912. 

1400 

Remarks  Based  on  the  Analysis  of  100  Consecutive  Cases  of  Stricture  of 
the  Gullet.  Walker  Downie,  Glasgow  Med.  Jour.,  May-June,  1912. 
The  subject  of  stricture  of  the  esophagus,  both  organic  and  functional, 
is  dealt  with  in  this  paper  a  some  length.  The  cases  met  with  by  the 
author  are  classified  as  follows:  (1)  Spasmodic  stenosis  with  no  or- 
ganic disease,  24  per  cent.  (2)  Fibrous  stricture  with  no  history  of  in- 
jury, 20  per  cent.  (3)  Cicatricial  stricture  with  a  history  of  injury  or 
ulceration,  25  per  cent.  (4)  Malignant  stenosis,  28  per  cent.  (5)  Congeni- 
tal narrowing  of  the  gullet,  3  per  cent.  Of  the  25  cases  of  cicatricial 
stricture  it  is  stated  that  11  were  due  to  syphilis,  9  of  the  patients  being 
women.  The  author  has  for  many  years  held  the  opinion  that  syphilis  of 
the  esophagus  is  much  more  frequent  than  is  generally  supposed.  He 
does  not  state  fully  the  data  on  which  he  bases  his  diagnosis  in  these 
cases,  nor  do  the  details  of  the  only  case  which  he  describes  carry  con- 
viction as  to  its  syphilitic  nature.  Guthrie. 

1402 

Case  of  Pulsion  Diverticulum  of  the  Esophagus.  F.  Ehrlich.  Arch.  f. 
Verdauungskr.,  p.  403,  Vol.  18,  1912. 
^^an  of  28  complained  for  two  weeks  of  heavy,  persistent  pain  in  the 
epigastrium  after  eating;  for  some  time  previous  discomfort  and  retching 
of  mucus.  Stomach  tube  met  resistance  when  it  almost  reached  stomach 
and  a  small  quantity  of  bread  was  brought  up  which,  though  soft,  showed 
no  signs  of  digestion  nor  gave  reaction  to  Congo  papers.  Patient  said  he 
had  eaten  this  bread  the  previous  evening.  A  larger  tube  passed  Into 
stomach  brought  up  bile-stained  contents  with  no  food.    By  means  of  the 
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esophagoscope  a  transverse  gaping  hole,  on  the  front  wall  of  the  esophagus 
was  seen,  full  of  food.  The  diverticulum  could  hold  about  a  teaspoonful 
of  food. 

Though  a  pulsion  diverticulum  the  author  holds  its  origin  was  probably 
from  traction  of  a  contracted  tubercular  gland.  Ed. 

1407 

Some  Esophageal  Cases.    S.  A.  Fbiedbebo. 

Original  contribution  to  The  Laryngoscope,  p.  58,  Jan.,  1912. 

1414 

Emergency  Esophagotomy.  H.  Hans,  Muench.  Med.  Wchnsehr.,  June  4, 
1912. 
After  reporting  a  case  of  foreign  body  in  the  esophagua  and  discussing 
the  advantages  of  transverse  tracheotomy  the  author  concludes:  The 
transverse  skin  incision  is  simpler  and  safer.  The  trachea  acts  like  a 
splint  and  protects  the  sutured  esophageal  incision  and  prevents  traction 
diverticle.     Tracheotomy  inferior  transversalls  is  not  a  good  procedure. 

Ed. 

1416 

Idiopathic  Spasm  of  the  Esophagus  as  a  Common  Diagnostic  Error.  Wm. 
Hill,  Jour.  f.  Laryngol.  Rhinol.  and  Otol.,  p.  76,  Feb.,  1912. 
Hill  contends  that  purely  functional  tonic  spasm  of  the  gullet,  not  as- 
sociated with  inflammatory  tumefaction,  is  a  condition  often  heard  of, 
but  never  seen.  In  support  of  this  he  states  (1)  that  his  own  endoscopic 
and  radiographic  observations  on  the  esophagus  have  failed  to  show  any 
cases  of  spasm  of  a  really  unyielding  nature,  even  when  secondary,  and 
that  the  testimony  of  others  to  the  contrary  when  analyzed  is  inconclu- 
sive; (2)  an  actual  anatomical  examination  by  McAlister  and  verified  by 
others  fails  to  show  any  muscular  sphincter  at  the  cardiac  end  of  the 
esophagus.  The  crico-pharyngeus  muscle  cannot  be  considered  In  this 
discussion  because  it  is  a  part  of  the  pharynx,  and  proof  is  yet  to  be  sub- 
mitted that  the  so-called  "phreno-spasm"  has  actually  occurred  apart 
from  spasm  of  other  portion  of  the  diaphragm.  Functional  paralysis  is 
usually  pharyngeal  paresis.  The  whole  subject  needs  exact  investiga- 
tion. Edgar  (Goldstein). 

1418 

Stricture  of  the  Upper  End  of  the  Esophagus.    E.  M.  Holmes. 

Original  contribution  to  The  Laryngoscope,  p.  1228,  Oct.,  1912. 

1420 

Perforation  of  Esophagus  by  Foreign   Body;    Four  Cases.  A.  T.  Jubasi, 

Med.  Klinik.,  Aug.  4,  1912. 
In  the  case  of  a  woman  of  53  years  physicians  perforated  esophagus 
by  pushing  into  stomach  a  small  piece  of  bone  which  had  lodged  in  the 
upper  part  of  the  esophagus.    Result  fatal. 

Two  of  three  other  cases  in  the  same  clinic  were  saved  by  opening  the 
thorax  and  esophagus.    Jurasz  finds  six  fatalities  in  fifteen  cases  tecorded. 

Ed. 
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1422 

Phlegmon  from  Foreign  Body  in  the  Esophagus.  F.  Kabewski,  Berl. 
klin.  Wchnschr.,  p.  1021,  May  27,  1912. 

The  author  points  out  the  especial  danger  following  the  swallowing 
oi  sharp  pointed  objects  which  frequently  puncture  important  vessels 
or  cause  sloughing  of  infective  infiltrations,  while  foreign  bodies  of  large 
size  do  little  harm.  Occasionally  the  patient  is  unconscious  of  having 
swallowed  anything.  One  man  aspirated  a  small  metallic  hook;  eso- 
phagoscopy  revealed  a  small  bleeding  wound  to  the  right  of  the  esopha- 
gus; X-ray  and  digital  finding  negative.  After  three  days  the  dyphagia 
and  fever  disappeared.  Five  days  later  the  patient  passed  the  hook.  In 
another  case  the  patient  felt  he  had  swallowed  a  chicken-bone;  X-ra"^ 
examination  showed  a  shadow  at  the  aortic  arch.  The  next  day  patient 
felt  better. 

Three  weeks  later,  dysphagia  and  pains  in  throat,  followed  by  retching 
and  dyspnea.  Diagnosis  of  retro-pharyngeal  sloughing  made  and  opera- 
tion undertaken.  At  the  level  of  the  first  dorsal  vertebra  a  foul-smelling 
abscess  containing  a  thin,  bent  piece  of  wire,  2  cm.  long  was  located.  Ab- 
scess was  drained  and  wound  healed  after  a  thin  layer  of  necrotic  tissue 
was  cast  off.    Recovery.  Ed. 

1423 

stricture  and   Diverticula  of  the  Esophagus.    G.  F.  Keipeb. 
Original  contribution  to  The  Laryngoscope,  p.  1127,  Sept.,  1912. 

1427 

Congenital    Atresia    of    Esophagus;     Study    of    Development    of    Human 
Trachea.     M.  Konopacki,  CntrlU.  f.  Allgem.  Pathol,  u.  Pathol.  Anat.. 
May  15,  1912. 
Konopacki  reports  in  detail  a  case  of  atresia  of  the  esophagus  asso- 
ciated with  atresia  ani  and  other  defects.     The  esophagus  extended  to 
about  the  eighth  or  ninth  cartilage  ring  of  the  trachea,  at  which  point  It 
ended  in  a  blind  pouch.     By  means  of  diagrams  the  author  shows  the 
probable  formation  of  this  anomaly,  i.  e.,  that  it  is  an  incomplete  separa- 
tion along  the  "Anlage"  of  the  esophagus,  trachea,  and  Bronchi,  and  not 
an  obstruction  or  atrophy. — Ex. 

1437 

Foreign  Body  in  Esophagus;  Escape  Into  Stomach  After  Ineffectual 
Esophagotomy.  Frank  W.  Murray,  Ann.  of  Surg.,  April,  1912. 
This  case,  shown  at  a  meeting  of  the  New  York  Surgical  Society,  Janu- 
ary 24,  1912,  was  one  of  a  man  of  48  years;  foreign  body,  a  gold  plate 
with  three  artificial  teeth.  External  esophagoscopy  few  hours  after  acci- 
dent. Bougie  introduced  through  wound  and  plate  pushed  into  stomach. 
Uneventful  recovery.  Packard. 

1442 

Esophageal    Obstructions   with    Special    Reference   to   Carcinoma.     H.   S. 
Plummer,  Jour.  Lancet,  Jan.  15,  1912. 
Plummer   discussed    the    diagnosis   and    therapy.     He   holds   that   the 
osophagoscope,  bougie  and  radiograph  are  the  valuable  technical  methods 
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of  examination.  Plummer  details  the  various  steps  in  the  treatment  of 
the  stenosis.  In  some  cases  of  carcinoma  esophagectomy  with  a  gastros- 
tomy is  indicated.  Ed. 

1453 

Twenty-six  Cases  of  Cicatricial  Stenosis  of  tlie  Esophagus.  Sargxon,  Prov. 
med.,  Jan.  27,  1912. 
Two  cases  were  congenital,  one  followed  spasm,  one  was  an  ulcero-cica- 
tricial  stenosis  consecutive  to  scarlatina,  one  due  to  tuberculosis,  and  all 
the  others  resulted  from  swallowing  caustics.  Esophagoscopy  has  made 
the  prognosis  better.     Sargnon  discusses  the  treatment  at  length.     Ed. 

1454 

Hemorrhages  from  Esophageal  Varices.       F.  Schlaefke,  Wr.  klin.  Rund- 
schau., Nos.  26-27,  1912. 
The  autopsy  findings  in  this  fatal  case  of  hemorrhage  from  esophageal 
varices  were  interesting  in  that  no  congestion  in  the  vena  portae  was 
evident.  Ed. 

1468 

Congenital  Atresia  of  Esophagus  with  Esophago-tracheal  Fistula.  F.  R. 
Zeit,  Jour.  Med.  Research,  Sept.,  1912. 
Based  upon  the  fact  that  no  other  associated  malformations  were  pres- 
ent in  the  author's  case  the  hypothesis  is  advanced  that  both  the  atresia 
and  the  fistula  are  due  to  a  faulty  embryonic  anlage  of  the  lower  limbs 
of  the  lateral  ridges  which  in  the  three  weeks  embryo  begin  to  separate 
the  trachea  from  the  esophagus.     Inflammatory  processes  are   excluded. 

Ed. 

1478 

Asthma  in  Children.     H.  E.  Knopf,  Berl.  klin.  Wchnschr.,  Aug.  12,  1912. 

All  of  the  five  cases  were  cured.  The  treatment  embraces  physical, 
dietetic,  medicinal,  physchic,  environmental  and  gymnastical.  In  regard 
to  the  last  mentioned  Knopf  states  that  in  asthma  the  thorax  attempts 
inspiration  at  the  same  time  that  the  abdomen  attempts  expiration,  and 
correction  of  these  muscular  disorders  is  very  beneficial.  Often  at  puberty 
the  asthma  disappears.  Ed. 

1492 

Bean  in  Bronchus  of  Child  of  5  Years  Removed  by  Lower  Bronchoscopy, 

E.  Decressac  and  R.  J.  PouGET,  Arch.  intern,  de  Laryngol.,  p.  507; 

March- April,  1912;   and  Jour,  de  Med.  de  Bord,  No.  2,  1912. 

Child  of  5  years  swallowed  a  bean;   immediate  spasms  of  suffocation, 

cough  and  cyanosis.    Tracheotomy  and  exploration  of  the  trachea,  but  the 

foreign  body  was  not  seen.     After  exploring  the  bronchi  several  times  a 

bean  was  perceived  in  the  left  bronchus  near  the  bifurcation.     It  was 

seized  with  forceps  and  brought  to  the  bifurcation  where  it  suddenly  be 

came  detached  and  dropped  into  the  right  bronchus.     It  was  seized  anew 

and  removed  through  the  tube.     Because  of  the  duration  of  the  broncho 

scopic  procedure  the  tracheal  cannula  was  left  in  situ  until  the  fourth 

day.  Ed. 
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1493 

Tack  in  Left  Bronchus   Removed  by  Bronchoscopy;    Recovery.   G.  De  la 

Roche  and  J.  Molinie,  Le  Larynx,  Jan.-Feb.,  1912. 
Extraction  was  first  attempted  by  means  of  the  electro-magnet  but 
proved  of  no  avail  since  the  tack  was  firmly  lodged  and  was  surrounded 
by  granulation  tissue.  The  attempts  at  removal  were  made  twenty-nine 
days  after  aspiration  of  the  foreign  body.  Tracheotomy  was  performed 
and  the  body  easily  removed  through  the  wound.  Ed. 

1494 

Bronchoscopic  Diagnosis  of  Syphilis  of  the  Lower  Air  Passages.  A. 
Denkek,  Deut.  Med.  Wchnschr.,  Jan.  4,  1912. 
Man  of  30  had  symptoms  of  stenosis;  pharynx  showed  positive  signs 
of  an  old  luetic  condition  but  no  laryngeal  stenosis  found;  laryngeal  mir- 
ror showed  no  conditions  in  the  trachea  down  to  the  bifurcation  which 
could  account  for  the  dyspnea.  Physical  and  Roentgen  examination 
showed  changes  in  the  lung  which  could  be  interpreted  as  tubercular.  It 
was  only  by  means  of  bronchoscopic  examination  that  innumerable  ulcers 
were  recognized  in  the  trachea  as  well  as  severe  stenosis  of  the  left  main 
bronchus,  and  the  diagnosis  of  syphilis  confirmed.  Salvarsan  injection 
produced  good  results  but  patient  succumbed  to  intercurrent  pneumonia 
of  the  lower  right  lobe  and  empyema  of  the  pleural  cavity  before  the 
author  had  a  chance  to  carry  out  his  intention  of  systemic  dilatation  to 
relieve  the  bronchial  stenosis.  Ed. 

1495 

Anesthesia  in  Bronchoscopy.  A.  Epiiraim,  Arch,  intern,  de  Laryngol..  p, 
690,  May-June,  1912. 
Cocain  is  only  used  when  absolutely  necessary.  Otherwise  alypin 
(5  per  cent)  -j-  adrenalin  is  used  to  pinsel  the  throat  and  then  6-18  drops 
as  a  spray  for  the  larynx.  Then  the  larynx  and  trachea  are  powdered 
with  chininum  muriatricum  plus  urea  in  a  one  per  cent  solution  by  means 
of  the  author's  specially  devised  spraying  apparatus.  Ed. 

1496 

Laryngoscopy  With  Mouth  Closed.  T.  S.  Flatau,  Stimme,  p.  161,  March, 
1912. 
The  principle  of  Flatau's  apparatus  is  similar  to  that  of  Hays  and 
probably  slightly  ante-dates  his.  Flatau  claims  that  by  his  method  details 
are  made  very  much  more  distinct  and  the  entire  technic  easier.  The 
instrument  recommended  for  this  method  can  also  be  used  with  the 
mouth  open.  Ed. 

1506 

Report  of  a  Case  of  Aspiration  of  Silver  Tracheotomy  Cannula.  J.  G. 
Hint,  Ann.  of  Otol,  p.  355,  June,  1912. 
Patient  tried  to  remove  her  cannula  for  cleansing  but  the  collar  be- 
came detached  and  it  receded  into  trachea,  monentary  spasm;  but  patient 
immediately  introduced  a  second  tube  and  suffered  no  further  Incon- 
venience. X-ray  picture  showed  cannula  located  in  left  lower  quadrant 
of  the  heart  shadow.     Tracheal  wound  enlarged,  trachea  cocainized  and 
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Jackson  (7  mm.)  bronchoscope  introduced  into  left  bronctius.  At  6  cm. 
beyond  the  bifurcation  the  edge  of  the  tube  was  found  ahd  easily  re- 
moved.   One-third  of  the  edge  was  overlapped  by  edematous  mucosa.    En. 

1507 

Tacks  and   Nails  in  the  Air  Passages;    Bronclioscopy.E.  F.  Ingals,  Jour. 
A.  M.  A.,  p.  467,  Feb.  17,  1912. 
Three   cases   are  reported   which   point   out  the   tolerance   of   the   air 
passages  for  foreign  bodies,  and  that  in  cases  of  dyspnea  one  should  be 
prepared  at  any  moment  to  do  a  tracheotomy.  Ed. 

1508 

Anesthesia  for  Peroral  Endoscopy.     C.  Jacksox. 

Original  contribution  to  The  LtAryngoscope,  p.  1208,  Oct.,  1912. 

1509 

Laryngeal,    Bronchial   and    Esophageal    Endoscopy.    C.  Jackson. 
Editorial  in  The  Laryngoscope,  p.  130,  Feb.,  1912,  and  p.  765,  May,  1912. 

1510 

Curious  Mishap   During  a  Bronchoscopic   Examination.     R.  H.  Johnston. 
Original  contribution  to  The  Laryngoscope,  p.  1136,  Sept.,  1912. 

1512 

Direct  Laryngoscopy  in  the  Removal  of  Laryngeal  Tumors.    R.  H.  John- 
ston. 
Original  contribution  to  The  Laryngoscope,  p.  1214,  Oct.,  1912. 

1514 

Suspension  Laryngoscopy.    G.  Killian,  Arch.  /.  Laryngol.,  p.  277,  Bd.  26, 

Heft  2,   1912,   Deut.   Med.   Wchnschr.,   No.   13,   1912,   and   Berl.   klin. 

Wchnschr.,  March  25,  1912. 

In  his  work  on  the  cadaver  Killian  noticed  that  he  could  obtain  a  view 

of  the  entire  larynx  and  part  of  the  trachea  when  the  head  was  allowed 

to  hang  over  the  edge  of  the  table  suspended  merely  by  a  tongue  spatula 

fastened  by  extension  to  a  frame  attached  above.     He  applied  the  same 

method  in  work  on  his  patients  with  excellent  results.  Ed. 

1517 

Esophagoscopy   in  the   Removal   of  Foreign   Bodies  from  the    Esophagus. 

R.    McKlNNEY. 

Original  contribution  to  The  Laryngoscope,  p.  1222,  Oct.,  1912. 

1537 

Method  of  Radium  Treatment  of  Upper  Air  Passages,  Trachea  and 
Esophagus.  G.  L.  Albanus,  Deut.  Med.  Wchnschr.,  April  25,  1912. 
The  radium  is  usually  placed  in  an  oval,  medal-form  capsule.  Albanus 
fully  describes  his  method  of  applying  it  and  his  manner  of  intensifying 
the  rays.  The  capsule  is  fixed  by  means  of  a  Michel  clamp  and  a  fixator 
especially  designed  by  the  author  for  this  purpose.  Good  results  are 
reported.  Ed. 
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1539 

Intra-tracheal  Insufflation  Anesthetization.  R.  Alessandbi,  Policlin.,  p. 
1333.  Sept.  8,  191^. 

Case  1 :  Young  man  with  sarcoma  of  naso-pharynx,  orbit  and  maxillary 
sinus  whicli  had  recurred  twice.  By  employing  Meltzer's  technic  the 
operation  was  sately  and  radically  performed  (using  100  cc.  ol  ether)  and 
the  patient  cured  to  date. 

Case  2:  Boy  of  14  years  in  stupor  due  to  tumor  in  same  region  as  In 
Case  1.  Though  this  case  terminated  fatally,  yet  the  regularity  of  the 
pulse  and  breathing  throughout  the  operation  proved  the  advantages  of 
Meltzer's  technic.  Ed, 

1540 

Laryngeal  Helio-therapy.  R.  Alexandre,  Arch,  intern,  de  Laryngol.,  p. 
388,  ilarch-April,  1912. 
Alexandre  employed  Sorgo's  method  of  helio-therapy  in  the  treatment 
of  laryngeal  tuberculosis  in  the  sanatorium  in  Dumarest,  with  good  re- 
sults. He  pronounces  it  the  best  treatment  available.  By  means  of  a 
special  instrument  devised  by  the  author  the  patient  is  enabled  to  treat 
himself.  Ed. 

1541 

Preparation  of  a  Bronchitis  Vaccine.  W.  E.  M.  Armstboxg,  Lancet,  May 
18,  1912. 
Sputum  is  placed  in  an  ordinary  wire-mesh  tea  strainer  previously  ster- 
ilized. Water  from  the  tap  forcibly  drives  the  thinner  and  more  soluble 
salivary  elements  through  the  meshes,  leaving  the  thicker  more  gelatin- 
ous bronchial  secretion,  from  which  cultures  may  be  made  in  the  usual 
manner.  Edgar   (Goldsteix). 

1543 

Injection  of  Alcohol  for  Relief  of  Disturbances  in  Swallowing  in   Laryn- 
geal Tuberculosis.     F.  Bertran  and  Castillo,  SigJo  Med.,  Vol.  59,  p. 
594,  1912. 
The  authors  report  six  cases  in  which  Boncour's  technic  for  this  In- 
lection  was  successfully  employed.     The  anesthesia  lasted  from  twenty 
lays  up  to  a  month.    In  six  other  cases  Hoffmann's  method  was  used  but 
*his  technic  is  painful  and  the  anesthesia  induced  lasts  only  a  few  hours 
^^  days.  °' 

1544 

Roentgen  Ray  Localization  of  Foreign   Bodies.     J.  E.  Blake,  N.  Y.  State 
Jour,  of  Med.,  Jan.,  1912. 
Blake  has  based  his  conclusions  on  the  physical  law  that  light  travels 
in  a  straight  line  and  also  on  the  geometrical  hypothesis  that  the  cor- 
responding sides  of  similar  triangles  are  proportional  to  each  other.  Ed. 

1545  ,  r.       .     •     .f 

Methods   of   Anesthesia   and    Analgesia    Employed   for  the    Dysphagia   of 
Laryngeal  Tuberculosis.     P.  Boncour,  These  de  Paris,  1912. 
Instillation  and  insufflation  are  but  palliative  measures;    Bier's  anes- 
thesia is  usually  attended  with  gfreat  difficulties;   radio-therapy  requires 
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special  instruments  and  the  results  are  uncertain.  For  injecting  the 
superior  laryngeal  nerve  the  author  prefers  alcohol  to  cocain  or  novocain. 
He  also  suggests  using  alcohol  injection  in  dysphagia  due  to  other  cause, 
as  for  instance  in  laryngeal  cancer.  En. 

1546 

Nasal  Treatment  of  Asthma.       P.   Bonnier,   Arch.  gen.  de  Med.,   March, 

1912. 
Seventy-five  out  of  the  hundred  cases  of  broncfrial  asthma  which  Bon- 
nier treated  in  this  manner  were  cured  and  the  remainder  greatly  benefit- 
ed. Bonnier  localizes  a  sensitive  area  in  the  mucosa  of  the  anterior  por- 
tion of  the  nasal  cavities;  this  he  cauterizes  lightly.  Usually  a  sudden 
fit  of  sneezing  or  cough  or  an  asthmatic  paroxysm  follows  this  cauteriza- 
tion, but  when  it  subsides  permanent  relief  from  the  asthmatic  attacks 
generally  results.  Ed. 

1547 

New  Method  of  Fixing  Trachea  to  Skin  in  Total  Laryngectomy.  R.  Botey, 
Arch,  intern,  de  Laryngol.,  p.  828,  May-June,  1912. 
To  prevent  shriveling  Botey  proposes  to  cut  out  a  half-moon  shaped 
piece  of  skin  (10-15  mm.  wide)  to  the  right  and  left  of  the  tracheal  fistula, 
10  or  12  mm.  from  its  edges.  Cicatricial  retraction  will  Insure  a  per- 
manent width  of  the  tracheal  opening.  Ed. 

1550 

Treatment  of  Bronchitis  in  Stout  and  Elderly.     H.  Campbell,  Clin.  Jour., 

p.  33,  Oct.  23,  1912. 

Campbell  urges  the  employment  of  more  common  sense  and  less  drugs 

in  the  treatment  of  bronchitis.     He  outlines  treatment  for  this  affection 

medical  and  otherwise  in  both  obese  subjects  and  those  of  advanced  age. 

Ed. 

1555 

Warning  in  Regard  to  Intra-tracheal  Insufflation  Anesthesia;   The  Neces- 
sity of  a  Safety  Valve.  F.  J.  Cotton  and  W.  M.  Boothby,  Boston  Med. 
and  Surg.  Jour.,  March  28,  1912. 
A  pressure  of  over  10  mm.  Hg.  is  unjustifiably  dangerous  in  that  it  in- 
terferes with  the  circulation  by  preventing  the  filling  of  the  right  heart. 
For  this  reason  Boothby  adopted  the  mercury  safety  valve  which  enables 
any  excess  of  pressure  over  10  mm.  to  escape  by  bubbling  through  the 
mercury.  Ed. 

1556 

New  Method  of  Laryngeal  Intubation.  F.  Criado  and  Agiiilar,  Rev.  de 
Med.  y  Cir.  Prac.  de  Madrid,  Bd.  36,  No.  1210,  1912. 
The  finger  which  serves  as  a  guide  is  introduced  into  the  mouth,  on  the 
right  side,  until  the  tip  of  the  finger  strike  the  pharynx.  The  finger  is 
then  bent  forward  where  the  arytenoid  cartilage  is  encountered  and  the 
epiglottis  lilted.  The  finger  thus  serves  as  a  guide  for  the  introduction 
of  the  tube  without  in  any  way  obstructing  the  larynx.  The  respiration 
of  the  child  is  not  interfered  with.  Ed. 
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1563 

Non-surgical  Treatment  of  Malignant  Laryngeal   Tumors.  F.  Egidi,  Boll. 
delle  Mai.  dell'Orecchio,  p.  1,  Jan.,  1912. 
Egidi  reports  on  two  cases  which  he  has  successfully  treated  by  injec- 
tions according  to  Fichera's  method.  .  Ed. 
* 

1568 

Relief  of  Pain  in  Advanced  Tuberculosis  of  the  Larynx  by  Means  of  In- 
jections of  Alcohol  into  the  Internal  Laryngeal  Nerve.  G.  Fettekolt, 
Ann.  of  Otol.,  p.  128,  March,  1912. 

Fetterolf  has  carried  out  the  technic  of  injecting  alcohol  into  the  in- 
ternal laryngeal  nerve  in  fifteen  cases  and  feels  that  the  procedure  ia 
without  untoward  results.  It  can  be  repeated  if  necessary,  though  the 
first  injection  usually  produces  the  desired  results  in  ninety  per  cent  of 
the   cases. 

The  nerve  is  located  by  means  of  a  tender  spot  in  the  lateral  region  of 
the  thyro-hyoid  space.  The  larynx  is  held  between  the  thumb  and  fingers 
of  the  left  hand,  and  the  needle  introduced  vertically  through  the  skin, 
then  it  is  pushed  to  a  greater  depth  and  moved  around  to  elicit  a  pain 
in  the  ear  which  is  supposed  to  result  when  the  needle  comes  into  con- 
tact with  the  nerve.  (The  author  himself  did  not  always  find  this  sign). 
In  all,  from  20-25  minims  of  ethyl  alcohol  was  injected  at  one  time;  if 
the  dose  had  to  be  repeated  a  similiar  amount  was  used.  Ed. 

1570 

Further  Experience  with  Endo-bronchial  Therapy  of  Asthma.  W.  Freud- 
EXTHAL,  Jour.  A.  M.  A.,  p.  1108,  Sept.  21,  1912. 
Every  possible  reflex  cause,  and  gross  lesions  in  the  nose,  throat, 
uterus,  digestive  organs,  etc.,  should  be  sought  out  and  treated.  If,  how- 
ever, this  therapy  is  without  effect  direct  local  applications  to  the 
asthmogenous  spots  in  certain  parts  of  the  bronchial  ramification  should 
be  made.  The  author  holds  that  over  fifty  per  cent  of  asthmatic  cases 
treated  intra-bronchially  are  cured.  Ed. 

1576 

Direct  Injection  of  Medicated  Oil  into  Bronchi  or  Lungs.  G.  Guisez  and 
G.  Stodel,  Fresse  Med.,  Sept.  18,  1912. 

Under  local  anesthesia  the  authors  introduce  the  cannula  beneath  the 
cords  and  thus  inject  the  medication.  A  slight  fit  of  coughing  was  the 
only  reaction. 

By  animal  experimentation  it  has  been  determined  that  Injected  colored 
matter  penetrated  into  the  air  tract  in  fifteen  minutes,  and  Into  the  ex- 
ternal surface  of  the  lung  in  one  hour.  The  trachio-bronchlal  ganglions 
were  colored  in  fifteen  minutes. 

Experience  showed  that  as  much  as  20  ccm.  of  the  medicated  oil  could 
be  injected  in  man  with  impunity.  After  eight  or  nine  injections  tracheal 
and  tracheobronchial  affections  were  rapidly  relieved.  Ed. 


484  I^ARYNX.      BRONCHI.      TRACHEA.      ESOPHAGUS. 

1577 

Local  Application  of  Radium  in  Cancer  of  Esophagus.  Guisez,  8oc.  de 
Chir.  d.  Paris,  April  26,  1912. 
Guisez'  experience  covers  29  cases  all  of  which  were  diagnosed  by  means 
of  esophagoscopy.  Radium  is  applied  by  means  of  a  sound  (6-7  eg.) 
down  to  the  stricture.  The  treatments  are  of  about  4  hours  duration, 
the  sum  total  being  30  hours.  Two  cases  in  the  incipient  stages  were 
cured;  all  the  others  were  greatly  benefitted.  Ed. 

1582 

Result  After  Operation  for  Aneurysm  of  the  Carotid  Artery.  T.  J.  Harris 
Proc.  N.  Y.  Acad,  of  Med.,  Jan.  24,  1912. 
Abstracted  in  The  Laryngoscope,  p.  988,  July,  1912. 

1584 

Treatment  of  the  Dysphagia  in  Tuberculosis  by   Injection  of  Alcohol  in 
the  Upper  Laryngeal  Nerve.       K.   Helot,   Kev.   Med   de  Normandie, 
March,  1912. 
Disturbances  In  speech  and  dysphagia  are  the  earliest  manifestations 
of  laryngeal  tuberculosis.     To  combat  the  later  Helot  injected  alcohol  In 
the  upper  laryngeal  nerve  of  three  cases  with  an  almost  normal  alimenta- 
tion resulting.  Helot  gives  an  historical  survey  of  this  method  and  indi- 
cates in  detail  his  technic.    The  effect  lasts  for  weeks  and  his  method  is 
simple.  Ed. 

1586 

Treatment  of  Laryngeal  Tuberculosis.  A.  S.  Hett,  Brit.  Jour,  of  Tuber- 
culosis, July,  1912. 
Hett  points  out  that  slight  lesions  in  an  advanced  case  of  pulmonary 
tuberculosis  are  graver  than  extensive  ones  in  patients  with  normal  tem- 
perature but  chronic  pulmonary  involvement,  and  it  is  in  the  latter  case 
that  radical  surgical  procedure  is  often  attended  with  excellent  results. 
If  the  chest  is  in  good  condition  lesions  of  the  vocal  cords  can  often  be 
cured  by  absolute  rest  for  several  months;  enlarged  arytenoids  can  be 
reduced  by  galvano-cautery  or  by  punching  them  out.  Successive  deep 
cautery  punctures  every  ten  days  are  effective  in  treating  infiltrations 
without  ulceration  of  the  ventricular  bands;  superficial  ulcerations  of  the 
vocal  cord  should  merely  be  touched  with  the  cautery;  carettement  should 
be  sparingly  employed  and  only  in  cases  of  large  ulcers;  in  tuberculous 
lesions  of  the  epiglottis,  that  body  can  be  removed  with  punch  forceps. 
An  alkalin  laryngeal  spray  is  effective  in  preventing  accumulations  of 
secretions  in  the  larynx.  Various  therapies  are  recommended  also  to 
overcome  cough  when  present.  Ed. 

1588 

Calcium  Salts  in  the  Treatment  of  Asthma  and  Hay-fever.  R.  Hoffmann, 
Muench.   Med.   WchnscJir.,   May   21,   1912,   and   Therapeut.   Monatsh., 
May,  1912. 
Hoffmann  discusses  the  various  forms  of  asthma  and  their  relation  to 

nasal  affection.  The  author  further  reports  favorably  on  his  experiments 
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with  calcium  -in  the  treatment  of  these  affections  and  arges  further  ex- 
perimentation along  this  line.  Ed. 

1589 

Palliative  Treatment  of  Terminal  Laryngeal  Tuberculosis.  H.  Horn, 
Jour.  A.  M.  A.,  p.  793,  Sept.  7,  1912. 
The  Hoffmann  method  of  injecting  the  superior  laryngeal  nerve  Is 
recommended  to  produce  permanent  anesthesia  as,  a  palliative  measure. 
The  injection  can  be  repeated  as  often  as  necessary  with  Impunity,  relief 
is  obtained  for  from  a  few  hours  to  forty  days.  Besides  this  the  patient 
becomes  more  optimistic  and  tries  to  take  food.  In  only  three  cases  were 
the  results  negative.    Horn  carefully  details  his  technic.  Ed. 

1590 

Treatment  of  Foreign  Body  in  the  Esophagus.  E.  F.  Ingals, 
Original  contribution  to  The  Laryngoscope,  p.  47,  Jan.,  1912. 

1592 

Treatment  of  Esophageal  Stenosis  with   Electrolysis.  Jenckel,    Klin, 

therap.  Wchnschr.,  No.  34,  1912. 
Abstracted  in  The  Laryngoscope,  p.  230,  March,  1913. 

1593 

Resection  of  the  Esophagus  and  Larynx  for  Carcinoma.  Kammerer,  Ann. 
of  Surg.,  Feb.,  1912. 
Kammerer  presented  the  following  case  before  the  New  York  Surgical 
Society's  Meeting,  October  25,  1911:  Man,  45  years  old.  Mass  could  be 
felt  by  external  palpation  of  neck.  Marked  emaciation.  Preliminary 
gastrostomy.  Two  weeks  later  mass  exposed  by  incision  along' anterior 
border  of  left  sterno-mastoid  muscle.  The  entire  laryngo-pharynx,  two 
inches  of  the  esophagus  proper,  the  entire  larynx,  and  one-half  of  the 
thyroid  gland  removed.  Stump  of  trachea  sutured  to  skin  above  the 
sternum,  the  pharynx  above  and  the  esophagus  below  closed  by  suture. 
Six  months  later  much  Improved  in  general  condition.  Packard. 

1594 

Radium  Therapy  in  Tracheal  Stenosis.  Kantas,  Wr.  med.  Wchnschr.,  i. 
1190,  April  27,  1912. 
For  this  procedure  Kantas  employs  O'Dwyer  tubes  of  various  lengths 
with  walls  of  5  mm.  thickness,  closed  at  both  ends.  One  of  the  chief  ad- 
vantages of  this  method  is  the  anesthetizing  effect  of  the  radium  and  the 
smooth  non-proliferating  cicatrix  formed.  Ed. 

1595 

Calcium  Salts  in  Treatment  of  Asthma.  C.  Kayseb,  Therap.  Monatsh.. 
March,  1912. 
One  tablespoonful  of  a  live  per  cent  solution  of  calcium  chlorid  given 
in  milk  every  two  hours  for  at  least  three  or  four  days  Is  recommended. 
In  one  case  of  hay-fever-asthma  and  in  13  other  asthmatic  conditions 
this  measure  proved  of  prophylactic  effect.  In  some  cases  the  paroxysms 
did  not  return  for  months,  in  some  the  relief  obtained  has  been  per- 
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1598 

Treatment  of  Laryngeal  Tuberculosis.  G.  Killian,  Deut.  Med.  Wchnschr., 
March  28,  1912,  and  Med.  Klinik,  No.  14,  1912. 
Abstracted  in  The  Laryngoscope,  p.  1135,  Sept.,  1912. 

1605 

Epiglottidectomy;  The  Rational  Treatment  of  Epiglottidean  Tuberculosis. 

L.   B.    LOCKABD. 

Original  contribution  to  The  Laryngoscope,  p.  113,  Feb.,  1912. 

1608 

Treatment  of  Laryngeal  Papilloma  wtih  Calcified  Magnesia,  G.  Masini, 
Boll,  delle  Mai.  delVOrecchio,  p.  49,  March,  1912. 
During  thirty-five  years  the  woman,  whose  case  was  reported  was  re- 
peatedly operated  for  the  removal  of  recurring  laryngeal  papiilomata.  To 
prevent  asphyxiation  the  patient  had  to  be  tracheotomized.  The  daily 
use  of  calcined  magnesia  (4-6  gr.)  resulted  in  an  absolute  cure  within 
three  months.  Ed. 

1609 

Treatment  of  Cicatricial  Stenosis  of  Larynx.    E.  Mayer. 

Original  contribution  to  The  Laryngoscope,  p.  42,  Jan.,  1912. 

1610 

Management  of  Asthma.    H.  M.  McClanahan,  Am.  Jour.  Med.  Sci,  p.  836, 

June,  1912. 
McClanahan  states  from  his  experience  that  most  of  the  infants  and 
children. afflicted  with  asthma  ultimately  recover.  Sodium  iodid  and 
syrup  of  hydriodic  acid  are  very  effective  If  administered  between  the 
attack,  itself,  adrenalin  is  of  some  service  while  morphia  cuts  short  the 
attacks.  During  the  attack,  itself,  adrenalin  is  of  some  service  while  mor- 
phia cuts  short  the  attack.  Inhalation  relieves  the  accompanying  bron 
chitis.  The  underlying  cause  of  the  asthma  should  be  carefully  ascer 
tained,  Ed. 

1612 

Value  of  Electrolysis  in  Endo-laryngeal  Cancer.  Mermod,  Rev.  hehd.  de 
Laryngol.,  p.  33,  July  13,  1912. 
Man  in  whom  recurrence  of  carcinoma  of  vocal  cords  took  place  refused 
another  operation.  Five  applications  of  electrolysis,  15  nUnutes  each, 
resulted  in  a  recovery  which  has  lasted  over  a  year.  In  two  other,  more 
involved  cases,  cure  was  not  effected,  but  because  of  the  improvement 
due  to  the  electrolysis,  tracheotomy  became  unnecessary.  Ed. 

1616 

Differential  Pressure  Procedures  in  Treatment  of  Stenosis  of  the  Trachea. 

T.  Naegeli,  Beitr.  z.  klin.  Chir.,  Jan.,  1912. 
While  preparing  to  remove   a  thyroid  cancer  which  was  causing  ex- 
treme dyspnea  the  apparatus  to  induce  positive  differential  pressure  was 
applied  whereupon   the   dyspnea,   the   stridor   and   cyanosis   ceased.     As 
soon  as  the  mask  was  removed  all  the  symptoms  returned.     Later  ex- 
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periments  on  animals  to  ascertain  whether  tracheal  stenosis  could  be  re- 
lieved by  this  procedure  gave  positive  results.  This  procedure  is  of 
especial  service  in  goiter  operations  preventing  collapse  of  the  trachea 
after  removal  of  the  thyroid  compressing  it;  this  over-pressure  makes 
tracheotomy  unnecessary.  Ed 

1618 

Local  Anesthesia  of  Larynx  by  Nerve  Blocking  with  Alcohol.      M.  Pavesi 
AND  E.  GuRTi,  Gaz.  degli  Osped.  e  delle  Clin.,  p.  681,  May  30,  1912. 
Abstracted  in  The  Laryngoscope,  p.  58,  Jan.,  1913. 

1628 

Free  Tracheo-trachea!  Plastic.      Santini,  Bull,  delle  Sci-Med.,  July,  1912. 
The  partial  graft  of  a  fresh  homo-  or  hetero-plastic  tissue  may  pro- 
duce good  results  if  the  implanted  tissue  undergoes  no  modification.     In 
this   way   it   may   be   possible   to  cure  tracheal   fistula.  Goldstein. 

1629 

Simple  Operation  for  Esophageal  Diverticulum.  H.  H.  Schmid,  Wr.  klin. 
Wchnschr.,  March  28,  1912. 
Because  of  the  high  mortality  following  operation  for  the  extirpation 
of  diverticula  Schmid  proposes  a  technic  by  which  the  diverticulum  Is 
exposed,  freed,  evacuated,  pulled  outward  longitudinally  and  transversely 
and  then  turned  upward  and  stitched  to  the  esophagus.  The  aseptic  con- 
ditions are  better,  early  swallowing  does  not  produce  suture  separation 
or  fistula  formation,  and  gastrostomy  is  unnecessary.  Ed. 

1636 

Dry  Nebula  Obtained  by  Stefanini-Gradenigo  Inhalation   Method.  A.  Stef- 
Axi.xi,  Arch.  ital.  di  OtoL,  p.  223,  May,  1912. 
A  comparison  between  the  mineral  salt  composition  of  the  sea-air  and 
that  obtained  in  the  inhalatorium  was  made  and  the  latter  found  prefer- 
able. '  Ed. 

1647 

Endo-nasal  Asthma  Therapy.  M.  Wassebmann,  Muench.  med.  Wchnschr., 
No.  1,  1912. 
A  tampon  of  cotton  saturated  with  some  local  anesthesia  is  inserted 
into  each  nostril  so  that  it  rests  t>oth  on  the  tuberculum  septi  and  lower 
turbinal.  This  tampon  is  left  in  place  for  fifteen  minutes  and  is  inserted 
daily  for  eight  to  fourteen  days,  then  less  frequently  until  it  is  finally  en- 
tirely omitted.  Ed. 

1648 

New  Method  of  Treating  Asthma.  Weiss,  Deut.  med.  Wchnschr.,  Sept. 
19,  1912. 
Injections  of  suprarenin  (.0008g.)  and  hypophysis  extract  (1.1  ccm.) 
are  made  with  instantaneous  relief  resulting.  In  the  3,000  instances  in 
which  this  injection,  termed  asthmolysin,  was  made,  but  ten  proved  un- 
successful. Ed. 
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1657 

Diphtheria  of  the  Middle  Ear.  O.  Benesi,  Wr.  Jclin.  Wchnschr.,  Sept.  12, 
1912. 
Girl  of  19  years  had  suppurative  ear  almost  all  her  life;  during  the 
last  few  years  it  caused  her  headaches  and  for  several  weeks  vertigo. 
Radical  operation.  Microscopical  and  cultural  examination  of  the  pus 
showed  the  presence  of  only  diphtheria  bacilli.  The  patient  had  never 
in  her  life  had  diphtheria.  Ed, 

1666 

Report  of  a  Case  of  Nasal  Diphtheria.  N.  A.  Christie,  Can.  Prac.  and 

Rev.,  Jan.,  1912. 
Abstracted  in  The  Laryngoscope,  p.  77,  Jan.,  1913. 

1670 

Determirvation  of  Diphtheria  Bacilli.  H.  Comradi  and  P.  Troch,  Muench. 
med.  Wchnschr.,  July  23,  1912. 
The  new  culture  medium  consists  of  10  gm.  of  meat  extract,  5  gm.  of 
sodium  chlorid,  20  gm.  of  peptone  (Witte),  and  6  gm.  of  calcium  acetate 
to  which  1000  ccm.  of  water  is  added.  After  the  mixture  has  been  left 
over  a  water-bath  for  one-half  hour  it  is  filtered  and  1  per  cent  grape- 
sugar  added.  One  part  of  this  mixture  is  added  to  3  parts  of  fresh  sterile 
blood-serum  and  to  100  ccm.  of  this  mixture  2  ccm.  of  a  1  per  cent  solu- 
tion of  potassium  tellurite  is  added.  This  mixture  is  then  shaken  and 
distributed  in  Petri  dishes.  The  authors  have  had  splendid  results  with 
this  method;  the  diphtheria  colonies  when  present  are  colored  black  be- 
cause of  the  tellurium  dioxid.  Eu. 

1671 

Diphtheria  Bacilli  in  the  Urine.  H.  Conradi  and  Bierast,  Dent.  med. 
Wchnschr.,  Aug.  22,  1912. 
The  urine  (20-30  ccm.)  obtained  in  a  sterile  manner  is  centrifuged;  the 
sedifnent  streaked  out  on  plates  and  stained  with  methylene  blue  and 
Neisser's  double  stain.  In  54  of  155  cases  of  diphtheria  the  bacilli  were 
found  in  the  urine,  (in  32  females  and  in  22  males) ;  31  cases  contained 
it  during  the  first  week  of  illness,  10  in  the  second;  5  in  the  third,  and  2 
in  the  fourth,  and  some  as  late  as  the  ninth  week.  This  evidence  is  of 
value  in  combatting  the  spread  of  the  disease.  Ed. 

1677 

Some  Experiments  on  the  Action  of  Staphylococcus  Aureus  on  the  Kiebs- 
Loeffler  Bacillus.     Lydia  M.  Dewitt,  Jour,  of  Inf.  Dis.,  Jan.,  1912. 

After  reporting  a  series  of  animal  experiments  and  the  treatment  of 
two  human  patients  Dewitt  came  to  the  conclusion  that  there  was  no 
inherent  antagonism  or  incompatibility  between  staphylococcus  aureus 
and  the  Klebs-Loeffler  bacillus. 

Experiments  on  animals  showed  that  40  per  cent  of  the  animals  treated 
with  the  staphylococcus  got  rid  of  the  diphtheria  organism  more  quickly 
than  the  untreated  ones;  in  60  per  cent  the  cultures  gave  the  Klebs- 
Loeffler   bacillus    either   the   same    time   or    longer.     Dr.    Dewitt    thinks 


DIPHTHERIA   AND  THYROID   GLAND.  489 

that  the  treatment  with  the  staphylococcus  culture  should  not  be  used  in 
acute  cases  but  only  tn  those  in  which  diphtheria  bacilli  persisted  after 
the  throat  had  healed  and  the  patient  is  clinically  well. 

The  reason  for  the  apparently  favorable  action  of  the  staphylococcus 
aureus  on  chronic  diphtheria  cases  seems  not  to  be  an  antagonism  or 
incompatibility  between  the  two  organisms,  but  an  effort  to  reinforce  the 
favorable,  friendly  throat  flora  in  the  cases  in  which  they  are  unable  to 
regain  their  natural,  normal  ascendency.  Halsted. 

1681 

Diphtheria    Bacilli    in    Chronic    Otites.     Galtuxg,  Norsk   mag.  f.  Legevi- 
densk.,  1912. 
In  13  of  50  cases  the  author  found  diphtheroid  bacilli,  but  he  cannot,  as 
yet,  furnish  proof  that  a  diphtheria  existed.  Ed. 

1682 

Raskin's  Technic  for  Staining  Diphtheria  Bacilli.  O.  GtOetze,  Muench. 
med.  Wchnschr.,  April  23,  1912. 
Acetic  acid  (5  ccm.),  distilled  water  (95  ccm.),  alcohol  (95  per  cent, 
100  com.),  saturated  aqueous  methylene  blue  solution  (4  ccm.),  and 
Ziehl's  carbol  fuchsin  solution  (4  ccm.)  constitute  Raskin's  coloring  for 
the  diphtheria  bacillus.  Goetze  feels  that  it  will  not,  however,  supplant 
the  Xeisser  method.  Ed. 

1693 

Diphtheria  Bacilli  in  the  Urine.   R.  Koch,  Deut.  med.  Wchnschr.,  Dec.  12, 

1912. 

In  26  diphtheria  patients.  111  urine  examinations  were  made.  In  four 
instances  the  bacilli  from  the  urine  of  two  patients  were  pathogenic  for 
laboratory  animals.  In  10  examinations  from  5  patients  diphtheroid 
bacilli  were  found,  and  4  times  in  19  examinations  of  the  urine  of-  scarlet 
fever  cases.  Ed. 

1705 

Chronic  Nasal  Diphtheria.  C.  M.  Miller,  Ya.  Med.  Semi-MonthJy,  p.  13, 
April  12,  1912. 
Six  cases  are  reported.  The  rhinorrhea  is  of  a  serious,  sometimes  of  a 
muco-purulent  character,  and  irritates  the  edges  of  the  nostrils  and  upper 
lip.  Nasal  obstruction  is  also  present;  sometimes  the  affection  is  diag- 
nosed as  a  foreign  body.  Upon  rhinoscopy  the  false  memoranes  in  the 
nasal  fossae,  or  occasionally  in  one  fossa,  are  seen.  Pharyngeal  findings 
negative.  Sometimes  the  false  membranes  are  absent.  Bar teriologic  In- 
vestigation reveals  the  presence  of  the  Loeffler  bacillus.  The  prognosis 
is  usually  good.  ^^' 

1711 

Role    of    Animal    Experimentation    in    the    Discoveries    Leading    to    Our 
Present    Knowledge  of  the   Etiology,   Prevention   and   Cure  of  Diph- 
theria.    W.  H.  Park,  Jour.  A.  M.  A.,  p.  453.  Feb.  17,  1912. 
Park  takes  up  the  identity  of  "croup"  and  laryngeal  diphtheria;  the 
gradual  substitution  in  the  death  certificates  by  physicians  of  New  York 
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City  of  the  name  of  diphtheria  for  earlier  special  designations;  the 
means  by  which  we  obtain  our  present  comprehensive  knowledge  con- 
cerning the  nature  and  prevention  of  diphtheria;  the  role  of  animal  ex- 
perimentation in  the  discovery  and  practical  production  of  diphtheria 
antitoxin;  the  value  of  antitoxin  in  the  prevention  and  treatment  of 
diphtheria,  the  results  of  antitoxin  treatment;  the  absolute  mortalities 
during  a  long  series  of  years  in  large  cities  as  an  index  of  the  value  of 
antitoxin  treatment;  the  results  obtained  in  hospitals  and  elsewhere  in 
the  years  before  and  after  the  introduction  of  antitoxin  the  after-effects 
of  the  serum  injection,  etc.  ,  Ed. 

1725 

Unrecognized  Diphtheria.  S.  Taylor,  W.  London  Med.  Jour.,  Jan.,  1912. 
Simple  cases  of  inflammation  of  the  throat  without  membrane  forma- 
tion, swelling  of  the  glands  of  the  neck,  albuminuria,  or  changes  in  the 
reflexes  are  often  diphtheritic.  Four  cases  are  reported  In  which  the 
peripheral  neuritis  was  the  first  evidence  that  a  former  throat  inflamma- 
tion was  diphtheritic.  In  all  doubtful  cases  of  throat  inflammation  cul 
tures  should  be  made.  Ed. 

1738 

Experimental  Exophthalmic  Goiter.     M.  Baruch,  Zntrlht.  f.  Chir.,  July  6, 
1912. 
By    means    of    intra-peritoneal    injection    of    a    preparation    of    human 
strumas  from  patient,   not  however  affected   with  Basedow's   disease,  a 
typical  exophthalmic  goiter  was  produced.  Ed. 

1770 

Observations  on  the  Thyroid  Gland.  W.  Edmunds,  Jour,  of  Pathol,  and 
Bacteriol.,  April,  1912. 
In  this  paper  the  author  reports  further  on  his  experiments  on  cats 
and  dogs.  He  finds  that  if  large  doses  of  calcium  be  administered  after 
total  removal  of  the  thyroids  and  parathyroids  the  early  death  from 
tetany  can  be  postponed;  the  administration  of  pitiutary  extract  has  not 
this  effect.  Ed. 

1775 

Case  of  Ligneous  Thyroiditis.  G.  Fetterolf. 

Original  contribution  to  The  Laryngoscope,  p.  1015,  Aug.,  1912. 

1780 

Action  of  Parathyroids  in  Nephritis.  M.  Georgopulos,  Ztschr.  f.  klin. 
Med.,  Vol.  76,  Nos.  3-4,  1912. 
The  author  removed  the  thyroid  in  rabbits  and  injected  uranium 
nitrate  to  induce  nephritis;  thus  causing  a  hyperfunctioning  of  the  para- 
thyroids. From  the  results  Georgopulos  concludes  that  the  parathyroids 
counteract  the  systemic  intoxication  in  nephritis  and  that,  therefore, 
parathyroid  extract  would  be  useful  in  the  treatment  of  nephritis.     Ed. 
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1793 

Blood  Picture  in  Goiter.  J.  Hatiegan,  Wr.  klin.  Wchnschr.,  Sept.  26,  1912. 
The  author  reports  on  the  blood-finding  in  two  cases  of  exophthalmic 
goiter,  35  of  goiter  and  3  operated  cases  of  goiter.  About  one-half  of  the 
goiter  cases  presented  a  lymphocytosis  and  the  conclusion  is  that  this 
finding  is  unreliable  in  the  diagnosis  and  prognosis  of  Basedow's  disease. 

E[> 

1838 

Factors    of    Safety    in    Operating    for    Exophthalmic    Goiter. C.  H.  Mato, 

Jour.  A.  il.  A.,  p.  26,  July  6,  1912. 
Within  the  past  year  278  cases  were  operated  without  a  single  death. 
Five  essential  "factors  of  safety"  are  enumerated  to  which  the  success- 
ful outcome  of  these  operations  is  ascribed.  Ed. 

1840 

Parathyroids  and  Their  Surgical   Relation  to  Goiter.      C.  H.  Mayo,  Ann. 
of  Surg.,  Feb.,  1912. 
Mayo   discusses  the   definite   relation  between  parathyroidectomy   and 
tetany  and  the  various  therapies  to  overcome  the  latter.  Ed. 

1854 

Case  of  Ligneous  Thyroiditis.  G.  R.  Murray  and  F.  H.  Southam,  Lancet, 
May  4,  1912. 
For  one  and  a  half  years  young  man  noticed  slow  growth  on  neck  at- 
tended by  dyspnea,  stridor  and  dysphonia ;  swelling  of  both  lobes  of  thyroid. 
Operation  disclosed  white,  hard  thyroid,  densely  adherent  to  surrounding 
structures.  Lobes  and  isthmus  removed,  also  dense  connective  tissue 
bands  in  front  of  trachea;  myxedema  controlled  by  administration  of 
thyroid  substance.  Microscopic  examination:  fibrosis.  Cause  of  this  dis- 
turbance— also  Icnown  as  Riedel's  disease — unlcnown.  Ed. 

1864 

Thyroid  Transplantation.     Payr,  Post-Graduate,  June,  1912. 

Part  of  a  normal  thyroid  was  transplanted  in  the  kidney  of  an  idiotic 
child.  Mental  regeneration  took  place  and  in  a  month  child  was  cured; 
the  implanted  thyroid  maintained  its  functional  capacity  In  the  new 
body.  ^  Ed. 

1892 

Acute  Inflammation  of  the  Thyroid  Gland.    O.  J.  Stein. 

Original  contribution  to  The  Laryngoscope,  p.  1020,  Aug.,  1912. 

1919 

Fetus  with  Congenital  Hereditary  Exophthalmic  Goiter.  C.  White,  Jour. 
Obstetr.  and  Gynecol,  of  Brit.  Empire,  April,  1912. 
The  mother  was  23  years  old;  the  symptoms  of  exophthalmic  goiter 
became  marked  when  she  was  five  months  pregnant,  and  Increased  so 
rapidly  that  she  had  to  be  taken  to  the  hospital.  The  fetal  heart  was 
over  200  and  the  question  arose  whether  the  maternal  thyroid  toxemia 
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affected  the  child  or  whether  the  disease  was  actually  present  In  the 
fetus. 

The  child  lived  35  hours.  It  presented  all  the  features  of  the  disease 
present  in  the  mother — prominent  staring  eyes,  well-marked  uniform 
enlargement  of  the  thyroid.  The  heart-beats  were  uncountable,  only  a 
loud  murmur  being  heard  over  the  precordium,  temperature  99 ©F.; 
cyanosis. 

The  mother  improved  during  the  puerperium,  the  symptoms  of  the 
Grave's  disease  becoming  less  marked;  urine  normal.  After  a  few 
months  she  again  became  pregnant;  all  the  symptoms-  again  became  ag- 
gravated;   the  child  was  still-born   but  showed   no  other   abnormalities. 

Ed. 

1920 

Anaphylaxis  from  Excessive  Functioning  of  the  Thyroid.      G.  Wolfsohn, 

Deut.  med.  Wchnschr.,  July  25,  1912. 
Recent  studies  show  a  correspondence  In  the  blood  pictures  of  the  two 
conditions — leucopenia,  mononucleosis,  eosinophilia  and  delayed  coagula- 
bility. Vaso-motor  excitability,  dermographism,  urticaria,  transient 
edema,  outbreaks  of  sweating,  bulimia,  vomiting,  diarrhea,  anxiety, 
flushes,  tremor,  paresis,  convulsions,  cardiac  palpitation,  tachycardia, 
asthma-like  attacks  and  mucous  hemorrhages  are  also  found  In  both 
conditions.  Therefore  the  conclusion  is  that  hyperthyreosis  is  an  ana- 
phylaxis. Ed. 

1923 

Method  of  Outlining  the  Thyroid  Gland.  M.  Sy  Woodbury,  Jour.  A.  M.  A., 
p.  1675,  June  1,  1912. 
Woodbury  has  worked  out  on  the  cadaver  a  means  of  outlining  the  thy- 
roid with  a  fair  degree  of  accuracy.  He  urges  that  in  such  examination 
careful  auscultation  over  the  four  thyroid  arteries  and  of  the  heart  and 
lungs  should  be  made.  Ed. 

1930 

Treatment  of  Vascular  Goiter  by  Exothyroplexy.  Bazy,  Tribune  med., 
Feb.,  1912. 
The  patient  was  42  years  old  with  a  very  vascular  goiter  of  seven 
months  which  was  cured  by  exothyroplexy.  The  author  feels  that  this 
method  should  not  only  be  used  In  the  vascular  type  but  should  also  be 
tried  in  other  large  goiters.  Ed. 

1933 

Present  Status  of  Serum  Treatment  for  Hyperthyroidism.  S.  P.  Beebe, 
Interstate  Med.  Jour.,  p.  409,  May,  1912. 
Beebe  uses  a  serum  developed  by  inoculating  rabbits  and  sheep  with 
the  proteids  obtained  from  human  thyroid  glands  and  has  been  very  suc- 
cessful with  this  therapy.  One  of  the  chief  requisites  for  success  is  early 
diagnosis.  Then,  too,  the  patient  with  hyperthyroidism  should  be  re- 
garded as  sick  and  in  addition  to  serum  he  should  receive  all  the  care 
and  attention  usually  given  patients.  Ed. 
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1941 

Mon-surgical    Treatment    of    Exophthalmic    Goiter.     S.    S.    Cohen,   N.   Y. 
State  Jour,   of  Med.,  July,   1912,  and  Am.  Jour,  of  Mea.   Sci.,  July, 
1912. 
The  author  feels  that  25  to  30  per  cent  of  cases  of  exophthalmic  goiter 
can  be  cured  without  operation.     By  application  of  ice  water  coils  over 
the  heart  and  spine,  administration  of  proper  extracts,  rest,  fresh  air, 
regulation  of  diet,  educational  exercise  of  the  vaso-motor  system,  symp- 
tomatic medication,  etc.    Good  results  may  be  expected  if  the  cases  are 
recognized  early.    With  great  care  the  number  of  recoveries  may  even  b» 
increased  to  80  per  cent  or  more.  Ed 

1943 

Sero-therapy     of     Post-diphtheritic     Paralysis.  M.   Crohx,   Muench.   med- 

WcJinschr.,  Jan.  9,  1912. 
In  three  cases  of  post-diphtheritic  paralysis  of  the  velum  palati  and  leg, 
the  author  used  serum  injections  similar  to  Kohts'  method.  The  results 
were  very  good.  In  contrast  to  Kohts,  however,  Crohn  uses  smaller  doses, 
nor  does  he  reinject  the  serum  every  two  days.  Strychnin  can  be  given 
to  help  repair  the  nerve-cell  destruction.  No  serum  sickness  was  ob- 
served. Ed. 

1954 

Treatment  of  Diphtheria  Infection  by  Diphtheria  Endotoxin.  R.  T.  Hew- 
lett AND  A.  T.  Nankivell,  Lancet,  July  20,  1912. 
four  or  five  weeks  after  the  onset  of  the  attack,  while  the  membrane 
was  still  on  the  tonsils  the  authors  gave  diphtheria  endotoxin  to  five 
patients.  In  about  ten  days  four  of  the  five  patients  were  free  from  the 
diphtheria  bacilli  and  the  fifth  recovered  in  another  fortnight.  Most  of 
the  patients  had  harbored  the  diphtheria  bacilli  for  weeks  or  months. 
The  initial  dose  was  2  mg.  Immunity,  however,  was  not  established,  for 
one  patient  developed  active  diphtheria  three  months  after  the  injec- 
tion. Ed. 

1964 

Local  Sero-therapy  in  Diphtheria,  Scarlet  Fever  and  Suppurative  Pro- 
cesses. LoREY,  Med.  Klinik.  June  30,  1912. 
Seventeen  cases  of  diphtheria  are  recorded  with  the  conclusion  that 
pure  cultures  of  staphylococcus  when  sprayed  into  the  throat  and  nasal 
cavity  will  cause  a  disappearance  of  the  diphtheria  bacilli.  The  treat- 
ment is  most  satisfactory  in  the  carriers  of  the  bacilli.  Ed. 

1968 

Vaccine  Treatment  of  Simple  Goiter.  R.  McCarrison,  Lancet,  Feb.  10, 
1912. 
McCarrison  has  successfully  treated  thirty-three  cases  of  parenchy- 
matous goiter  by  vaccines  made  from  the  amebic  flora  of  the  intestines, 
and  from  the  somewhat  altered  type  of  colon  bacillus  found  in  this  growth. 
Vaccines  made  from  a  staphylococcus  and  from  a  spore-bearing  bacillus 
also  acted  favorably.     The  explanation  of  this  therapy  offered  is  that 
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the  thyroid  can  normally  combat  certain  toxins  found  in  the  intestines; 
when,  however,  the  specific  virus  of  goiter  is  present  in  addition  the 
extra  strain  causes  the  thyroid  to  hypertrophy.  The  use  of  one  of  the 
vaccines  neutralizes  the  toxins  in  the  intestine  due  to  the  bacteria 
present,  and  the  gland  becomes  normal  and. can  again  take  care  of  the 
specific  toxin.  Ed, 

1978 

Diphtheritic    Serum    Used    to    Control    Bleeding  in  a  Hemophilac.     M.  J. 

Perkins,  Jour.  A.  M.  A.,  p.  1539,  Oct.  26,  1912. 
Perkins  tells  of  a  hemophiliac,  with  a  bleeding  family  history,  who  was 
suffering  from  a  persistent  and  extensive  hemorrhage  from  a  cut  over 
the  upper  incisors.  He  was  already  much  weakened  from  loss  of  blood, 
when  other  horse-serum  not  being  available,  he  was  given  3,000  units  of 
diphtheritic  serum,  hypodermatically,  a  pledget  of  absorbent  cotton  placed 
over  the  cut  and  the  lip  drawn  down  over  it.  There  was  still  a  little 
bleeding,  but  it  was  easily  controlled  and  was  less  after  each  change  of 
the  cotton,  and  in  two  or  three  days  it  entirely  ceased.  The  other  treat- 
ment was  the  use  of  calcium  lactate,  in  two  doses,  respectively  3U  and 
180  grains  by  mouth,  and  iron  and  arsenic  for  the  subsequent  anemia. 
Perkins  credits  both  the  serum  and  the  calcium  lactate  for  the  good  re- 
sults in  this  case. 

1984 

Hot-air  Treatment  of  Diphtheria.  Kendu,  Prov.  med.,  F<!b.  17,  1912;  and 
Bil).  univ.  et  rev.  Swisse,  May,  1912. 
Rendu  states  that  176oF.  for  one  minute,  140oF.  for  ten  minutes  or 
122 OF.  for  fifteen  minutes  kills  all  diphtheria  organisms.  Diphtheria 
patients  exposed  to  a  temperature  of  176 oF.  for  five  minutes  greatly  im- 
proved. The  hot  air  is  not  to  be  a  substitute  for  the  antitoxin  but  to  be 
used  in  conjunction  with  it,  Ed. 

1997 

Thyroid  Cartilage  Plastic.  U.  S.  Tokrini,  Arch.  Ital.  di  Otol.,  p.  89,  March, 
1912, 

The  author  resected  the  thyroid  cartilage  of  rabbits  and  dogs,  remov- 
ing one  ccm.  or  more,  the  resection  extending  through  the  entire  cartilage 
but  retaining  the  mucous  membrane  intact.  He  then  placed  a  cartilage 
perichondrium  flap  over  the  resected  portion  and  sewed  same  in  posi- 
tion with  catgut,  the  soft  parts  were  sewed  in  position  in  layers  over 
this  area. 

The  animals  were  killed  In  time-periods  from  six  to  130  days  and  a 
portion  from  the  operative  field  removed  for  examination.  It  was  shown 
that  the  resected  portion  of  the  thyroid  cartilage  was  replaced  In  this 
auto-plastic  by  cartilage  perichondrium  and  that  such  plastic  presented 
possibilities  of  good  results  In  young  subjects.  In  the  more  advanced 
stage  of  cartilage  development  where  decalcification  was  present  the 
vitality  of  such  a  plastic  could  not  be  depended  upon.         Goldstein. 
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1999 

Putuitrin  in  Heart  Failure  After  Diphtheria.  H.  Von  Willfbband,  Fin- 
ska  Lekarcsellskapets  Handlingar,  Vol.  54,  1912. 
The  author  has  used  putuitrin  in  twenty  cases  of  diphtheria  compli- 
cated by  heart  failure  and  low  blood  pressure,  in  ieighteen  of  which  it 
proved  successful.  No  complications  followed  its  use.  The  author  states 
that  it  is  only  of  use  in  combatting  the  general  weakness  but  that  the 
antitoxin  must  be  used  for  the  infection  itself.  Ed. 

2005 

Syphilitic  Chancre  of  the  External  Ear.  Bakbier,  These  de  Lyon,  1912. 
The  etiology  of  the  infection  is  very  interesting.  Among  accidental 
causes,  impossible  to  forsee,  is  the  piercing  of  the  ears  with  infected  in- 
struments. The  clinical  picture  is  marked  by  the  frequency  of  an  in- 
flammatory condition  in  the  chancre  and  of  satellitic  ganglions;  frequency 
of  crusty  chancre;  absence  or  imperceptibility  of  an  induration,  and 
phagedenic  nature  of  the  chancre.  The  rarity  of  this  lesion  is  the  only 
obstacle  to  easy  recognition.  Ed. 

2006 

Condylomata  Acuminata  of  External  Auditory  Canal.     C.  E.  Benjamins, 

Ztschr.  f.  Ohrenh  u.  Krankh.  d.  Luftw.,  p.  117,  Bd.  66,  Heft  1-2,  1912. 
In  six  of  his  Chinese  patients  the  author  found  the  external  auditory 
canals  filled  with  peculiar  pedunculated  polyps  that  are  pale  red  and 
bleed  easily  upon  being  touched.  Only  rarely  is  the  drum  membrane  In- 
volved. After  removal  of  the  polyps  the  hearing  becomes  normal.  The 
microscopic  picture  is  similar  to  that  in  condylomata  acuminata  of  the 
genital  organs.  The  Chinese  are  in  the  habit  of  having  their  ears  cleaned 
by  barbers  who  use  the  same  instruments  for  cleaning  the  ears  as  are 
used  for  removing  condylomata  acuminata  from  the  genital  organs  and 
thus  the  infection  is  spread.  Ed. 

2007 

Peculiar  Foreign  Body  in  Auditory  Canal.  J.  Boulai,  Arch,  intern,  de 
Laryngol.,   p.   144,   Jan. -Feb.,  1912. 

Child  of  2  years  with  right  ear  suppurating  for  several  months;  ex- 
ternal auditory  canal  filled  with  growths;  pus  of  greenish  color,  odor- 
less; only  a  few  swollen  glands  in  neighborhood  of  ear.  Seven  months 
ago  the  child  fell  while  holding  a  wooden  rod  in  its  mouth;  the  rod  broke 
and  the  anterior  portion  could  not  be  located.  Child  bled  somewhat  and 
complained  of  pain  in  neck. 

Above  the  right  tonsil  in  the  anterior  part  of  the  palate  a  small  hole 
was  visible.  The  auditory  canal  was  cleansed  and  the  foreign  body  re- 
moved therefrom.  Rapid  recovery.  The  foreign  body  entered  through 
the  anterior  portion  of  palate  and  because  of  the  wide-spread  ulceration 
penetrated  the  Inferior  wall  of  the  external  auditory  canal.  Ed. 

2008 

Fracture  of  Auditory  Canal.     A.  Broca,  Presse  Med.,  Feb.  21,  1912. 

Report  of  a  case  of  fracture  of  the  canal  with  prolonged  hemorrhage 
through  ear  and  pharynx  without  cerebral  symptoms.     The  author  dls- 
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cusses  the  conditions  which  can  bring  about  the  hemorrhagic  symptoms 
and  indicates  that  through  lumbar  puncture  and  examination  of  the 
tympanum  one  can  state  definitely  the  prognosis  as  well  as  the  diagnosis. 

Ed. 

2010 

Some  Cases  of  Papillomata  of  the  Auditory  Canal.  Caldeka,  Arch.  ital. 
di  Otol.,  p.  147,  March,  1912. 
■  Two  cases  are  reported,  one  in  a  pregnant  woman  of  35  years,  the 
other  in  a  girl  of  17  who  had  also  otorrhea.  In  the  first  case  there  was 
but  one  papilloma,  the  size  of  a  bean;  in  the  second  multiple  papillomata 
the  size  of  hemp-seeds.  Ed. 

2011 

Absence  of  the  Auditory  Canal  and  Other  Anomalies  of  the  External  Ear. 

J.  A.  Pikes  de  Limd,  Jour,  of  Anat.  and  Physiol.,  Nov.,  1912. 
De  Lima  reports  the  autopsy  findings  of  a  case  with  absence  of-  the  ex- 
ternal auditory  canal  and  tympanic  cavity  and  after  reviewing  the 
literature  concludes  that:  "The  congenital  occlusion  of  the  external 
auditory  canal  is  very  rare.  The  anomaly  is  produced  by  the  imperfect 
development  of  the  first  branchial  cleft.  The  absence  of  the  externa! 
auditory  canal  does  not  necessarily  cause  deafness.  Halsted. 

2012 

stubborn  Odontaglia  Due  to  Cerumen  in  Ear.      P.  De  Piesse,  Ann.  de  la 

Policlin,  Cent.,  Jan.,  1912. 
Man  suffered  from  neuralgia  of  the  lower  molar  teeth  which  a  dentist 
successively  removed  without  amelioration  of  the  pain.  The  patient  was 
referred  to  the  author  who  could  find  nothing  in  the  dental  region  and 
therefore  examined  the  auditory  canal  which  he  found  occluded  with  ceru- 
men; upon  removing  this  the  pain  ceased.  The  author  feels  that  such 
conditions  are  frequent.  Ed." 

2014 

Case  of  Perichondritis  Gonorrhoica  of  Both  Auricles.  H.  Fischer,  Ztschr. 
/.  Ohrenh.,  p.  112,  Bd.  66,  Heft  1-2,  1912. 
Man  infected  with  acute  gonorrhea  six  times  within  six  day;  last  two 
times  both  auricles  were  involved  and  became  red  and  swollen.  Two 
firm  highly  discolored  nodules  appeared  on  antihelix  and  on  the  under- 
surface  of  the  auricles  which  may  be  regarded  as  the  circumscribed  foci 
of  infiltration  embedded  between  the  perichondrium  and  cartilage.    Ed. 

2016 

Aural  Monstrosities  with  Absence  of  External  Auditory  Canals.  E. 
GoROKHOFF,  Med.  Sovremenik,  No.  8,  1912. 
This  defect  was  bilateral.  The  infant  was  operated  under  chloroform. 
A  skin  incision  was  made  behind  the  right  ear  to  the  bone  as  if  for  a 
middle  ear  operation.  The  external  auditory  canal  was  entirely  unde 
veloped,  and  in  its  place  there  was  an  osseous  thickening.  Above  the 
place  where  the  external  ear  should  have  been  a  thin,  osseous  lamella 
was  raised  with  the  chisel  and  the  dura  mater  was  immediately  seen. 
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Another  osseous  lamella,  a  little  lower,  was  raised  and  again  the  dura 
mater  appeared.  Still  lower,  by  means  of  the  chisel  the  middle  ear  was 
discovered  and  the  width  of  canal  enlarged  y^  cm.  in  the  bony  wall.  A 
strip  taken  near  the  canal  (4  cm.  long  and  1  cm.  wide)  was  introduced 
in  the  orifice  made  in  the  bone.  The  infant  heard  a  little;  at  three 
years  he  began  to  talk.  Ed. 

2017 

Button  of  Biskra  (Algiers)  of  the  Auricle.  Guakbaccia,  Ann.  des  Mai.  de 
VOreille,  p.  475,  No.  11,  1912. 
Report  of  a  very  rare  and  unusual  case  of  what  dermatologists  com- 
monly call  "button  of  Biskra"  (Algiers).  This  is  a  dermal  tumor  occur- 
ring in  buttons  on  various  parts  of  the  skin  and  is  supposed  to  have  as 
its  main  pathological  factor  and  exciting  cause  the  blood  plaques  of  Wright. 
These  were  demonstrable  in  this  case.  The  lesions  involved  a  large  por- 
tion of  the  helix  of  the  right  ear,  was  circumscribed  and  of  a  typical  but- 
ton-form. The  blood  examination  revealed  the  presence  of  a  large  num- 
ber of  blood  plaques.  Goldstein. 

2019 

Some  Unusual  Forms  of  Malformation  of  Ear.  P.  Krampitz,  Ztschr.  f. 
Ohrenh.,  p.  44,  Bd.  65,  Heft  1,  1912. 
The  author  reports  of  some  very  unusual  forms  of  aural  malformation: 
Dextrocardia,  defect  of  left  thumb  and  stunted  growth  of  left  forearm 
co-existing  with  defect  in  ear;  total  deformity  of  both  auricles  and 
auditory  canals;  aplasia  of  the  acustlcus  and  rudimentary  growth  in  the 
facialis;  co-existence  of  narrow  auditory  canal  and  stunted  auricle;  cul- 
de-sac-like  auditory  canal  with  perfectly  normal  auricle  and  rudimentary 
tympanic  cavity.  Ed. 

2024 

Case  of  Bilateral  Inflammation  of  the  External  Auditory  Canal.  D.  Roy, 
A7in.  of  Otol,  p.  1051,  Dec,  1912. 
The  case,  so  far  as  the  author  could  learn,  was  unique.  The  patient 
was  a  woman  of  50,  who,  when  first  seen,  showed  characteristic  swelling 
of  the  right  external  canal.  Prompt  recovery  followed  deep  incision. 
Shortly  after,  the  left  canal  became  involved.  Improvement,  but  not  re- 
covery under  treatment.  Headaches  persisted  for  three  weeks.  Tempera- 
ture and  blood  condition  showed  sepsis.  The  middle  ear  was  never  in- 
volved. She  had  one  chill.  Death.  Autopsy  showed  septic  thrombosis 
of  the  right  lateral  sinus  and  organized  clot  in  the  left  lateral  sinus. 
Middle  and  internal  ears  i^iacroscopically  normal.  The  question  of  sep- 
sis in  this  case  depended  upon  its  origin  from  the  auditory  canals.  The 
author  emphasized  the  importance  of  considering  in  the  future  the  pos- 
sible gravity  of  furunculosis  of  the  external  auditory  canals. 

2025 

Facral  Paralysis  Complicating  Suppurative  Otitis  Media;   A  Typical  Mas- 
toid Operation.      E.   Ambero,  N.   Y.  Med.  Jour.,  p.   16,  July  6,   1912. 
The  paralysis  was  at  first  thought  to  be   rheumatic,  especially  since 
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the  patient  worked  in  a  warm  place  subject  to  draughts.  After  a  mas- 
toid operation  the  paralysis  decreased  but  to  date  has  not  disappeared, 
especially  in  the  region  of  the  mouth.  Ed. 

2029 

Anesthesia  of  the  Tympanum.  N.  R.  Blegvad,  Arch,  intern,  de  Laryngol., 
p.  118,  Jan.-Feb.,  1912. 
The  difficulty  of  anesthetizing  the  tympanum  is  due  to  the  poly-strati- 
fied, pavement-like  epithelium  whiph  covers  the  tympanum  and  which  Is 
impermeable  to  the  majority  of  fluids.  Before  the  nerves  can  be  effected 
this  epithelium  must  be  destroyed.  The  author  recommends  a  solution 
which  he  has  found  of  value.  Ed. 

2032 

Fibroma  or  Fibro-angioma  of  the  Middle  Ear,  A.  J.  Brady,  Ann.  of  Otol., 
p.  787,  Sept.,  1912. 
Two  of  the  cases  occurred  in  women  and  one  in  a  man;  the  ages  ranged 
from  22  to  27  years.  Brady  discusses  the  clinical  appearance  and  symp- 
toms, the  etiology  and  the  pathology  of  these  growths.  All  three  cases 
recovered  after  operation.  Ed. 

2034 

Two  Cases  of  Accidents  in  Telephone  Operators.  R.  Castaneda.  Bol.  de 
Laryngol.  Otol.  y.  Rhinol.,  p.  97,  April-June,  1912. 

One  telephone  operator  suffered  from  nausea  and  vertigo.  It  was  found 
that  a  big  piece  of  cerumen  somewhat  mobile  almost  occluded  her  canal, 
the  mobility  causing  the  vertigo  when  the  receiver  was  applied.  Re- 
moval of  wax  resulted  in  entire  relief  of  symptoms. 

In  the  other  case  the  operator  suffered  from  tinnitus  and  auditory 
hyperesthesia.  The  patient  was  neurasthenic  and  the  use  of  the  tele- 
phone aggravated  the  condition.  Ed. 

2038 

One  Hundred  Cases  of  Suppurative  Otitis  Media  Cured  by  Light  Rays. 
J.  DiONisio,  Arch.  ital.  di  Otol,  Vol.  23,  No.  5,  p.  357,  1912. 
Of  the  100  cases  treated  by  light  rays,  35  were  totally  cured  and  29 
temporarily;  in  35  cases  the  improvement  was  but  slight.  In  some  cases 
there  was  improvement  of  the  hearing,  disappearance  of  polypi,  and  of 
hyperostosis  of  the  canal  due  to  inflammation.  Ed. 

2044 

Spontaneous   Rupture  of  the   Internal   Carotid   Artery  Complicating  Sup- 
purative Otitis  Media  and  Mastoiditis.     L.  L.  Hennikger.  .Jour.  Iowa 
State  Med.  8oc.,  Sept.,  1912, 
Patient,  7  years  old,  was  to  be  operated  for  mastoid  involvement.    As 
the  operator  was  working  his  way  under  the  fascia  and  muscles  there 
was  a  "gush  of  black  clots  and  an  alarming  spurt  of  arterial  blood."    The 
hemorrhage  was  controlled  with  difficulty  by  forcibly  packing  in  gauze. 
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Five  days  later  the  operation  was  completed  but  only  after  the  common 
carotid  artery  had  been  cut  down  and  tied  off.    Patient  recovered. 

The  explanation  offered  by  the  author  is  that  the  disease  process  broke 
down  the  thin  bony  wall  separating  the  middle  ear  from  the  carotid 
artery  which  became  eroded  and  for  want  of  the  bony  support,  it  dilated. 
The  surrounding  tissues  and  clots  restrained  the  artery  and  upon  their 
removal  the  arterial  wall  broke.  Ed. 

2048 

Artificial  Tympanum.     Jacques,  Bull.  d'Oto-Rhino-Laryngol.,  p.  244,  July, 
1912. 
Jacques  feels  that  the  artificial  tympanum  has  so  many  advantages  that 
to  try  it  is  to  adopt  it.  Ed. 

2052 

Unusual  Complication  of  Acute  Otitis  Media  and   Mastoiditis.   C.  L.  Lar- 
SEX,  Jour.  Lancet.,  June,  1912. 
The  "interest  in  the  case  centers  in  the  fact  that  there  was  but  one 
metastatic  focus  in  the  sacro-iliac  joint — a  very  unusual  location.    Ed. 

2054 

Chronic  Otitis  Media  and  Cholesteatoma.  P.  Manasse,  Deut.  med. 
Wchnschr..  June  20.  1912. 
Cholesteatoma  of  the  middle  ear,  like  that  in  other  organs,  may 'be  of 
primary  as  well  as  of  secondary  origin  due  to  the  development  of  epi- 
thelium cells  from  the  external  ear.  There  are  many  cases  of  middle-ear 
suppuration  with  cholesteatoma  in  which  the  genesis  is  uncertain.  If 
by  any  possible  means  signs  of  a  primary  cholesteatoma  are  recognizable 
radical  operation  should  be  performed.  Ed. 

2056 

Vertigo  Due  to  Middle-ear  Causes.  J.  F.  McKerxox,  Post-Grad.,  Oct., 
1912. 
The  immediate  cause  of  this  vertigo  is  stimulation  of  the  end-organ 
of  the  vestibular  nerve  by  disturbance  of  intra-labyrinthine  pressure. 
Otosclerosis,  middle-ear  suppuration,  perilabyrinthitis,  cholesteatoma  be- 
ginning in  the  attic  and  extending  through  the  aditus,  trauma  of  drum 
membrane,  dislocation  of  post-plate  of  stapes  are  often  predisposing  con- 
ditions. A  report  of  a  case  of  vertigo  in  trauma  of  the  membrane  is 
given.  '  E°- 

2057 

New  Artificial  Drum  Membrane.  Menz,  Deut.  med.  Wchnschr.,  No.  21, 
1912. 
For  making  artificial  drum  membranes  the  author  employs  the  same 
fine  rubber  of  which  bath  spunges  are  made.  Long  cylindrically  shaped 
or  round  pieces  are  cut,  boiled  to  sterilize  them,  and  soaked  in  glycerin. 
The  patient  himself  introduces  the  mechanism.  At  first  the  artificial 
drum  membrane  must  be  removed  at  night,  and  re-introduced  in  the 
morning  after  having  been  thoroughly  cleaned  with  water  and  soaked 
in  menthol-glycerin.     It  there  is  no  unfavorable  reaction  th'>  membrane 
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jnay  be  left  in  the  ear  several  days,  of  course,  only  if  the  aural  suppura- 
tion has  long  since  been  cured.  If  the  suppuration  still  persists  it  is 
drained  through  the  meshes.  Ed. 

2059 

Primary  Sarcoma  of  the  Middle  Ear.  V.  Nicolai,  Arch.  ital.  di  Otol.,  p. 
466,  Nov.,  iyi2. 
In  a  patient  of  19  years  large  tumor  was  present  which  filled  the  en- 
tire auditory  canal  and  spread  along  the  base  of  the  skull  to  the  region 
•of  the  cervical  vertebra.  Histological  examination  disclosed  giant-cell 
sarcoma.     Death  after  four  months.  ^  Ed. 

2066 

Case  of  Lymphangioma  of  the  iVIiddle  Ear.  C.  Stein,  Arch.  f.  Ohrenh., 
p.  32,  Bd.  89,  Heft  1,  1912. 
This  case  is  described  as  the  form  of  lymphangioma  simplex  and  the 
author  assumes  that  it  occurred  as  the  result  of  gradual  dilatation  of  the 
lymph  vessels  with  new  growth  of  the  tissues  of  the  tympanic  wall;  this 
being  one  of  the  etiological  forms  as  described  by  Wegner.        Goldstein, 

2070 

Mobilization  of  the  Drum.     M.  Sugar,  Monatschr.  f.  Ohrenh.,  p.  226,  Bd. 

46,    Heft   2,    1912. 
On  the  lower  posterior  quadrant  of  the  tympanic  membrane  a  cotton 
pad  of  volatile  gum-solution  is  applied  for  24  hours  after  which  traction 
of  the  drum  membrane  may  be  performed.  Ed. 

2074 

Artificial  Ear  Drum.  F.  Von  Menz,  Muench.  med.  Wchnschr.,  May  21, 
1912. 
A  very  porous  rubber  sponge  is  employed  which  can  easily  be  boiled 
and  can  thus  be  kept  sterile.  It  adapts  itself  to  the  shape  of  the  auditory 
canal  and  can  be  introduced  by  the  patient  himself.  Any  aural  discharge 
is  soaked  up  and  drained  away  by  the  sponge.  The  effect  upon  the  hear- 
ing is  as  good  as  with  any  known  prothesis  or  other  artificial  ear  drum. 

Ed. 

20S2 

Method  of  Detecting  Fixation  of  Stapes.  F.  P.  Sturm,  Jour,  of  Laryngol. 
Rhinol.  and  Otol.,  p.  312,  June,  1912. 

The  test  is  based  upon  the  tacts  (1)  that  in  otosclerosis  paracusis  is 
invariably  present,  and  (2)  that  in  those  cases  labyrinthine  tension  can- 
not be  raised  by  exerting  pressure  upon  the  stapes,  which  is  fixed. 

Test  for  paracusis. — Many  patients  with  undoubted  otosclerosis  deny 
that  they  hear  better  in  a  noise,  but  the  presence  of  paracusis  may  never- 
theless be  demonstrated  in  the  following  manner:  A  watch  is  held  at 
such  a  distance  from  the  patient's  ear  that  it  just  ceases  to  be  heard.  If, 
now,  a  loudly  vibrating  tuning-fork  of  low  pitch  be  applied  over  the  mas- 
told  of  the  same  side,  the  patient  at  first  hears  nothing  but  the  note  of 
the  fork,  but  if  paracusis  is  present  the  tick  of  the  watch  becomes  audible 
for  a  few  seconds  as  the  vibrations  of  the  fork  diminish  in  intensity,  to 
disappear  again  as  the  fork  becomes  inaudible 
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The  author's  method  of  testing  the  mobility  ot  the  stapes  Is  as  follows: 
The  largest  Eustachian  catheter  which  can  be  introduced  is  passed,  and 
the  tympanum  is  gently  Inflated  to  make  sure  that  the  catheter  is  prop- 
erly engaged.  Then  a  few  drops  of  a  10  per  cent  solution  of  cocaine  in 
adrenaline  are  injected  in  order  to  render  the  tube  as  free  as  possible.  A 
valveless  rubber  bag,  half  emptied  of  air,  is  attached  to  the  catheter,  and 
the  mobility  of  the  drum  is  verified  by  actual  inspection  as  the  bag  is 
alternately  compressed  and  relaxed.  A  vibrating  tuning-fork  is  then  ap- 
plied to  the  bone  over  the  tympanic  antrum,  and  the  rubber  bag  allowed 
to  expand  to  its  full  extent.  If  the  consequent  rarefaction  within  the 
tympanum  causes  (1)  the  sound  to  appear  less  to  the  patient,  it  means 
that  the  indrawn  hammer-bone  has  driven  the  foot-plate  of  a  movable 
stapes  into  the  oval  window,  and  so  raised  the  labyrinthine  pressure; 
(2)  if  the  sound  appears  louder  it  means  that  the  malleus  is  ankylosed 
or  stiffened,  and  therefore  unable  to  exert  any  inward  pressure  upon  the 
stapes,  which  is  consequently  drawn  out  of  the  fenestra,  diminishing  the 
tension  of  the  labyrinth,  and  resulting  in  a  temporarily  increased  acuity 
of  hearing;  (3)  if  the  sound  remains  unaffected,  or  so  slightly  affected 
that  the  change  is  barely  perceptible,  it  may  safely  be  assumed  that  there 
is  fixation  ot  the  stapes. — Ex. 

2084 

Applied  Anatomy  of  the   Eustachian  ^Tube.     J.  A.  Backer. 
Original  contribution  to  The  Laryngoscope,  p.  21,  Jan.,  1912. 

2085 

Polyp  of  Pharyngeal  Mouth  of  Eustachian  Tube.     C.  M.  Brown. 
Original  contribution  to  The  Laryxgoscope,  p.  37,  Jan.,  1912. 

2087 

Eustachian  Tube  in  Chronic  Otitis  IVIedia.  E.  M.  Holmes,  Ann.  of  Otol., 
p.  762,  Sept.,  1912. 

General  Pathology:  The  associated  inflammation  in  ear  and  tube  mav 
vary  in  degree,  a  severe  inflammation  of  the  tube  may  exist  without 
showing  aural  signs.  Very  slight  changes  in  the  tube  may  cause  severe 
aural  complications. 

Etiology:  Nasal  pathology — Marked  deformities  may  exist  without  ap- 
parent trouble  in  the  Eustachian  tube  or  ear,  and  again  the  relief  from 
slight  nasal  disease  sometimes  results  in  a  cure  of  severe  salpingitis  and 
the  resulting  middle  ear  conditions;  systemic  disease;  circulatory;  di- 
gestive disturbances. 

Prognosis:  As  yet  our  knowledge  is  not  sufficient  to  give  a  positive 
prognosis;  many  severe  middle-ear  inflammations  of  long  standing,  with 
marked  loss  of  function,  after  having  failed  to  respond  to  long  courses 
of  treatment  by  other  methods,  may  be  relieved  by  restoring  the  Eustach- 
ian tube  to  its  normal  function. 

Treatment:  General  epi-pharyngeal  applications;  surgical  treatment 
of  hypertrophies  and  growths;  dilation  with  bougies;  applications  with- 
in the  tube;  and  general  hygienic  and  systemic  treatment. 
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2090 

Two  Cases  of  New  Growth  Involving  the  Eustachian  Tube.       P.  C.  Pboc- 
TOR,  Boston  Med.  and  Surg.  Jour:,  Jan.  18,  1912. 
In  both  cases  the  growth  involved  the  pharyngeal  end  of  the  Eustachian 
tube;  in  one  the  tissue  was  carcinoma,  in  the  other  adenoid  vegetation  or 
lympho-sarcoma.  Ed. 

2091 

Influence  of  Eustachian  Tube  in  Purulent  Otitis.  M.  D.  Ritchie,  Pa.  Med. 
Jour.,  Jan.,  1912. 
Ritchie  reports  eleven  cases  in  which  the  Yankauer  procedure  was  em- 
ployed; he  teels  that  this  operation  should  be  a  preliminary  procedure  to 
all  intra-tympanic  surgery,  and  that  it  will  reduce  the  number  of  radical 
mastoids  in  the  future.  En. 

2092 

Case  of  Otosclerosis  with  Pathology.      A.   M.  Amadox. 
Original  contribution  to  The  Laryngoscope,  p.  927,  July,  1912. 

2097 

Vestibular  Apparatus  and  the  Central  Nervous  System.   R.  Babany. 
Original  contribution  to  The  Laryxgoscope,  p.  81,  Feb.,  1912. 

2098 

Clinical  Data  on  "606"  and  the  Internal  Ear.         G.  Baril,  Rev.  hebd.  de 
Laryngol.  d'Otol.  et  de  Rhinol.,  p.  241,  March  2,  1912. 
Abstracted  in  The  Laryngoscope,  p.  981,  July,  1912. 

2099 

Contribution  to  the  Pathology  and  Treatment  of  Otosclerosis.  J.  C. 
Bfxk,  Ann.  of  Otol.,  p.  203,  March,  1912. 

Due  to  the  great  similarity  which  Beck  noted  in  osteomalacia  and 
otosclerosis  he  determined  upon  injecting  adrenalin  subcutaneously  in 
the  latter  cases  also,  since  the  former  cases  are  thus  favorably  influenced. 
His  patients  were  of  three  types:  The  first  consisted  of  those  cases 
where  the  sclerosis  had  run  its  full  course  with  marked  involvement  of 
the  endorgan  of  hearing.  In  these  cases  the  vestibular  Irritation  was 
greatly  reduced  and  in  one  case  the  "terrible  noises"  ceased,  but  the  hear- 
ing remained  uninfluenced. 

The  second  group  included  those  more  recently  affected  who  had  some 
hearing  left,  at  least  in  one  ear.    The  hearing  of  all  these  improved. 

The  third  group  composed  of  those  with  fair  hearing  but  clear  his- 
tories of  otosclerosis  and  evidences  of  tubal  and  middle  ear  inflammation 
showed  definite  general  symptoms  such  as  acceleration  of  pulse,  giddiness 
and  vaso-motor  changes.  Ed. 

2102 

Labyrinth  and  Tendon  Reflexes.  O.    Beck   and   P.    Be.\ch,   Berl.    klin. 

Wchnschr.,  Feb.  12,  1912. 
Abstracted  in  The  Laryngoscope,  p.  1156,  Sept.,  1912. 
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2103 

Otitic  indications  and  Contra-indications  for  the  Salvarsan  Treatment  of 
Syphilis.     O.  Beck. 
Original  contribution  to  The  Laryngoscope,  p.  1077,  Sept.,  1912. 

2118 

Histological    Labyrinth-findings    in    Normal    Hearing.  G.  Bbuehx,  Passows 

Beitr.,  Bd.  5,  Heft  5-6,  p.  438,  1912. 
Bruebl  made  an  histological  examination  of  twenty  temporal  bones  in 
fifteen  patients  who  died  suddenly  and  whose  hearing  and  tympanic 
membranes  were  normal.  In  no  instance  were  the  labyrinthine  findings 
entirely  normal.  The  author  then  discusses  in  detail  the  findings  and 
points  out  in  conclusion  that  as  long  as  it  is  impossible  to  fixate  the  or- 
gans of  the  ear  immediately  after  death  there  is  danger  of  regarding 
changes  as  pathologic  which  really  are  not  so.  Ed. 

2127 

Wassermann    Reaction   and   Salvarsan    in    Disease   of  the   Special   Sense- 
organ.     E.  R.  Carpenter. 
Original  contribution  to  The  Laryngoscope,  p.  1104,  Sept.,  1912. 

2137 

Vertigo  From  the  Standpoint  of  the  General   Practitioner  and  Otologist. 

E.  B.  Dench,  N.  Y.  Med.  Jour.,  p.  1,  Jan.  6,  1912. 
In  this  article  Dench  calls  the  attention  of  the  general  practitioner  to 
the  fact  that  vertigo  is  often  due  entirely  to  an  aural  disturbance,  and 
that  in  such  cases  the  condition  is  frequently  very  serious,  at  times  re- 
quiring surgical  intervention.  In  a  number  of  cases  he  has  successfully 
treated  this  condition  by  catheter  insufflation  with  introduction  of  three 
drops  of  a  two  per  cent  solution  of  pilocarpin  through  the  catheter  into 
the  middle  ear.  •  Ed. 

2141 

Vertigo  as  a  Symptom.     S.  Erben,  Med.  KUnik,  June  30,  1912. 

In  this  article  Erben  points  out  the  various  causes  of  vertigo — cold 
water  poured  into  ear,  pressure  on  brain,  vestibular  disorders,  oculo-motor 
paralysis,  lead  and  tobacco  poisoning,  auto-intoxication  of  intestinal  ori- 
gin, hysteria  and  neurasthenia.  The  author  differentiates  between  the 
symptoms.  ^°' 

2142 

Recent  Researches  on  Otosclerosis.  G.  Ferbebi,  Arch,  intern,  de  Laryn- 
gol,  p.  1,  Jan.-Feb.,  1912. 
Ferreri  feels  that  there  is  a  rachitic  or  osteomalacic  basis  for  otosclero- 
sis and  for  this  reason  applied  the  Wright  vaccine  in  four  cases.  This 
injection  is  given,  with  favorable  results,  to  rachitic  patients.  The  best 
results  were  produced  in  younger  patients  still  in  the  development  stage. 

Eo. 
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2143 

Report  of  a  Case  of  Sequestrum  of  the  Semi-circular  Canals  With  Presen- 
tation of  Specimen.  E.  P.  Fowleb,  Ann.  of  Otol,  p.  312,  June,  1912. 
Woman,  aged  45;  discharge  from  ear  following  grip,  which  necessitated 
extensive  mastoidectomy.  Because  of  a  diabetic  condition  the  carious 
process  went  on  and  a  second  operation  was  necessary  at  which  a  portion 
of  the  vestibule  with  the  three  semi-circular  canals  was  removed  intact. 

Ed. 

2146 

Acoustic  Nerve  and  Salvarsan.   G.  Gelle,  Rev.  hebd.  de  Laryngol.,  p.  449,. 
Oct.   19,   1912. 
Abstracted  in  The  Laryngoscope,  p.  60,  Jan.,  1913. 

.2153 

Auditory  Vertigo  and  Tinnitus  Aurium.  A.  A.  Gray,  Am.  Medicine,  p. 
191,  April,  1912. 
The  majority  of  the  cases  of  vertigo  are  due  to  disturbance  in  the 
labyrinth;  suppurative  mic^dle-ear  disease  and  syphilitic  poison  are  also 
factors,  the  latter  either  acquired  or  transmitted  from  parent  to  child, 
instability  of  the  vaso-motor  system  resulting  in  disturbances  in  the 
alimentary  canal,  or  a  condition  of  exhaustion  of  the  nervous  system  due 
to  overwork  or  worry  may  also  cause  the  vertigo.  The  greatest  aid  in 
diagnosis  is  the  nystagmus  .tests.  The  prognosis  depends  on  the  exciting 
cause.     Surgical  intervention   should  very  rarely  be   undertaken.     Ed. 

2154 

Problem  of  Otosclerosis  and  Allied  Conditions.  Albert  A.  Gray*. 
Original  contribution  to  The  Laryngoscope,  p.  1,  Jan.,  1912. 

2163 

Nerve  Mechanism  of  the  Associated  Eye  Movements.     Andreas  Hoegyes, 
Monatschr.  f.  Ohrenh.,  Bd.  46,  Heft  7,  1912. 

Author  discusses  the  separate  divisions  of  the  nervous  system  in  rela- 
tion to  the  involuntary  eye  movements.  Extirpation  or  destruction  of  cer- 
tain parts  of  the  nervous  mechanism  does  not  change  or  stop  the  com- 
pensatory eyeball  movements. 

His  conclusions  following  experiments  on  animals  are:  (1)  The  com- 
pensatory or  passively  associated  bilateral  eye  movements  stay  unchanged 
after  the  destruction  of  the  ocular  nerve;  (2)  The  hemisphere,  ganglion, 
bulbs,  anterior  end  corpora  quadrigenuna,  the  spinal  cord  and  medulla 
ot  longata  at  level  of  auditory  nerve.  The  movements  stop  fully,  (a) 
When  the  eye  muscles  or  certain  nerves  moving  the  muscles  are  cut. 
When  part  of  mid-brain  and  part  of  cord  medulla.  When  the  floor  of 
the  fourth  ventricle  is  cut  longitudinally.  When  the  auditory  nerve  is 
cut.  When  the  membranous  labyrinth  is  destroyed  bilaterally.  The 
movements  change  in  character  and  become  less  after  certain  procedures. 
Cutting  certain  nerves  controlling  certain  eye  muscles;  extirpation  of  the 
hemispheres  or  main  ganglion;  long  and  cross  section  of  fourth  ventricle; 
unilateral  destruction  of  the  membranous  labyrinth  or  auditory  nerve 

Geigeb   (Stein). 
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2165 

Experiments  with  the  Caloric  Cold  Water  Nystagmus.  I.  Hofek,  Mon- 
atschr.  f.  OJirenh.,  p.  1313,  Bd.  46,  Heft  10,  1912. 
The  experiment  on  a  patient  on  whom  a  radical  operation  had  been 
performed,  showed  that  if  the  head  is  placed  in  a  position  in  which  both 
ampullar  of  the  horizontal  and  superior  vertical  canals  occupy  the  deep- 
est portion  of  the  labyrinth,  the  ampullar  region  being  then  subjected  to 
a  stream  of  cold  water,  without  chilling  the  remainder  of  the  labyrinth, 
no  calorical  nystagmus  takes  place,  uncertain  motions  of  both  bulbs, 
without  vertigo  are  only  seen,  which  upon  assuming  the  upright  position 
are  at  once  changed  into  typical  rotatory  nystagmus  and  intense  vertigo, 
due  to  increased  motion  of  the  endolymph.  The  correctness  of  the  state- 
ment that  calorical  nystagmus  is  due  to  increased  motion  of  the  endo- 
lymph is  thus  proved  by  the  change  of  head  and  body  positions  and  by 
impressions  made  on  localized  areas  of  the  labyrinth.     Kleene  (Steix). 

2170 

Tinnitus  and  Aural  Vertigo  Due  to  Uric  Acid  Diathesis,         KArrifAXX. 

Abstracted  in  Tiik  Laryngoscope,  p.  1014,  Aug.,  1912. 

2172 

Pathologo-histological   Clianges   in   the    Labyrinth   After   Division   of  the 
Acoustic  Nerve.     A.  Kxick,  Ztschr.  /.  Ohrenh.,  Bd.  65,  Heft  4,  p.  342, 
1912. 
Abstracted  in  The  Laryngoscope,  p.  1359,  Dec,  1912. 

2178 

Luetic    Disease    of    tlie    Ear    and    Salvarsan.       Lang,    Casopis.     lekaruv 
ceskych,  No.  10,  1912. 
Abstracted  in  The  Laryngoscope,  p.  1116,  Sept.,  1912. 

2179 

Neuritis  of  the  Acoustic  Nerve.  J.  Lang,  Casopis  Lekaruv  ceskych.  No. 
22-25,  1912. 
Nine  cases  are  reported:  (1)  Following  influenza.  (2)  In  a  girl  of 
14  years,  sudden  deafness  suddenly  appeared  a  year  ago;  disturbance  in 
cochlear;  Wassermann  positive;  salvarsan  injection  with  improvement 
in  hearing.  (3)  Progressive  deafness  in  girl  of  17  years  due  to  lues, 
diagnosed  by  Wassermann  test.  No  improvement  followed  administra- 
tion of  salvarsan.  (4)  Cook  of  36  years,  experienced  subjective  noises 
in  ear  and  vertigo  following  parotitis;  four  weeks  later  sudden  deafness 
in  right  ear,  pronounced  vertigo  and  disturbance  of  equilibrium  which 
disappeared  in  four  weeks.  Wassermann  negative;  potassium  iodid  given; 
no  improvement  in  right  ear.  (5)  Woman  of  33;  over  a  year  ago  menin- 
gitis cerebro-spinaiis;  third  day  of  illness  sudden  deafness,  no  vertigo. 
Examination  proved  total  deafness;  it  was  impossible  to  stimulate  the 
right  vestibule.  Could  not  walk  with  eyes  closed;  slight  ataxia.  (6)  Man 
of  19;  cerebro-spinal  meningitis  at  4  years.  Hearing  preserved  for  high, 
strong  tones  and  for  the  sound  of  bells,  but  could  not  hear  voice. 
(7,  8,  9)     Cases  of  neuritis  r.  cochlearis  of  rheumatic  origin.    In  case  8 
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improvement  in  tiearing  for  wiiispered  voice  resulted  after  injection  of 
pilocarpin,  and  in  case  9  after  aspirin.  In  the  last  two  cases  Wasser- 
mann  was  negative.  Two  interesting  cases  of  hysterical  anesthesia  and 
two  cases  of  simulation  are  appended.  .  Ed. 

2183 

Remarks  on  the  Demonstration  of  a  Model   Reconstructing  tlie  Canals  of 
Right  and  Left  Labyrinths;   Preliminary  Communication.  E.R.Lewis. 
Original  contribution  to  The  Laryngoscope,  p.  229,  March,  1912. 

2191 

Present  Status  of  Knowledge  of  Otosclerosis.  O.  Mayer,  Wr.  med. 
Wchnschr.,  p.  2299,  Aug.  24,  1912. 
Mayer  discusses  the  recent  works  on  this  subject  as  well  as  the  patholo- 
gic anatomical  findings.  The  usual  site  of  the  otosclerotic  process  is  an- 
terior to  the  oval  window  as  well  as  around  the  cochlea.  He  feels  that 
the  process  is  an  inflammatory  one  and  proposes  the  name  "osteomyelitis 
fibrosa."  Ed. 

2194 

Orientation  as  Means  of  Determining  Degrees  of  Hearing  and  Discov- 
ing  Simulation.  J.  Meyer,  Monatschr.  f.  Ohrenh.,  p.  1,  Heft  1,  1912. 
The  patient  is  placed  in  a  chair,  blindfolded  and  turned  around.  Then 
he  is  asked  to  point  to  the  place  from  whence  the  sound  seems  to  issue. 
Results  show  that  in  normal  ear-conditions  and  in  bilateral  affection  of 
the  labyrinth  the  sound  is  heard  equally  loud  regardless  of  the  ear  to 
which  it  is  directed.  In  unilateral  deafness,  regardless  of  the  duration, 
variety  or  site  of  the  affection,  if  the  fork  is  held  nearer  the  healthy 
ear  the  sound  is  heard  better.  By  Meyer's  tests  simulated  deafness  can 
also   be  discovered.  En. 

2195 

Anomalies  in  Tone-perception.  J.  Moeller,  Ztschr.  f.  Ohrenh.,  Bd.  65, 
Heft  1,  1912;  and  Arch,  intern,  de  Laryngol.,  p.  708,  Nov.-Dec,  1912. 
Three  anomalous  cases  are  reported  in  individuals  with  trained  musi- 
cal perceptions.  In  the  first  case,  a  slight  middle  catarrh,  there  were 
peculiar  resonance  phenomena.  The  second  case  was  a  diplacusis  dys- 
harmonica  binauralis  due  probably  to  occlusion  of  the  tube  and  labyrin- 
thine hyperemia.  In  the  third  case  amusia  without  other  cerebral  dis- 
orders was  present.  Ed. 

2196 

Labyrinth  Tests.     J.  P.  Morton,  Can.  Med.  Assn.  Jour.,  Aug.,  1912. 

The  writer  reviews  the  relations  of  the  vestibules  to  the  nervous  cen- 
ters, and  the  action  of  stimuli  from  the  vestibule  upon  the  hair  cells  in 
the  christi  acustici.  Rotation,  caloric,  fistula,  galvanic,  and  static  tests 
are  discussed  in  order,  and  the  indications  arising  from  these  is  diffuse, 
serous  and  purulent  labyrinthitis.  The  paper  is  based  upon  observations 
made  during  a  recent  visit  to  the  Bruehl  and  Neumann  clinics. 

WiSHART. 
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2198 

Physiology  of  the  Membranous  Labyrinth.  W.  M.  Muxcy,  Jour,  of  Ophth. 
Otol.  and  Laryngol.,  p.  42,  Feb.,  1912. 
Muncy  reviews  the  various  plausible  theories  as  to  the  function  of  the 
membranous  labyrinth.     The  article  contains  no  original  work.        Ed. 

2201 

Untoward  Effects  of  Saivarsan  Referable  to  Eye  and  Ear.  S.  L.  Olsho, 
Therap.  Gaz.,  June  15,  1912. 
Olsho  reviews  forty-two  articles  and  reports  the  various  views.  He 
leans  toward  the  arguments  of  Ehrlich  who  claims  that  eye  and  ear  dis- 
turbances have  been  observed  in  cases  in  which  no  saivarsan  has  been 
employed,  and  that  they  are  natural  manifestations  of  recent  syphilis 
and  not  of  the  toxicity  of  saivarsan.  Ed. 

2202 

Case  of  Paracoustic  Vertigo  and  Nystagmus.  J.  R.  Page,  Ann.  of  Otol., 
p.  779,  Sept.,  1912. 
For  past  seven  years  any  increased  action  of  the  heart,  e.  g.,  by  run- 
ning or  even  laughing,  causes  the  patient  to  become  dizzy  and  objects 
looked  at  to  move  up  and  down  with  the  pulsations  of  the  heart.  For 
the  past  one  and  a  half  years  certain  tones  and  certain  sounds  also  cause 
the  same  sensations.  Examination  shows  lustreless  and  retracted  M.  T. 
Weber,  strongly  to  right.  Rinne,  positive  in  each  ear.  Acoumeter:  right 
ear,  2  inches;  left  ear,  6  inches.  Lower  tone  limit  normal,  but  upper 
tone  limit  reduced  to  6.0  and  2.0  respectively  in  Galton  whistle.  Normal 
cerebro-spinal  fluid  (20  ccm.)  were  withdrawn  through  a  lumbar  punc- 
ture, and  several  myringotomies  were  performed.  After  three  weeks  of 
increased  dizziness  symptoms  were  much  improved.    Tinnitus  the  same. 

Edgar    (  Goldstein  ) . 

2204 

Effect  of  Saivarsan  on  the  Ear.     C.  E.  Pebkixs. 
Original  contribution  to  The  Laryngoscope,  p.  1089,  Sept.,  1912. 

2209 

Two  Cases  of  Tumor  of  the  Auditory  Nerve.  (Twee  gevallen  van  acusti- 
cus  gezwei).  F.  H.  Quix,  Xed.  Tijdschr.  v.  Geneesk.,  Vol.  1,  No.  16, 
1912. 

Q.  describes  two  cases  of  tumor  of  the  auditory  nerve,  one  of  which 
he  has  operated  on.  The  second  case  is  confined  only  to  the  description 
of  the  histological  investigation  of  the  mastoid  bone  of  a  patient,  on 
whom  during  post-mortem  examination  a  tumor  of  the  auditory  nerve 
happened  to  be  found. 

The  description  of  the  operated  patient's  disease  records  that  five  years 
ago  he  began  to  notice  that  the  hearing-power  of  his  left  ear  had  grown 
weaker  and  that  as  time  passed  by  he  became  more  and  more  hard  of 
hearing.  Two  years  ago  singing  and  whistling  in  the  ears  were  ascer- 
tained which  still  exist;  a  year  ago  he  grew  dizzy  and  he  occasionally 
staggers  like  a  drunken  man.  He  moreover  had  headaches  with  vomit- 
ing.   Examination  showed  the  right  ear  to  be  normal  while  on  the  left 
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side  there  was  a  total  loss  of  function  of  the  cochlear  and  vestibular  por- 
tions of  the  auditory  nerve,  of  the  chorda  tympani,  with  an  anatomical 
intact  middle-ear,  insensibility  of  the  left  cornea,  a  widening  of  the  left 
internal  auditory  canal   (demonstrated  by  Roentgen  rays). 

When  looking  over  the  literature  on  the  subject,  Q.  became  aware 
that  two  sorts  of  tumor  exist:  The  real  tumors  of  the  auditory  nerve, 
which  arise  and  develop  primarily  in  the  internal  auditory  canal  and  are 
benign  tumors;  after  many  years  they  can  lead  to  patients'  deaths  by 
pressure  on  the  brains.  2.  The  false  ones  which  begin  and  develop 
somewhere  on  the  base  of  the  skull,  on  the  pons  Varolii  or  the  cerebellum, 
and  grow  into  the  internal  auditory  canal.  They  are  nearly  always 
malign  gliomas  or  glio-sarcomas.  Up  to  now  forty-two  patients  had 
been  operated  on,  of  whom  eight  recovered.  In  the  majority  of  the  cases 
death  took  place  already  on  the  operating-table  by  the  stopping  of  ihe 
breathing.  The  operation  was  performed  by  sawing  out  of  the  temporal 
region  a  large  piece  of  per  lost  and  bone  which  could  be  turned  over.' 
Henschen  comes  to  the  conclusion  that  the  origin  and  'oenignity  of  the 
real  tumors  of  the  auditory  nerve  point  to  the  tact  that  the  operating- 
passage  should  lead  through  the  not  functioning  labyrinth  to  the  internal 
auditory  canal.  Never  before  had  this  procedure  been  performed.  Q. 
now  made  up  his  mind  to  go  this  way  after  having  performed  the  micro- 
scopical examination  of  the  tumor  of  the  auditory  nerve,  which  had  been 
occasionally  found  during  post-mortem  examination  and  which  proved  to 
be  a  fibroma,  undoubtedly  proceeding  from  the  periosteum  at  the  bottom 
of  the  internal  auditory  canal,  just  where  the  cochlear  nerve  penetrates 
into  the  axis  of  the  snail-shell. 

In  narcosis  by  chloroform  a  very  complete  radical  operation  was  per- 
formed, in  the  course  of  which  the  facial  nerve  was  immediately  sacri- 
ficed. After  that  chiselling  away  of  the  bone  medial  from  the  lateral 
sinus  in  the  posterior  cranial  fossa  and  higher  of  the  bone  in  the  middle 
cranial  fossa,  so  that  the  sinus  petrosus  superior  was  released.  Then 
all  of  the  labyrinth  is  chiselled  away  from  back  to  front  as  far  as  the 
promontorium.  Inside  the  fenestra  ovalis  appears  a  string  as  thick  as 
a  pencil,  which  easily  bleeds  when  touched,  and  which  moves  backward 
and  upward.  This  string  was  taken  to  be  the  thickened  auditory  nerve. 
In  order  to  be  able  to  remove  it  the  surrounding  bony  wall  had  to  be 
taken  away.  When  chiselling  away  a  piece  of  bone  in  front,  the  internal 
carotid  artery  is  laid  bare.  After  this  a  stop  had  to  be  put  to  the  opera- 
tion on  account  of  violent  bleeding  from  the  bottom.  Four  days  after, 
the  operation  was  continued  once  more  under  chloroform  narcosis^  The 
back-wall  of  the  internal  auditory  canal  was  chiselled  away,  the  string 
released  and  clipped  off  as  deep  as  possible.  The  clipped  off  piece  of  the 
string  is  now  pulled  out  and  cut  off  on  the  other  side. 

After  the  operation  no  labyrinth  phenomena  appeared  in  accordance 
with  the  fact  that  the  labyrinth  was  already  out  of  function.  One  day 
after  the  operation  there  was  a  slight  rotary  nystagmus  to  the  right 
when  looking  to  the  right,  which,  however,  changed  after  some  time  to 
a  slight  horizontal  one  to  the  left,  when  looking  to  the  left  as  far  as 
possible.  It  was  very  remarkable  that  the  left  pupil  formerly  of  the 
same  size  as  the  right  one  has  become  very  narrow  now.    The  ringing 
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iiad  much  decreased.  The  wound  soon  healed.  Three  months  after  the 
operation  the  patient  no  longer  complained,  except  of  a  little  ringing. 

After  some  time,  however,  the  headache  returned,  the  patient  vomited 
-again  from  time  to  time;  meanwhile  a  papillitis  with  gentle  bleedings 
arose,  the  narrow  pupil  still  existed,  just  like  the  ringing.  The  shape 
of  the  wound-funnel  which  had  remained  of  the  same  depth,  made  recur- 
rence improbable.  Q.  is  of  opinion  that  a  general  neurofibromatosis 
might  be  the  cause  of  the  sufferings. 

Histological  examination  showed  the  tumor  to  have  a  fibrous  tissue. 
The  case  is  interesting  because  it  clearly  proves  that  the  cause  of  tinnitus 
may  be  deeper  than  the  labyrinth,  deeper  even  than  the  first  ganglion- 
cells  of  the  nervous  cochlearis  (ganglion-cells  of  the  axis  of  the  snail- 
shell).  This  fact  shows  that  cutting  off  the  auditory  nerve  in  case  of 
unbearable  tinnitus  aurium  is  to  be  condemned,  because  it  is  not  a  sov- 
ereign remedy,  apart  from  the  fact  that  the  operation  is  nearly  always 
fatal.  The  lasting  narrowing  of  the  pupil  after  removing  the  auditory 
nerve,  which  was  formerly  perceived  in  cats,  has  now  appeared  in  man 
as  well.  It  is  probably  caused  by  taking  away  fibers  of  the  sympathetic 
nerve  in  the  vicinity  of  the  internal  carotid  artery.  Pictures  of  the 
microphotcs  of  both  tumors  of  the  auditory  nerve  elucidate  this  inter- 
esting  description.  Frederikse. 

2213 

The  Nervous  Vestibularis.    W.  Reeder,  Jour,  of  Ophth.  and  Oto-Laryngoh, 

May,  1912. 
Abstractea  in  The  Laryngoscope,  p.  1025,  Aug.,  1912. 

2221 

Recent  Traumatic  Lesions  of  the  Labyrinth.     Erich  Ruttix,  Monatschr. 
fuer  Ohrenh.,  Vol.  46,  Heft  4,  1912. 

Observations  have  been  mostly  on  cases  in  which  the  injury  occurred 
some  time  before.  Cites  six  cases  observed  soon  after  injury.  T^ree 
types:  (1)  Diffuse  disturbance  of  labyrinth;  (2)  Diffuse  lesioAS  of  the 
labyrinth;    (3)  Circumscribed  labyrinth  lesions. 

The  first  type  considered,  a  labyrinth  fracture  or  fissure  with  extend- 
ed hemorrhage.  Symptoms  similar  to  those  of  diffuse,  suppurative  laby- 
rinthitis. In  the  second  type  the  symptoms  are  similar  to  the  first  group, 
except  that  the  hearing  and  caloric  reaction  are  present  even  if  only  In 
slight  degree.  These  cases  are  similar  to  serous  labyrinthitis  The  third 
type  shows  partial  deafness,  tinnitus  and  nystagmus.  Nystagmus  and 
dizziness  may  be  only  temporary  and  disappear  in  twenty-four  hours. 

Geiger   (Stein). 

2226 

structure  and  Function  of  the  Crista  Ampullaris.  G.  Shambaugh,  Ztsch% 
f.  Ohrenh.,  p.  23,  Bd.  65,  Heft  1,  1912. 
The  author  gives  especial  attention  to  the  histological  study  of  that  por- 
tion of  the  utriculus  which  is  known  as  the  acoustic  portion  and  to  a 
research  as  to  its  function  in  the  production  of  nystagmus.     He  feels  It 
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plays  an  important  part  in  the  circulation  of  the  endolymphatic  fluid. 
The  article  is  elucidated  by  histological  sections  of  this  portion  of  the 
utricle  and  schemas  of  the  action  of  the  movement  of  the  fluid  on  the 
acoustic  terminations.  Ed. 

2228 

Diseases  of  the  Labyrinth  with  Special  Reference  to  the  Fistula  Symptom. 
F.  R.  Spencek. 
Original  contribution  to  The  Laryngoscope,  p.  103^,  Aug.,  1912. 

2229 

Isolated  Cochlear  Degenerative  Neuritis.  L.  Stuetz,  Ztschr.  f.  Ohrenh.; 
p.  190,  Bd.  65,  Heft  2-3,  1912. 
Report  of  a  case  of  peripheral  isolated  cochlear  degeneration,  in  "which 
the  findings  substantiate  Wittmack's  theory  that  the  degenerative  process 
arises  in  the  supporting  apparatus  of  the  organ  of  Corti  as  secondary  to 
the  nerve-aftection.  ,  Ed. 

2235 

Functional  Tests  and  Reactions  of  the  Vestibular  Apparatus  in  Monkeys. 
W.  Uffenokde,  Passows  Beitr.,  p.  332,  Bd.  5,  Heft  5-6,  1912. 
Caloric,  galvanic  and  mechanical  functional  tests  were  made,  from 
which  Uffenorde  concludes  that  the  caloric  test  gives  the  most  informa- 
tion about  the  state  of  the  labyrinth;  the  galvanic  test  is  unreliable.  Gal- 
vanic nystagmus  is  not  necessarily  dependent  on  an  intact  condition  of 
the  ampulla  portion  o£  the  vestibular  apparatus  but  may  be  due  to  dis- 
turbance in  the  nerve-ending  or  main  trunk.  Compression-nystagmus 
may  be  almost  always  regarded  as  due  to  fistulae  in  lateral  wall  of  laby- 
rinth capsule.  The  presence  of  compression-nystagmus  without  caloric 
reaction  points  to  a  severe  labyrinthine  suppuration.  All  the  findings 
are  carefully  interpreted.  Ed. 

2237 

Hyperacusis  Willisii.    V.  Ubbantschitsch,  Monatschr.  f.  Ohrenh.,  p.  741, 
Bd.  46,  Heft  6,  1912. 
Abstracted  in  The  Lauyngoscope,  p.  1330,  Dec,  1912. 

2240 

structure  of  the  Inner  Pillars  of  the  Organ  of  Corti.  E.  Vasticar,  ArcTi. 
intern,  de  Laryngol.,  March-Aug.,  1912. 
Vasticar  describes  in  Corti's  organ  two  types  of  inner  pillars,  namely 
main  pillars  (pilier  a  palette)  that  are  wedged  in  between  the  outer  pil- 
lars and  intermediate  pillars  (piliers  a  mortaise)  morticed  between  fasots 
of  the  outer  pillars.  Numerous  bands  are  ramified  throughout  this  inter- 
pillars  construction.  Goldstein. 

2244 

Physiology,  of  the  Cochlea.    E.  De  W.  Wales. 

Original  contribution  to  The  Labyngoscope,  p.  936,  July,  1912. 
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2247 

Artefact  in  Histological  Examination  of  Membranous  Labyrinth.  K. 
WiTTJiAACK  AXD  Z.  Laurowitsch.  ZtscliT.  f.  Ohrenh.,  p.  157,  Bd.  65, 
Heft  23,  iyi2. 

This  is  a  very  important  contribution  based  on  an  extensive  experi- 
ment of  the  authors  in  the  examination  of  microscopic  serial  sections  In 
over  100  human  and  a  much  larger  number  of  animal  temporal  bones. 

There  are  many  valuable  hints  to  determine  artefacts  and  post-mortem 
changes  in  the  labyrinth  and  they  are  easy  to  be  distinguished  from 
actual  pathological  tissue-changes.  Many  of  these  artefacts  occur  when 
removing  the  temporal  bone  from  the  skull,  during  fixation,  embedding 
in  celloidin,  or  making  serial  sections  with  the  microtome. 

Many  of  the  post-mortem  changes  are  due  to  the  tardiness  in  fixation 
and  the  decomposition  of  the  delicate  tissues  before  they  are  submitted 
to  fixation  and  detailed  histological  examination,  special  stress  is  laid 
on  the  changes  which  take  place  in  the  membranous  labyrinth  especially 
in  the  delicate  epithelium  of  the  organ  of  Corti,  nerve-cells  and  nerve- 
fibers.  The  article  is  profusely  illustrated  to  accentuate  the  important 
descriptive  matter.  Goldsteix. 

2254 

Plan  to  Promote  Talking  By  Deaf  Pupils  in  Their  Homes.  I.  H.  Adams, 
Volia  Rev.,  p.  346,  Oct.,  1912. 
In  order  to  show  parents  the  progress  made  by  their  children  one  query 
a  day  is  given  the  children  to  be  propounded  at  home  and  the  answer 
repeated  to  the  teacher  the  next  morning.  The  questions  given  are  al- 
ways about  the  family,  so  as  to  make  them  personal.  Ed. 

2255 

Care  of  Deaf-mute  Children  Before  the  School  Age,  G.  Alexaxdek,  Afon- 
atschr.  f.  Ohrenh.  -u.  Laryngo-Rhinol,  Bd.  46,  Heft  4,  p.  483,  1912. 
Alexander  points  out  how  much  more  effective  the  education  of  the 
deaf-mute  would  be  if  he  were  not  usually  in  a  very  sub-normal  physical 
and  mental  condition  when  he  is  taken  in  charge.  The  author,  there- 
fore, urges  the  establishment  of  a  school  for  deaf-mutes  who  are  below  the 
school  age  where  kindergarten  work  could  be  combined  with  medical  and 
other  pedagogical  attention.  Ed. 

2259 

Congenital  Syphilitic  Deafness  Treated  by  Salvarsan.    G.  N.  Biggs,  Brit. 

Med.  Jour.,  p.  348,  Aug.  17,  1912. 
Woman  of  22  years  to  whom  three  Intravenous  injections  of  salvarsan 
were  administrated  with  a  marked  improvement  in  both  ears  at  first. 
The  Wassermann  reaction  remained  positive.  Later  the  hearing  disap- 
peared In  the  right  ear,  but  the  left  ear  continued  to  improve.  After  a 
time  the  woman  suffered  an  entire  relapse  which  was  successfully  treated 
with  inunctions  of  mercury  and  large  doses  of  potassium  iodld.  The 
author  points  out  that  this  case  again  proves  that  salvarsan  itself  will 
not  cure  syphilis  but  only  the  local  manifestations  of  the  disease.    Ed. 
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2261 

Conditions  of  Success  in  Speech  Reading.  E.  Boudix,  Avi.  Ann.  of  Deaf, 
p.  187,  March,  1912. 
This  article  constitutes  chapter  2  of  Prof.  Boudin's  book.  Good  eye- 
sight, confidence  and  perseverance  on  the  part  of  t'he  pupil,  and  strong 
personality  and  thorough  knowledge  of  the  mechanism  of  speech  on  the 
part  of  the  teacher  are  essential  to  successful  results  in  the  study  of  lip- 
reading.  Ed. 

2262 

Lip-reading  System.     M.  E.  Bruhn,  Volta  Rev.,  p.  428,  Nov.,  1912. 

In  this  article  Miss  Bruhn  describes  in  detail  the  advantages  of  the 
Mueller-VValle  system  used  in  her  school  in  Boston  since  1901.  This 
method  of  instruction  has  also  been  successfully  used  at  Mt.  Airy,  at  the 
Pennsylvania  Institute  for  the  Ueaf  and  Dumb.  Ed. 

2266 

Deafness;  Its  Cause  and  Newest  Treatment.  H.  E.  Cook,  Uville  Monthly 
Jour,  of  Med.  and  Burg.,  p.  257,  Feb.,  1912. 
Cook  states  that  in  19  out  of  every  20  cases  of  ear  trouble  we  find 
chronic  catarrhal  deafness.  No  therapy  hitherto  tried  has  proved  effect- 
ive in  treating  this.  The  author  presents  an  instrument  by  which  air, 
oxygen  or  both  can  be  sent  through  the  Eustachian  catheter  heated  at 
body  temperature  or  higher.  For  a  very  short  time  following  the  treat- 
ment there  is  a  dullness  of  the  hearing,  but  this  soon  ceases  and  marked 
improvement  can  be  noted.  Ed. 

2267 

Organization    and    Work    of   tiie    American    Association    to    Promote    the 

Teaching  of  Speech  to  the  Deaf.    A.  L.  E.  Croutku,  Yolta  Rev.,  p.  393, 

Nov.,  1912. 

Crouter  reviews  in  detail  the  history  of  this  organization  established 

twenty-two  years  ago,  the  men  who  have  been  and  are  connected  with  it, 

the  purpose  of  the  organization  and  its  "articles  of  faith,"  the  auxiliary 

bodies  and  schools  connected  with  and  stimulated  by  it,  the  advance  and 

progress  in  teaching,  its  official  organ  and  the  results  obtained  during 

the  twenty-two  years.  Ed. 

2268 

Bilateral  Hysterical  Total  Deafness.  R.  Doelger,  Deut.  Med  WchnscJir., 
p.  1696,  No.  36,  1912. 
In  soldier  of  20  the  disturbance  started  with  drawing  pains  in  right 
hip-joint  and  noises  in  the  ear.  Family  history  of  nervous  spells  with 
loss  of  consciousness  to  which  patient  was  also  subject.  Organs  of  hear- 
ing normal,  but  systemic  disturbances  present.  Treatment  with  potas- 
sium bromid  resulted  in  marked  improvement.  Ed. 

2280 

Systematic  Acoustic  Exercises.    G.  Ferreri,  Yolta  Rev.,  p.  473,  Jan.,  1912. 
According  to  Urbantschitsch's  experiences  the  hearing  of  at  least  one- 
third  of  those  classed  as  deaf  and  dumb  can  be  notably  improved  by  prop- 
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er  systematic  acoustic  exercises.  Of  course  instruction  in  lip-reading 
should  precede  systematic  acoustic  exercises.  Several  Illustrative  cases 
are  reported.  Training  tiie  hearing  perception  by  auricular  exercises  is 
one  of  the  best  ways  of  improving  the  accent  and  modulation  of  speech 
in  the  deaf.  Ed. 

2284 

Lip-reading.     French,  Volta  Rev.,  p.  433,  Nov.,  1912. 

In  this  short  address  to  the  ninth  summer  meeting  of  the  American 
Association  to  Promote  the  Teaching  of  Speech  to  the  Deaf,  Mr.  French 
who  is  himself  exceedingly  deaf  related  what  lip-reading  meant  to  him 
and  voiced  his  belief  that  every  young  person  could  learn  lip-reading  so 
as  to  follow  intelligently  even  the  most  rapid  speaker.  Ed. 

2285 

Reform  and  Instruction  of  Deaf-mutes.         M.    Goebke,   Intern.   Zntrlbl.   f. 
Ohrenh.,  p.  225,  Bd.  10,  No.  6.  1912. 
In  this  article  Goerke  gave  an  historical  sketch  of  tht/  development  and 
progress  in  the  instruction  of   deaf-mutes  and  discusses  the  cause  and 
value  of  the  various  changes  made.  -  Ed. 

2286 

Recent  Work  in  the  Interest  of  the  Defective  Child.     M.  A.  Goldstein. 
Editorial  in  The  Laryngoscope,  p.  239,  March,  1912. 

2291 

Lip-reading.     C.  S.  Hatcock,  Volta  Rev.,  p.  9,  April,  1912. 

In  this  article  Goerke  gave  an  historical  sketch  of  the  development  and 
the  hearing  as  well  as  for  the  deaf.  He  shows  how  thoroughly  we  can 
learn  to  hear  with  our  eyes.  The  subject  is  presented  in  popular  style 
and  includes  several  illustrations  showing  the  expression  of  the  face  and 
position  of  mouth  and  tongue  in  the  formation  of  selected  words.      Ed. 

2292 

Determination    of    Unilateral    Deafness    by    Means    of    ai.  L.  Haymann, 
Arch.  f.  Ohrenh.,  p.  101,  Bd.  89,  Heft  2,  1912. 
This  method  of  determining  unilateral  deafness  is  applicable  In  but  a 
limited  number  of  cases;  the  results  are  not  usually  reliable.  Ed. 

2293 

Nature  and  Causes  of  "Catarrhal  Throat"  or  Hereditary  Deafness.  C.  J. 
Heath,  Monograph,  1912. 
Heath  considers  that  class  of  patients  who  can  hear  better  In  a  noisy 
place  than  in  a  quiet  one — who.  In  fact,  often  hear  better  in  the  midst 
of  noise  than  do  those  whose  hearing  is  normal.  (Paracutic  deafness). 
This  form  of  deafness  is  due  to  a  derangement  of  aural  acccmmodatlon, 
and  inflation  with  air  is  not  indicated.  Nine  cases  thus  treated  are 
recorded.  Ed. 
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2295 

Mueller-Walle  Method  of  Lip-reading  for  Deaf  Adults.    M.  C.  Hooper,  Am. 
Ann.  of  Deaf,  p.  288,  May,  1912. 
Miss  Hooper,  a  Philadelphia  teacher  of  the  Mueller-Walle  method  of 
lip-reading,  is  a  strong  advocate  of  this  system.     In  this  paper  she  out- 
lines the  method  and  gives  also  a  history  of  its  progress.  Ed. 

2J30S' 

Frequency  of  Simulated  Deafness  in  Accidents  and  the  Methods  of  De- 
tecting it.  Z.  M.  KoMPANEJETz,  Thesis-Ekaterinoslttv,  1912. 
Kompanejetz  discusses  in  great  detail  the  question  of  simulation,  the 
tests  to  detect  it,  and  the  laws  in  the  various  lands  concerning  accidents; 
he  explains  the  conditions  in  Russia  where  no  provision  is  made  by  law 
to  protect  the  workman  against  accidents.  Ed. 

2302 

Syphilis  and  Deafness.     Kerr  Love,  Glasgow  Med.  Jour.,  May,  1912. 

This  is  a  preliminary  communication  forming  only  a  small  part  of  an 
inquiry  on  the  prevention  of  deafness.  The  Wassermann  reaction  is  em- 
ployed as  the  test  for  syphilis  in  the  deaf  children  examined.  The  work 
here  dealt  with  was  carried  out  at  the  Glasgow  Institution  for  the  Educa- 
tion of  the  Deaf  and  Dumb.  Of  thirty-seven  children  examined  seventeen 
were  cases  of  sporadic  congenital  deafness,  fifteen  of  acquired  deafness, 
and  five  of  hereditary  deafness.  In  only  three  cases  was  a  positive  Was- 
sermann reaction  obtained.  In  one  of  these  the  deafness  was  probably, 
and  in  the  other  possibly,  due  to  syphilis,  while  the  third  case  was  not 
deaf  but  had  paralysis  of  the  muscles  of  articulation.  The  inquiry  is 
proceeding.  Guthrie. 

2303 

Physiology  and  Psychology  of  the  Deaf  Child.  ('.  D.  Lowry,  Am.  Ann.  of 
Deaf,  p.  241,  May,  1912. 

To  study  the  physiological  status  240  children  were*  examined  between 
6  and  8  years  of  age  and  all  the  deaf  children  were  found  to  be  inferior 
to  those  hearing,  except  that  deaf  girls  usually  weighed  more  than  normal 
girls.  Too,  deaf  girls  over  10  years  were  found,  in  general,  to  approach 
more  nearly  the  physical  status  of  normal  girls  than  deaf  boys  their 
normal. 

Conditions  which  produce  or  are  associated  with  deafness  have  also  a 
close  relation  to  brain  defects,  and  the  mental  state  of  deaf  children  was 
founa  much  retarded.  Lowry  feels  that  a  careful  psycho-physical  ex- 
amination of  all  deaf  children  should  he  made  and  a  course  of  instruction 
devised  to  meet  each  individual  need.  Ed. 

2305 

Heredity  of  Deaf-mutism  and   Importance  of  Heredity  for  Pathology.     H. 
LuNDBORG,  Upsala  Lekarefoereninys  Foerh.,  Vol.  17,  Nos.  4-5,  1912. 
Of  414  families  observed  12.3  per  cent  of  the  2,205  children  are  deaf- 
mutes,  which  fact,  the  author  feels,  substantiates  Mendel's  law.        Ed. 
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2306 

Preventable  Deafness.  W.  C.  Ltle,  Jour.  Med.  Assn.  of  Oa.,  Feb.,  1912. 
This  article  is  intended  chiefly  for  the  general  practitioner.  The  au- 
thor describes  the  function  of  the  various  parts  of  the  ear  in  the  act  of 
hearing  and  also  points  out  some  of  the  simple  aural  affections  which,  If 
neglected,  result  in  deafness.  Ed. 

2307 

Pathology  of  Deaf-mutism.    G.  Hudsox-Makuen,  N.  Y.  Med.  Jour.,  p.  1189, 

June  8,  1912. 
Histological  studies  of  the  auditory  and  phonatory  tracts  have  revealed 
the  morbid  anatomy  of  deaf-mutism,  but  no  conclusions  as  to  the  etiology 
of  the  affection  or  its  treatment  have  been  ascertained.  There  have  not 
been  very  many  post-mortem  examinations,  nor  have  they  been  carefully 
performed.  Those  thus  far  made,  show  that  the  lesions  causing  both 
genital  and  acquired  deafness  are  for  the  most  part  in  the  labyrinth, 
the  difference  between  the  morbid  changes  producing  hardness  of  hearing 
and  deaf-mutism  in  the  adult  is  merely  one  of  degree.  In  a  few  cases 
congenital  malformations  of  the  external  ear  were  observed  and  the 
middle-ear  showed  pathological  changes;  some  few  cases  showed  complete 
absence  of  both  labyrinths.  The  semi-circular  canals  are  the  most  fre- 
quently affected;  next  in  order  come  the  cochlea  and  vestibular  branches 
of  the  auditory  nerve;  the  vestibule  is  least  often  involved  and  in  no 
case  did  it  prove  to  be  the  only  part  affected.  Makuen  in  conclusion 
pleads  for  a  closer  study  of  the  diseases  causing  the  morbid  anatomy  of 
deaf-mutism.  .  Ed. 

2312 

Montessori  Method  Applicable  to  the  Deaf.  A.  R.  Margulies,  Volta  Rev., 
May-June,  1912. 

Dr.  Montessori  was  inspired  in  her  work  by  Sequin's  book  on  the  edu- 
cation of  the  defective  child.  In  teaching  the  defective  child  Montessori 
had  miraculous  results,  the  little  backward  pupils  soon  catching  up  with 
their  normal  fellows.  This  led  to  the  conclusion  that  there  must  be  some- 
thing wrong  with  the  methods  of  educating  normal  children  and  that 
while  the  defective  child  had  been  aided  in  his  psychic  development,  the 
normal  child  had  been  hampered  and  Interfered  with.  A  description  of 
the  Montessori  method  is  then  given,  the  fundamental  principles  of 
which  are:  1.  Liberty  of  the  child  and  the  study  of  its  spontaneous 
manifestations;  discipline  through  liberty;  auto-educatlon.  2.  Sense- 
training.    3.     Intellectual  development  as  a  result  of  sense-training. 

Margulies  points  out  that  all  these  principles  are  definitely  applicable 
also  in  the  teaching  of  the  deaf  child.  Ed. 

2313 

Deafness  of  Nasal  Origin  and  Treatment  by   Re-education.     A.  M.\t7BiCE, 
Arch.  gen.  de  Med.,  p.  293,  April,  1912  and  Gaz.  des  Hop.,  p.  1440, 
Sept.  10,  1912. 
In  582  of  772  cases  of  aural  affection  Maurice  found  a  nasal  origin. 

Obstruction  in  the  nose  and  congestion  and  hypertrophy  of  the  mucosa 
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Of  the  Eustachian  tube  is  liable  to  involve  the  ear.  Besides  surgical 
treatment  Maurice  has  employed  the  kinesiphone,  an  instrument  which 
he  has  devised  producing  100-4,000  sound-waves  per  second  similar  to  the 
human  voice  but  intensified  so  as  to  have  a  massage-like  effect.  In  con- 
clusion the  author  urges  early  surgical  intervention  in  cases  where  nasal 
disorders  exist.  Ed. 

2316 

Problems  of  the  Lip-reader;   Experiences  in  Self-instruction  and  Teaching 
of  Others.  L.  I.  Mokgenstekx,  Volta  Rev.,  p.  550,  Dec,  1912. 

This  article  is  written  by  a  lady  who  grew  deaf  in  early  girlhood.  In 
it  her  difficulties  in  acquiring  lip-reading  are  given  as  well  as  those  she 
encountered  in  teaching  others.  Ed. 

2319 

How  to  Bear  the  Burden  of  Deafness.  E.  B.  Nitchie,  Volta  Rev.,  p.  465, 
Jan.,  iyi2. 
Nitchie  points  out  that  the  deaf  as  the  hearing  have  the  same  means 
of  gaining  happiness,  namely  through  personal  service  in  progressive  and 
useful  occupations.  Deafness  when  present  should  be  openly  and  frank- 
ly acknowledged,  and  life  regulated  in  the  best  possible  way  so  as  to 
meet  the  new  conditions.  Ed. 

2320 

How  to  Practice  Lip-reading.  E.   B.  Nitchie.   Volta  Rev.,   p.   544.  Fa'c, 
1912. 

Nitchie  gives  some  specific  rules  for  studying  as  well  as  some  model 

w^ords  and  sentences.  Ed. 

2322 

Diagnosis  of  Unilateral  Deafness  by  Means  of  the  Lombard  Phenomenon. 
H.  Pape.  Ztschr.  f.  Ohrenh.,  p.  350,  Bd.  64,  Heft  4,  1912. 
Forty-three  persons,  some  hearing,  others  unilaterally  or  bilaterally 
deaf  were  tested  in  regard  to  the  Lombard  phenomenon,  but  it  was  not 
always  found  pleasant.  Only  when  the  findings  are  positive  can  one  use 
them  as  definite  data.  Ed. 

2324 

Can  Total  Complete  Deafness  be  Diagnosed?  R.  Ranjard,  Arch,  intern, 
de  Laryngol.,  p.  63,  July-Aug.,  1912. 
The  author  affirms  that  slight  remnants  of  hearing  car  not  be  dis- 
tinguished by  the  usual  testing  methods,  but  that  they  can  be  detected 
by  Marage's  "vocal-siren."  This  siren  is  also  of  service  in  developing 
slight  hearing  capacity.  Apropos  of  this,  three  cases  are  reported:  one 
in  a  woman  of  38  years,  deaf  since  the  age  of  one,  following  a  suppura- 
tive otitis  media;  the  second  in  a  woman  of  53  years  who  lost  her  hear- 
ing at  the  age  of  16  because  of  an  hereditary  syphilitic  neuritis  acustica; 
and  the  third  in  a  child  of  9  years  deaf  since  one  year  following  cerebro- 
spinal meningitis.  Treated  with  the  "vocal-siren"  the  hearing  power  was 
sufficiently  developed  in  each  case  so  that  they  could  take  part  in  an 
ordinary  conversation.  Ed. 
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2336 

Respiration  of  Deaf-mutes.     H.  Sterx,  Monatschr.  f.  Ohrenh.,  p.  257,  Bd. 
46,  Heft  3,  1912. 
Abstracted  in  The  Laryngoscope,  p.  1103,  Sept.,  1912. 

2348 

Education  of  the  Deaf,  Based  Upon  impressions  Gained  Abroad.  F. 
Wettstbin,  Am.  Ann.  of  Deaf,  p.  464,  Nov.,  1912. 
The  author  discusses  the  progress  of  deaf-mute  education  during  sev- 
eral centuries  and  the  development  of  the  idea  that  the  deaf,  not  men- 
tally deficient,  can  in  time  become  good  members  of  society.  He  takes  up 
the  matter  of  day-schools,  classification  in  schools,  treatment  and  train- 
ing, mental,  physical  and  industrial  development,  homes  for  adults,  and 
the  cottage  plan.  Ed. 

2349 

How  Can  Speech-reading  be  Brought  to  a  Higher  State  of  Perfection? 
A.  WiEDEMER,  Am.  Ann.  of  Deaf,  p.  254,  May,  1912. 
Wiedemer  urges  closer  attention  to  clear  articulation  images  and 
clear  lip-reading  images.  For  this  reason  systematic  exercises  beginning 
in  the  articulation  class  and  continuing  through  the  lower  and  middle 
class  "are  necessary.  If  new  words  cannot  be  readily  understood  from 
the  lips,  they  should  be  immediately  written  on  the  blackboard  and  re- 
peated orally.  The  teacher  should  speak  in  as  natural  a  manner  as  pos- 
sible, without  any  exaggerated  movements  of  the  mouth.  Only  after 
the  mechanical  difficulties  of  speech-reading  have  been  mastered  should 
attention  be  given  to  the  mental  side  of  language.  Ed. 

2351 

Tho  Deaf;  Their  Education;  Improvement  of  Conditions,  etc.  J.  D. 
Wright.  > 

Editorial  in  The  Laryngoscope,  p.  979,  July,  1912;  and  p.  1390,  Dec, 
1912. 

2352 

Where  Lip-reading  Reaches  its  Maximum  Efficiency.  J.  D.  Wright, 
Volta  Rev.,  p.  257,  Sept.,  1912. 

Wright  points  out  that  fixed  methods  are  as  impracticable  In  the  teach- 
ing of  lip-reading  as  in  other  branches  of  pedagogy.  In  his  experience, 
however,  the  best  results  were  obtained  when  the  earlier  efforts  were  di- 
rected toward  acquisition  of  correct  habits  of  thought  and  mental  atti- 
tude toward  language,  and  after  that  the  technic  of  art  taught. 

Wright  points  out  the  difficulty  for  even  an  expert  lip-reader  to  com- 
prehensibly understand  a  play,  lecture  or  sermon  owing  to  the  conditions 
of  light  and  movements,  but  in  life,  with  Individuals  face  to  face,  this 
difficulty  Is  removed  and  it  is  here  that  "lip-reading  reaches  Its  greatest 
efficiency."  Ed- 
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2353 

Application  of  Eugenics  to  Deaf-mutism.  M.  Yeabsley,  Am.  Ann.  of  Deaf, 
p.  23,  Jau.,  1912. 
Total  eradication  of  congenital  deafness  is  wellnigh  impossible  but  the 
number  of  cases  could  be  greatly  reduced  by  the  application  of  eugenics. 
Deaf-mute  marriages,  union  of  blood-relations,  of  alcoholics,  of  syphilitics, 
and  of  those  with  family  taint  of  insanity  should  be  prohibited.        Ed. 

2359 

Abscess  of  the  Cervical  Region  of  tiie  Ear;  New  Case.  L.  Bar,  Rev.  hehd. 
de  Laryngol.  d'Otol.  et  de  Rhinol.,  p.  33,  Jan.  13,  1912. 
Bar  discusses  the  symptomatology  of  brain  abscess  and  reports  three 
cases.  The  first  one,  a  case  of  abscess  of  right  temporal  lobe,  and  con- 
tra-lateral hemiparesis,  was  operated  while  in  a  comatose  condition  and 
seems  now  fully  recovered.  The  other  two  ended  fatally.  In  the  second 
case  indefinite  head-pains,  slight  rise  in  temperature,  slow  pulse,  loss  in 
weight  and  in  mental  activity  were  the  only  symptoms  pointing  to  brain 
abscess.  The  abscess  was  not  found  upon  operating  and  patient  died 
after  twenty-four  hours.  No  autopsy.  The  abscess  of  the  right  temporal 
lobe  in  the  third  case  was  operated  when  the  patient  was  already  in  his 
last  stage.    Here  too  there  was  no  autopsy.  Ed. 

2366 

Unusual  Transmission  of  Sound  Through  Tissues  of  Organism.  Bogda^"' 
OFF  Bebesovsky,  RoussJci  VratcJi,  Jan.  7,  1912;  and  Arch,  intern,  de 
Laryngol.,  p.  734,  May-June,  1912. 
Case  of  a  girl  of  18  years,  not  hysterical,  with  total  deafness  for  air- 
conduction,  very  slight  hearing  for  sound  by  bone-conduction,  and  with 
some  signs  of  vestibular  function.  When  sitting  on  a  couch  with  her 
feet  crossed  under  her,  and  while  pressing  hard  with  the  palms  of  her 
hands  on  certain  portions  of  the  seat  she  could  hear  and  repeat  words 
and  sentences  spoken  to  her  at  a  distance  of  70  cm.  She  could  thus  also 
distinguish  the  tones  of  an  orchester.  If  seated  on  a  chair  whose  back, 
seat  and  arm-rests  were  covered  with  paste-board  with  a  hollow  space 
between  and  if  one  spoke  into  an  opening  at  the  top,  even  In  a  semi-loud 
voice  she  could  grasp  short  words  and  numbers,  especially  if  the  palms 
of  her  hands  were  pressed  against  the  seat.  Yet  in  this  position  she 
could  not  repeat  even  a  short  sentence.  Experiments  with  the  dentaphon 
gave  negative  results.  Ed. 

2371 

Malignant  Tumors  of  the  Ear.  Briivdel,  Rev.  hehd.  de  Laryngol.  d'Otol. 
et  de  Rhinol.,  June  15,  1912. 
From  an  analysis  of  25  cases  Brindel  concludes  as  follows:  Primary 
malignant  tumors  found  in  the  middle  ear  are  epithelioma,  carcinoma 
and  sarcoma,"  the  latter  being  found  more  frequently  in  infancy.  Malig- 
nant tumors  of  the  tympanum  are  more  rare  in  the  masculine  sex.  They 
are  frequently  grafted  on  a  preceding  long-standing  otorrhea.  The  de- 
velopment in  most  cases  is  accompanied  by  sudden  violent  pain.  The 
objective  symptoms  are  as  follows:     A  tumefaction  in  front  of  the  tragus 
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(rare);  granulations  In  the  canal  (frequent);  a  tumefaction  of  the 
apophysis  (i)  in  23  cases);  adenopathy  of  the  sub-maxillary  region  (one- 
third  of  the  cases):  complete  facial  paralysis  (frequent).  The  pathologic 
lesion  most  frequently  found  are:  Destruction  of  the  internal  table  (one- 
third  of  the  cases);  more  or  less  marked  changes  in  the  labyrinth  (five 
In  23  cases). 

In  more  than  half  the  cases,  the  diagnosis  is  not  made  In  the  incipiency. 
of  the  disease,  the  symptoms  being  attributed  to  a  recurrent  otorrhea. 
The  progress  of  the  disease  is  very  rapid  and  the  prognosis  fatal.  All  at- 
tempts at  surgical  interference  should  be  carefully  avoided  in  cancers  of 
the  tympanum,  as  these  give  only  the  most  discouraging  results.  It  is 
therefore  important  to  make  a  careful  diagnosis  when  such  acute  symp- 
toms develop  in  the  course  of  long-standing  suppuration  of  the  ear.  Fin- 
ally, the  possibility  of  a  malignant  tumor  being  grafted  on  a  tympanum 
inflamed  from  a  chronc  suppuration  is  an  imperative  reason  for  treating 
as  thoroughly  as  possible  such  suppurations  of  the  ear.     Scheppegbeix. 

2372 

Histological  Examination  of  the  Temporal  Bones  Diagnosticated  During 
Life  as  Bilateral  Stapes  Ankylosis  (Otosclerosis).  Gustav  Bbuehl, 
Monatschr.  f.  Ohrenh.,  p.  1289,  Vol.  46,  Heft  10,  1912. 

Essayist  considers  only  that  form  of  ostitis  which  leads  to  stapes  anky- 
losis as  an  otosclerosis  and  the  bony  herds  closing  the  oval  window  are 
considered  typical  exclusively. 

In  the  above  case,  no  heredity  was  found  and  no  labyrinthine  atrophy 
accompanied  the  bony  changes.  Mayer's  hypothesis  combining  an  atrophy 
of  the  labyrinth  with  the  clinical  and  anatomical  picture  of  otosclerosis 
is  regarded  as  erroneous. 

No  matter  what  the  anatomical  processes  in  the  temporal  bone  may  be 
termed,  clinically,  the  disease  process  is  only  characteristic,  if  it  ends 
In  otosclerosis,  lessened  sound-conductions,  rigidity  of  the  windows  of 
the  drum  cavity  and  especially  long  stapes  ankylosis  is  produced. 

KxEENE    (Stein). 

2376 

Technic  of  Auditory  Examination  in  Infancy.  P.  M.  Coxstantin,  Jour, 
of  Laryngol.,  p.  353,  July,  1912. 
Constantin  again  emphasizes  the  necessity  of  recognizing  deafness  in 
very  young  children  and  in  this  article  indicates  methods  of  procedure 
by  the  voice  test,  instrumental  examination  and  boue  conduction  by 
means  of  the  watch  test.  Ed. 

2380 

Meningococcus  in  Pus  from  the  Ear.    Doebino,  Muench.  rued.  Wchnichr., 
Sept.  3,  1912. 
In  two  of  the  cases  of  middle-ear  disease  the  cocci  were  found  in  pus 
from  the  chronic  ear  process  and  in  the  third  in  the  lumbar  puncture 
fluid.  ^- 
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2386 

Effect  Upon  the  Ears  of  Rapid  Transit  Tlirough  the  Hudson  and  the  East 
River  Tunnels.  E.  P.  Fowler,  Med.  Rec,  p.  717,  April  13,  1912. 
The  author  feels  that  variations  in  air-pressure  even  greater  than  that' 
due  to  very  rapid  transit  through  these  tunnels  should  be  without  effect 
upon  the  ears,  except  in  those  suffering  from  catarrhal  disturbances  or 
affections  of  the  Eustachian  tube.  Of  course  the  ear  blockage  should  be 
relieved  immediately  otherwise  retraction  of  the  drum  membrane  will 
occur.  If  the  voluntary  or  involuntary  act  of  swallowing  does  not  re- 
lieve the  blocking,  something  is  wrong  with  the  auditory  apparatus. 
Forcibly  blowing  into  the  nose  (Valsalva's  experiment)  is  an  unphysiolog- 
ical  and  dangerous  method  of  relieving  the  pressure.  Fowler  recom- 
mends his  method  of  middle-ear  insufflation,  namely  to  close  the  nostrils, 
attempt  to  expire  through  the  nose  and  at  the  same  time  swallow.      Ed. 

2390 

Condition  of  Nose,  Throat  and  Ear  as  Factor  in  Exceptional  Develop- 
ment. O.  Glogau,  Am.  Jour,  of  Ohstetr.,  Jan.,  1912. 
Glogau  basis  his  conclusions  on  a  study  of  the  exceptional  children  in 
Herbart  Hall.  He  found  nasal  obstruction  with  or  without  adenoids 
and  tonsils  present  in  both  the  advanced  and  backward  child.  On  the 
other  hands  defects  in  the  sound-conducting  and  sound-perceiving  ap- 
paratus resulting  in  decreased  hearing-power  was  only  found  in  the 
backward  children;  in  fact  the  advanced  type  showed  over-acute  audi- 
tion. This  latter  fact  Glogau  advances  as  a  possible  explanation  of  the 
musical  prodigy.  The  function  of  the  static  apparatus  of  the  labyrinth 
was  found  to  be  markedly  impaired  in  the  backward  child  while  in  the 
exceptionally  bright  child  an  over-irritability  was  noted.  Ed. 

2394 

Bacteriemia  in  its  Relation  to  Purulent  Otitic  Disease..     J.  H.  Guentzkr. 
Original  contribution  to  The  Laryngoscope,  p.  943,  July,  1912. 

2395 

Some  Points  In  the  Early  Development  of  the  Ear.  L.  K.  Guggenheim. 
Original  contribution  to  The  Laryngoscope,  p.  90,  Feb.,  1912. 

2397 

Diagnostic  Value  of  Blood  Cultures  in  Relation  to  Diseases  of  the  Ear 
H.  Hays,  Arch,  of  Diag.,  Jan.,  1912. 
Hays  points  out  the  fact  that  even  in  the  presence  of  an  intermittent 
temperature  a  blood  culture  may  at  first  prove  negative  owing  to  the  bac- 
tericidal property  of  the  blood.  It  is  only  later  when  the  organisms  en- 
ter the  blood  stream  in  profuse  quantities  that  the  blood  can  no  longer 
overcome  the  bacteria.  Ed. 

2399 

Otologlcal  Examination  of  the  Victims  of  an  Explosion  in  Steinfeld,  June 
7,  1912.      I.  Hofer,  and  O.  Mauthneb,  Monatschr.  f.  Ohrenh.,  p.  841, 
Bd.  46,  Heft  7,  1912. 
A  detailed  report  is  given.    The  modifications  in  the  ears  were  due  to 

the  air-pressure,  the  degree  of  the  lesion  depending  entirely  on  the  dis- 
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tance  of  the  individual  from  the  explosive  powder  and  the  position  of 
the  head.  All  those  in  the  open  air  within  20  meters  of  the  explosion 
showed  excoriations,  burns  and  tears  in  the  auricle,  tympanic  redness 
and  hemorrhages,  ruptures  of  the  tympanum  hyperemia  or  redness  of 
the  tympanum  and  labyrinthine  disturbance.  Those  beyond  200  meters 
showed  epi-tympanic  redness  and  spontaneous  nystagmus.  Some  auricular 
disturbances  were  even  found  in  those  1,500  meters  removed  from  the 
scene.  Ed. 

2404 

Two  Peculiar  Cases  of  Foreign  Bodies  in  the  Ear  and  Larynx  of  Difficult 
Diagnosis.     H.  Joliat,  Arch,  intern,  de  Laryngoh,  p.  764,  Nov.-Dec, 
1912. 
The  foreign  body  in  the  larynx  (a  piece  of  bone)  and  that  in  the  audi- 
tory canal  (a  piece  of  onion)  were  so  curiously  placed  that  upon  exami- 
nation both  organs  seems  free  from   foreign  bodies.     It  was  only  with 
the  sound  that  the  diagnosis  was  finally  made.  Ed. 

2405 

New  Hearing  Test.  M.  Kabatschnik,  Monatschr.  f.  Ohrenh.,  p.  1413,  Bd. 
46,  Heft  11,  1912. 
The  author's  objection  to  the  Rinne  and  Schwabach  tests  is  that  the 
mastoid  bone  varies  according  to  whether  it  is  of  the  eburnated  or  pneu- 
matic type.  Therefore  Kabatschnik  uses  the  entire  osseous  canal  for 
the  conduction  of  sound.    He  describes  the  method  in  detail.  Ed. 

2407 

Dangers    Incurred    as    Result   of    Non-recognition    of   Acute    Aural    Infec- 
tions with  Statistical  Data.     F.  E.  Kittbedge,  Boston  Med.  and  Surg. 
Jour.,  p.  358,  Sept.  12,  1912. 
The  paper  gives  statistical  data  and  the  author's  own  observations  rela- 
tive to  "dangers  incurred  as  a  result  of  the  non-recognition  of  acute  au- 
ral infections."     The  author  draws  his  data  from  statistics  compiled  from 
reports  received  from  different  hospitals  in  New  Hampshire;   and  he  is 
led  to  conclude  that  many  deaths  ascribed  as  due  to  meningitis,  were 
really  of  mastoid  and  aural  origin,  and  could  have  been  prevented  had 
they  been  early  diagnosed  and  treated.  .  Bebby   (Mosheb). 

2415 

Otogenous  Sepsis  and  Pyemia.   F.  Ludwig,  Ztschr.  f.  Ohrenh.,  p.  289,  Bd. 

65,  Heft  4,  1912. 
Abstracted  in  The  Lakyxgoscope,  p.  114,  Feb.,  1913. 

2419 

Five  Cases  of  Congenital  Fistula  of  the  Ear.  M.  Mangakis,  Arch,  intern. 
de  Laryngol.,  p.  52,  July-Aug.,  1912. 
The  five  cases  reported  shpwed  no  unusual  features,  except  that  two 
cases  were  bilateral  and  three  on  the  right  ear;  Politzer  had  affirmed 
that  the  right  ear  is  most  frequently  involved.  The  site  of  the  flstulae 
was  regularly  in  the  anterior  portion  of  the  helix  just  above  the  tragus.. 
The  author  holds  that  congenital  aural  flstulae  are  not  Infrequent.    Ed. 
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2420 

Etiology  of  Noises  in  tlie  Ear.  O.  Mayer,  Monatschr.  f.  Ohrenh.,  p.  201, 
Bd.  46,  Heft  2,  1912. 
Usually  in  subjective  tinnitus,  affection  of  the  peripheral  neurons  of 
the  acoustic  nerve  is  found,  but  the  histological  variations  in  this  affec- 
tion as  differentiated  from  those  in  nerve-deafness  without  subjective 
noises  are  still  indefinite.  The  author  denies  the  truth  of  Neumann's 
statement  that  changes  in  the  spiral  ganglion  (primary  and  secondary 
neuronphagia)  are  responsible  for  the  subject  noises.  Investigations 
made  intra  vitam  in  a  case  of  leukemia  are  given  in  detail.  Ed. 

2421 

Artificially  Deformed  Skulls    with    Special    Reference    to    the    Temporal 
Bone  and  its  Tympanic  Portion.        W.  McGibbon. 
Original  contribution  to  The  Laryngoscope,  p.  1165,  Oct.,  1912. 

2422 

Aids  to  Diagnosis  in  Otology  and  Their  Clinical  Significance.  James  F. 
McKernon,  Yale  Med.  Jour.,  p.  29,  March,  1912. 

On  October  2,  1912,  Dr.  McKernon  read  an  abstract  of  a  paper  de- 
livered four  months  previously  before  the  Canadian  Medical  Society. 
In  it  he  reviews  the  laboratory  aids  otologists  are  now  using  and  adds 
the  significance  his  own  experience  has  lead  him  to  attach  to  each. 

Under  "Blood  Tests"  his  series  covers  observations  in  400  cases.  He 
finds  an  increasing  white  count  indicates  a  good  resistance  in  the  pa- 
tient, while  an  increasing  polymorphonuclear  percentage  shows  an  in- 
creasing toxic  absorption.  An  increasing  white  count  and  a  decreasing 
polymorphonuclear  percentage  gives  the  best  prognosis,  and  the  opposite 
forebodes  a  correspondingly  bad  outlook;  and  the  author  has  repeatedly 
found  this  test  of  value  when  he  was  In  doubt  as  to  the  necessity  of 
operative  interference.  The  polymorphonuclear  count  in  uncomplicated 
mastoiditis  he  put  as  70-80  per  cent,  while  one  from  80-96  per  cent  would 
indicate  an  involvement  of  the  neighboring  structures.  Similarly  he  has 
found  the  taking  of  blood-cultures  of  help  in  diagnosing  the  presence  of 
a  thrombosed  lateral  sinus.  A  virulent  infection  showed  growth  on  the 
culture-media  in  18  hours.  If  there  was  no  growth  inside  of  forty-eight 
hours  he  considered  that  there  was  no  bacteremia,  though  two  of  his 
cases  showed  growth  after  50  and  58  hours.  In  his  cases  the  usual  in- 
fection in  a  sinus  phlebitis  is  the  streptococcus,  with  an  occasional 
staphylococcus,  while  he  has  never  recovered  pneumococcus  from  a 
sinus  phlebitis. 

The  author  next  takes  up  "Labyrinthine  Tests,"  and  reviews  briefly 
the  hearing,  flstular,  rotatory,  and  caloric  tests  used,  and  sums  up  with: 
"when  we  have  reason  to  suspect  an  invasion  of  the  labyrinth,  the  hear- 
ing should  first  be  tested.  The  presence  or  absence  of  spontaneous 
nystagmus  should  be  noted.  The  presence  of  a  fistula  should  be  looked 
for  and  careful  observations  made  of  the  reactions  to  the  rotation  and 
caloric  tests."  He  makes  then  the  rather  broad  conclusion  that  "on  the 
results  obtained  from  these  various  tests,  a  diagnosis  of  invasion  of  the 
labyrinth  can  be  made.    The  extent  of  such  invasion,  whether  diffuse  or 
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circumscribed  can  be  determined,  and  the  nature  of  the  operative  meas- 
ures necessary  for  relief  can  be  mapped  out." 

In  considering  "Lumbar  Puncture,"  he  remarks  that  "during  the  past 
two  years  early  ana  frequent  examination  of  the  cerebro-spinal  fluid  have 
proved  of  utmost  value  in  making  an  early  diagnosis  of  purulent  menin- 
gitis." 

Radiology  he  finds  of  more  use  in  the  chronic  and  obscure  otitic  condi- 
tions. A  knowledge  of  the  appearance  of  a  normal  and  of  a  diseased 
mastoid  in  a  radiogram  is  considered  essential  to  the  accurate  reading 
of  the  plates.  Radiograms  of  a  thrombosed  sigmoid  sinus  in  his  exper- 
ience show  up  very  indistinctly  unless  there  is  pus  present. 

The  author  closes  this  concise  and  interesting  paper  by  emphasizing 
that  these  tests  "should  in  no  way  supplant  the  clinical  evidence  present- 
ed by  the  patient,  but  that  in  the  difficult  and  obscure  cases  their  use 
may  lead  to  earlier  accurate  diagnosis,  and  thus  the  harmful  or  fatal  de- 
lay in  awaiting  classical  symptoms  may  be  avoided."    Berby  (Mosheb). 

2423 

Further  Remarks  on  Question  of  Sound-Localization.  J.    Meyer,   Mon- 

atschr.  f.  Ohrenh..  p.  449,  Bd.  46,  Heft  4,  1912. 
From  experiments  on  infants  and  animals  Meyer  concludes  that  sound- 
localization  is  a  function  of  the  sense  of  hearing  but  arises  In  the  higher 
centers  and  has  nothing  to  do  with  the  cerebellum.     Animals  and   In- 
fants localize  known  sounds  better  than  the  unknown.  Ed. 

2430 

Technic  of  Microscopical  Examination  of  the  Ear.  R.  J.  Pouget,  Arch. 
Intern,  de  Laryngol,  d'OtoJ.,  et  de  Rhinol.,  p.  801,  May-June,  1912. 
This  Is  the  author's  complete  technic  as  modified  after  studies  with 
Siebenmann  and  Manasse.  The  necessity  is  urged  of  obtaining  the  ma- 
terial within  a  few  hours  after  death  if  best  results  are  desired.  A 
method  of  extracting  the  temporal  bone  post-mortem  with  no  disfigure- 
ment is  described.  For  fixation  of  tissues  the  author  uses  in  routine 
work  equal  parts  of  Mueller's  fluid  and  of  10  per  cent  formalin.  Decalci- 
fication is  accomplished  in  5  per  cent  nitric  acid  in  70  per  cent  alcohol,  to 
which  is  added  0.6  per  cent  sodium  chlorid.  Because  of  its  better  re- 
taining in  position  the  delicate  portions  of  the  membranous  labyrinth 
celloidin  is  preferred  to  paraffin  for  embedding.  Hematoxylin  and  eosin 
may  be  used  for  staining,  or  preferably  hematoxylin  and  Van  Gieson 
after  the  manner  of  Wright.  Curtis  slightly  modified  by  Pouget.  Micro- 
photographs  are  appended.  Edo.\r  (Goldstein). 

2442 

Report  of  Case;  Sequestration  of  Pars  Petrosa.  G.  A.  Shepabd,  Jour,  of 
Ophth.  Otol.  and  Laryngol,  p.  64,  Feb.,  1912. 
In  a  case  of  chronic  suppurative  otitis  media  followed  by  acute  mas- 
toid symptoms  the  following  clinical  picture  was  presented:  Total  loss 
of  hearing,  marked  swelling  of  side  of  head  extending  from  frontal  emi- 
nence to  the  occiput,  total  facial  paralysis,  restricted  motion  of  maxilla, 
severe  pain,  partial  paralysis  of  lower  extremity  of  same  side;  tempera- 
ture, 100.6°;  pulse,  80;  respiration,  18. 
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At  operation  extensive  necrosis  of  the  bone  was  found  involving  the 
anterior  and  posterior  walls  of  the  canal,  of  the  glenoid  fossa,  the  su- 
perior and  interior  walls  of  tympanum  and  antrum  exposing  the  middle 
and  posterior  fossae  for  over  two  inches.  Facial  nerve  was  absent  from 
its  entrance  into  the  tympanum  well  down  in  the  posterior  wall  at  which 
point  the  frayed  ends  of  the  nerve  could  easily  be  seen. 

The  large  sequestrum  was  removed  in  a  number  of  periods  from  time 
of  operation,  January  14,  until  the  removal  of  the  final  portion  in  April 
of  the  following  year.  This  case  is  of  interest  because  of  the  extensive 
involvement  of  bone  tissue  and  the  final  recuperative  power. 

Goldstein. 

2455 

Tinnitus,    Prognosis    and    Treatment.        K.     Wittmaack,     Deut.     med. 

Wchnschr.,  Sept.  26,  1912. 
Cases  in  which  the  hearing  was  unimpaired  were  given  the  most  at- 
tention. When  the  sound  is  rhythmic  with  the  pulse  it  Is  usually  due  to 
the  perception  of  an  arterial  murmur  at  some  point  in  the  body  and 
treatment  should  be  directed  to  the  cardio-vascular  apparatus  or  blood. 
Tinnitus  due  to  neurasthenia  or  hysteria  should  be  treated  by  diverting 
the  patient's  attention,  since  these  intrinsic  sounds  are  more  noticeable 
in  a  quiet  environment.  Sedatives,  bromids  and  valerian  are  of  value 
in  the  treatment.  In  neurasthenic  tinnitus  potassium  iodid,  systematic 
sweats,  arsenic  or  thyroid  treatment  may  be  effective.  Hot  foot  or  sitz- 
baths,  induced  hyperemia  by  massage,  superheated  air  electric  measures 
or  lumbar  puncture  may  also  produce  good  results.  Ed. 

2459 

Malignant  Neoplasms  of  the  Ear.  A.  Zebrowski,  Monatschr.  f.  Ohrenh., 
p.  217,  Bd.  46,  Heft  2,  1912. 
Case  of  operated  epithelial  carcinoma  of  the  middle  ear  following  a 
chronic  middle-ear  suppuration  which  spread  to  the  dura  and  thus  ended 
fatally.  Detailed  pathologic-anatomical  and  microscopical  data  are  given 
in  connection  with  the  clinical  history.  Ed. 

2462 

Radical    Operation  of  the  Ear  with  Closure  of  Wound  Without  Plastic.     A. 

Blumenthal,  Ztschr.  f.  Ohrenh.,  p.  68,  Bd.  66,  Heft  1-2,  1912. 
Ten  cases,  are  reported  in  which  the  author  left  the  canal  walls  intact 
and  closed  the  posterior  wound,  leaving  only  a  small  drainage  opening  at 
the  bottom.  The  ear  speculum  is  employed  in  the  after-treatment.  The 
objection  to  the  plastic  operation  is  that  it  produces  deformities  in  the 
canal.  Ed. 

2466 

Relief  of  Tinnitus  by  the  Use  of  Nitrate  of  Silver  Applied  Within  -che 
Eustachian  Tube.  W.  C.  Braislix,  Ann.  of  Otol.,  p.  773,  Sept.,  1912. 
The  tinnitus  improved  by  this  treatment  is  that  of  tubal  origin;  if  its 
cause  be  immobility  of  the  stapes,  labyrinthine  or  auditory  nerve-lesions, 
lesion  of  the  nervous  centers,  digestive,  circulatory  or  general  disease 
relief  of  congestion  about  the  tube  is  all  that  can  be  expected  by  this 
local  application.  Ed. 
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2470 

Vaccines  in  Suppurative  Otitis  Media.  A.  C.  Christie,  Med.  Rec,  p.  561, 
Sept.  28,  1912. 
Christie  feels  that  vaccine  therapy  is  only  indicated  when  local  meth- 
ods have  tailed  and  that,  even  under  such  conditions,  it  should  be  em- 
ployed in  conjunction  with  other  treatment.  In  chronic  cases  the  eflB- 
ciency  of  this  therapy  is  determined  by  the  amount  of  necrosis  and  by 
the  condition  of  the  circulation  in  the  mastoid;  but  even  in  cases  of  long- 
standing this  therapy  has  proved  advantageous.  In  sub-acute  cases  the 
best  results  are  obtained.  Ed. 

2477 

Case   of   Intra-cranial    Division   of   Auditory    Nerve   for    Persistent   Aural 
Vertigo.    C.  H.  Fkazieb,  Suj-g.  Gynecol,  and  Obstetr.,  Nov.,  1912. 
In  spite  of  only  partially  successful  results  Frazier  holds  that  this  pro- 
cedure  offers  great   relief   in   selected   cases.     The   incision   is   made   as 
for  a  unilateral  sub-occipital  craniectomy.  Ed. 

2482 

Present  Status  of  Vaccine  (Bacterins)  Therapeutics  in  Purulent  Diseases 
of  the  Ear.  R.  H.  Huvelle,  X.  Y.  State  Jour,  of  Med.,  May,  1912. 
In  cases  of  chronic  purulent  otitis  media  the  author  feels  that  vaccines 
are  valuable  as  an  aid  in  the  treatment  and  should  be  given  at  regular 
intervals,  suitable  to  each  case.  Huvelle  feels  that  within  a  year  the 
ear  will  be  dry,  except  in  unusually  long-standing  chronic  cases.  In 
cases  of  sub-acute  purulent  otitis  media  vaccines  abbreviate  convalescence 
and  abort  the  familiar  complications  of  the  suppuration.  If  used  in 
post-operative  mastoiditis  the  wound  healed  much  quicker.  Cases  of 
furunculosis  and  perichondritis  of  the  auricle  gave  excellent  results.  In 
cases  of  otitic  meningitis  little  has  as  yet  been  accomplished.  The  tech- 
nic   of   preparing   the   vaccine    is    indicated.  Ed. 

2489 

Prominent  Ears.    R.  T.  Morris.  Med.  Rec.,  p.  561,  March  23,  1912. 
Abstracted  in  The  Laryngoscope,  p.  761,  May,  1912. 

2497 

Anal<inetic   Re-education   of  the    Ear   by  the   Electro-phonic   Method.     O. 
Raoult,  Arch,  intern,   de  Laryngol.,  p.  413,   March-June,   1912;    and 
Rev.  med.  de  VEst,  April  15-May  1,  1912. 
Abstracted  in  The  Laryngoscope,  p.  198,  March,  1913. 

2504 

Therapy  of  Subjective  Noises.    K.  Theimeb,  Oesterreiche  Aerzteztng.,  No. 

7,  1912. 
From  a  detailed  study  of  many  cases  of  tinnitus,  of  which  seven  ai^ 
reported,  Theimer  concludes  that  otosclerosis  is  a  factor  in  this  disorder. 
For  this  reason  he  uses  bromin  (36.6  per  cent),  phosphite  (13.52  per 
cent)  and  cimicifugin  (6.66  per  cent)  in  tablet  form,  administering  at 
first  one  tablet  three  times  daily  increasing  to  three  tablets  fifteen  times 
a  day.     Incipient  cases  give  the  best  results.  Ed. 
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2511 

Acidum  Pyrogallicum  Oxydatum  in  Diseases  of  tlie  Ear,  Nose  and  Throat 
As   Well   As    In   Therapy   of   Tuberculosis,   Carcinoma   and   Sarcoma. 

S.  Von  Stein,  Ztschr.  /.  Laryrigol.,  p.  879;  Bd.  5,  Heft  5,  1912;  and 
Prakt.  Vratch,  1912. 
In  rhinitis  acuta,  chronica,  hypertrophica,  ozena,  empyema  of  the 
accessory  sinuses,  pharyngitis  and  laryngitis  catarrhalis,  tuberculosis 
of  the  pharynx  and  larynx,  in  acute  and  chronic  suppurative  otitis  media, 
in  the  presence  of  labyrinthine  symptoms  in  perforation  of  the  drum 
membrane  and  granulations  in  the  tympanic  cavity  the  author  uses  a 
solution  of  pyraloxin  (0.02),  aqu.  foeniculi  (20.0),  aqu.  biboracis  (20.0) 
with  excellent  results — decrease  of  inflammation  and  secretion,  improved 
nasal  respiration,  etc.  Pyraxolin  (2.0),  natr.  borac.  (3.0),  aqu.  dest  ad. 
(100)  is  given  internally.  In  some  cases  of  tinnitus  improvement  was 
marked;  in  cases  of  otosclerosis  with  hyperemia  good  results  were  ob- 
tained as  well  as  upon  the  general  condition  in  cancroid  luprous  tuber- 
culous and  sarcomatous  conditions.  Ed. 

2518 

Remarks  on  Bone  Transplantation  in  the  Post-operative  Mastoid  Wound. 

M.  J.  Ballin,  Am.  Medicine,  p.  632,  Nov.,  1912. 
Ballin  strongly  advocates  this  procedure  in  cases  in  which  there  is  a 
clean  granulating  wound.  He  reports  one  case  in  which  the  wound  had 
closed  and  has  remained  closed,  five  days  after  a  piece  of  bone  with  the 
living  periosteum  from  the  crest  of  the  patient's  tibia  had  been  trans- 
planted into  the  wound.  Ed. 

2521 

Spontaneous    Abnormal    Fistulae    in    Mastoiditis.  M.   A.  Beveuget,   These 

de  Bordeaux,  1912. 
The  author  studies  the  different  means  of  fistulization.  The  pus  can 
infiltrate  from  the  side  of  the  external  auditory  canal  and  resembles  a 
suppuration  of  the  canal  itself  or  of  the  middle  ear.  When  pus  collects 
in  the  mastoid  cells  or  in  an  extra-dural  abscess  the  tympanum  is  usual- 
ly cicatrized  and  the  middle  ear  intact.  The  fistula  may  also  arise  on 
the  wall  of  cranial  cavity  and  provoke  an  extra-dural  abscess  which  in 
its  turn  produces  a  meningitis  or  cerebral  abscess.  Along  the  lateral 
sinus  it  may  result  in  a  thrombo-phlebitis,  a  pyemia,  rupture  of  the 
sinus,  etc.  Early  diagnosis  is  urgent.  The  author  feels  that  it  is  better 
to  open  a  mastoid  too  soon  than  to  let  a  patient  die  for  want  of  Interven- 
tion. Ed. 

2522 

Primary  Suture  After  Mastoid  Operation,  A.  Blumenthal,  Deut.  med. 
Wchnschr.,  Jan.  18,  1912. 
Blumenthal  describes  in  detail  a  technic  by  which  the  time  required 
for  the  after-treatment  of  the  mastoid  wound  is  shortened,  and  a  sub- 
stantial cicatrix  obtained.  Five  cases  are  reported.  One  of  the  chief 
requisites  for  primary  closure  of  wound  is  that  the  focus  of  infection  be 
thoroughly    destroyed.      After    removing    all    necrotic    tissue    the    upper 
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edges  of  the  wouimI  are  cramped  together  and  sewed;  in  the  lower  part 
which  is  left  open  a  caoutchouc  drain  with  openings  on  the  sides  is  in- 
serted and  pushed  up  into  the  wound.  This  drain  is  left  in  situ  for 
three  or  four  days.  After  that  it  is  removed  daily  until  the  deeper  parts 
of  the  wound  close.  The  external  edges  of  the  wound  can  then  be  made 
to  heal  by  applying  sterile  bandages.  The  time  required  for  the  entire 
cure  varies  from  sixteen  to  twenty-four  days.-  Ed. 

2526 

Case  of  Acute  Mastoiditis.    J.  Coxsikoles,  Rev.  hebd.  de  Laryngol.,  p.  337, 
March  23,  1912. 
Abstracted  in  The  Labtxgoscope,  p.  954,  July,  1912. 

Atypical  Mastoiditis.  S.  G.  Dabxey,  L'ville  Monthly  Jour,  of  Med.  and 
Surg.,  p.  143,  July,  1912. 
In  two  cases  the  only  symptoms  were  long-standing  discharge  from  the 
ear,  sagging  of  the  upper  posterior  canal  wall,  and  slight  tenderness  at 
the  posterior  inferior  mastoid  border  in  one,  and  over  the  antrum  in  the 
other  case.  In  the  third  case  there  had  been  acute  painful  inflammation 
of  the  ear  with  discharge,  but  this  had  stopped  and  the  hearing  was  but 
slightly  impaired.  The  patient  felt  depressed  and  had  sharp  pains  on 
the  side  of  the  head.  Two  cases  were  in  men  50  and  60  years  respec- 
tively; the  other  in  a  child  of  5  years  old.  .  Ed. 

2537 

Mastoid  Sequestra  Containing  All  Three  Semi-circular  Canals  with  a  Re- 
port of  the  Subsequent  Labyrinthine  Reaction.        J.   M.   Ingersoix. 
Original  contribution  to  The  Laryngoscope,  p.  1112,  Sept.,  1912. 

2545 

Case  of  Primary  Tuberculosis  of  the  Mastoid  Process.  K.  Luebbers, 
Passoics  Beitr.,  Bd.  5,  Heft  5-6,  p.  317,  1912. 
At  the  autopsy  no  other  tubercular  focus  could  be  found  which  would 
account  for  the  ear  infection  as  a  secondary  one,  and  It  must,  therefore, 
be  regarded  as  primary.  The  Eustachian  tube,  tympanic  cavity  and 
radically  operated  mastoid  cavity  were  free  from  tuberculosis,  the  tuber- 
cular changes  were  most  apparent  in  the  region  of  the  transverse  sinus 
and  of  the  jugular  bulb.  From  the  latter  a  fistula  surrounded  with  tu- 
bercular masses  accompanied  the  carotid  to  the  anterior  plane  of  the 
petrous  bone,  approaching  the  Eustachian  tube  at  Its  entrance  in  the  tym- 
panum. Ed. 

2549 

Typical  and  Atypical  Mastoiditis.  G.  W.  McDonaxd,  Jour.  Ophth.  Otol. 
and  Laryngol.,  p.  7,  Jan.,  1912. 
Three  cases  are  reported.  In  the  first  the  mastoid  involvement  follow- 
ed an  attack  of  grippe;  in  the  second,  acute  suppuration  of  the  middle 
ear;  in  the  third  case  the  original  symptoms  were  varying  pains  in  head. 
Three  and  a  half  months  after  the  onset  of  the  symptoms  the  mastoid 
was  opened  and  drained.  In  the  interim  every  possible  diagnosis  of  the 
insomnia  and  pain  had  been  made.    All  patients  recovered.  Ed. 
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2551 

Some  Mastoid  Experiences.    C.  M.  Milleb. 
Abstracted  in  The  Laryngoscope,  p.  1051,  Aug.,  1912. 

2552 

Trans-illumination  of  the  Mastoid.     H.  P.  Mosher. 

Original  contribution  to  The  Laryngoscope,  p.  38,  Jan.,  1912, 

2562 

X-ray    Diagnosis    of    Mastoid  Disease.      H.   Pirie,   Arch.   Roentgen-Rays, 

Sept.,  1912. 
Pirie  states  that  for  the  radiography  of  mastoid  cases  the  patient  should 
lie  prone  on  a  couch,  with  the  head  (and  the  plate  beneath  it)  on  an  in- 
clined plane  at  25  degrees  with  the  couch.  The  head  of  the  patient  is 
rotated  90  degrees,  so  that  he  looks  directly  to  his  side.  The  source  of 
rays  is  above  the  head,  and  the  perpendicular  ray  is  made  to  fall  at  a 
point  2  in.  above  the  highest  point  of  the  pinna  of  the  ear.  The  glass  of 
the  tube  should  be  9  in.  away  from  the  hair.  The  exposure  required  will 
turn  a  Sabouraud  pastille  placed  at  2  cm.  from  the  glass  to  one-third  of 
the  B.  tint.  Skiagraphs  of  both  mastoids  should  be  made,  under  exactly 
the  same  conditions  as  to  hardness  and  quality  of  the  tube.  The  radio- 
graph of  the  normal  mastoid  shows  the  articulation  of  the  lower  jaw; 
the  posterior  border  of  its  ascending  ramus;  the"  auditory  canal  behind 
(separated  by  a  quarter-inch  from)  the  articulation,  the  air  cells  form- 
ing a  reticulum  extending  from  the  articulation  backwards;  the  petrous 
bone  surrounding  the  auditory  canal;  a  faint  indication  of  the  outline 
of  the  lateral  sinus  running  through  the  posterior  half  of  the  cells;  the' 
foramen  magnum  as  an  elliptical  opening  with  part  of  the  first  vertebra 
crossing  it;  and  the  outline  of  the  pinna  of  the  ear.  Acute  mastoiditis 
shows  air  cells  obscured,  though  still  faintly  seen;  outline  of  lateral  sinus, 
perhaps  a  little  more  definite  than  normal;  greater  intensity  of  the 
petrous  bone  and  of  the  whole  mastoid  region.  Chronic  mastoiditis 
shows  complete  absence  of  the  air  cells;  the  standing  out  of  the  petrous 
bone  as  a  very  dense,  roughly  triangular  area,  its  posterior  border  form- 
ing part  of  the  sharp  crescent-shaped  line,  corresponding  with  the  upper 
and  anterior  border  of  the  lateral  sinus;  and,  frequently  the  lateral  sinus 
in  very  good  definition.---i?ic. 

2563 

Acute  Mastoiditis  Complicated  by  Tic   Douloureaux.    G.  H.  Powers,  Bos- 
ton Med.  and  Surg.  Jour.,  p.  380,  March,  1912. 
Abstracted  in  The  Laryngoscope,  p.  1361,  Dec,  1912. 

2573 

Case  of  Dry  Necrosis  of  the  Mastoid  Cells.  O.  Wilkinson,  Med.  Rec. 
p.  1188,  June  2,  1912. 
Woman  of  25  years  complained  of  pain  in  the  head,  behind  the  eyes, 
behind  the  head  and  on  the  base  of  the  skull;  also  nausea  and  vomiting. 
Cicatrix  on  drum  membrane  from  a  suppuration  which  lasted  from  her 
8  to  15  year.  Temperature,  98.6°  to  100°  F.  Upon  opening  the  mastoid 
the  external  bone  was  found  to  be  very  brittle;   the  bony  walls  of  the 


MASTOID  AND  IXTRA-CRAXLAL  COMPLICATIONS.  529 

■cells  were  dry  and  as  breakable  as  in  the  skeleton;  no  pus;  no  blood  in 
bones  until  aditus  ad  antrum  was  reached.  Atter  operaticn  all  symp- 
toms disappeared.  jjp 

2579 

Case  of  Afebrile  Sinus  Thrombosis  and  Cerebellar  Abscess  Complicating 
Acute  Otitis  Media  in  an  Adult.       J.  Auerbach. 
Original   contribution   to  The  Lauyngoscope,  p.  1367,  Dec,  1912. 

2583 

Aid   for  the    Diagnosis   of  Conditions  Associated   with   an    Obstruction  to 
the    Outflow    of    Blood    from    the    Brain;    With    Special    Reference    to 
Sinus  Thrombosis  of  Otitic  Origin.      S.   T.   Cbowe,  Bull.  Johns  Hop- 
kins Hosp.,  Nov.,  1912. 
Any  acute   obstruction   to  the   overflow  of  blood  through   the  sigmoid 
sinus,  jugular  bulb  or  internal  jugular  vein  on  one  side,  may  be  diag- 
nosed  by   means   of   the   following   test.     The   test   is   based   on   purely 
mechanical    principles.      From    examination    of    500    normal    individuals 
the  following  conclusions  are  arrived  at:     1.  No  appreciable  evidence  of 
stais   is   seen   in   the   retinal   or   superorbital   veins   when   one   internal 
jugular   is   compressed    icith   the   finger.     2.    Pressure   on    both   internal 
jugular  veins  at  the  same  time  produces  a  marked  dilatation  of  the  veins 
of  the  fundi  and  of  the  anastomotic  vessels  connecting  the  inter-cranial 
with  the  extra-cranial  venous  circulation.     3.  When  the  pressure  is  sud- 
•denly  released  on  one  side,  while  it  is  maintained  on  the  other,  the  en- 
gorged veins  of  the  anastomotic  system  and  the  fundi  will  immediately 
empty.     Any  marked  difference  from  the  above  results  indicates  either 
an  anomaly  of  the  inter-cranial  venous  circulation,  or  some  pathological 
condition  which  is  obstructing  the  outflow  of  blood  from  the  brain. 

Packard. 

2590 

Sinus  Thrombosis  as  a  Complication  of  Mastoiditis.     J.  H.  Foster,  Tex. 
State  Jour,  of  Med.,  March,  1912,  and  Jour.  Ophth.  and  Oto-Laryngol., 
July,  1912. 
Abstracted  in  The  Laryngoscope,  p.  1221,  Oct.,  1912. 

2593 

Case  of  Thrombosis  of  the  Lateral  Sinus,  Resection  of  the  Internal  Jugu- 
lar Vein,   Spontaneous   Evacuation   of   an   Abscess   of  the    Posterior 
Fossa  Through  the  Foramen  Jugulare;    Recovery.      Perry   G.   Gold- 
smith, Can.  Prac.  and  Rev.,  Nov.,  1912. 
fhis  paper  is  a  brief  but  interesting  account  of  thrombosis  of  the  later- 
al sinus  occurring  in  a  man,  aged  49,  as  a  sequel  of  periodical  discharge 
from  the  ear  of  eight  years  duration.     The  one  was  of  the  billiard-ball 
variety,  pus  in  small  quantities,  antrum  discovered  with  roof  and  posteri- 
or walls  absent  and  replaced  by  granulating  tissue.    The  sinus  was  dl«h 
colored  and  soft  and  occlusion  was  self-evident.    The  subsequent  course 
of  the  case  was  marked  by:   (1)  A  severe  septic  pharyngitis  and  laryngit- 
is;   (2)  Escape  of  a  large  collection  of  pus  through  the  neck  wound,  the 
abscess  in  the  posterior  fossa;    (3)  Occurrence  of  acute  labyrinthitis  and 
facial  paralysis— weeks  after  operation.  Wisiiart. 
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2596 

Case  of  Primary  Jugular  Thrombosis.  I.  M.  Heller,  Ann.  of  Otol.,  p. 
380,  June,  1912. 
A  girl  of  7  years  with  chronic  suppurative  otitis  media  of  three  years 
standing  had  had  a  simple  mastoid  operation  on  right  ear,  and  three 
weeks  later  a  radical  mastoid  with  exenteration  of  labyrinth  on  same 
side.  Result,  no  discharge,  but  total  deafness.  Five  months  later,  left 
ear-ache,  fever  and  chills,  but  no  swelling,  and  no  tenderness.  Mastoid 
operation  exposed  apparently  normal  sinus  covered  with  only  1  mm.  of 
bone.  Only  a  drop  or  two  of  pus  near  bulb  after  retracting  sinus.  Re- 
currence of  chills  and  fever;  therefore,  jugular  though  apparently  normal, 
was  ligatured.  Fever  continued  several  days  while  pus  appeared  at  neck- 
wound  and  in  sinus-wound  with  negative  bacteriological  findings.  Re- 
covery, but  total  deafness.  Edgar    (Goldstein). 

2606 

Jugular  Pulse.  V.  Maragll\no,  Gaz.  elegit  Osped.  e  delle  Clin.,  Oct.  6, 
1912. 
The  author  finds  that  jugular  pulsation  may  be  occasionally  felt  in 
persons  with  sound  aortas  while  it  may  be  absent  in  persons  with  marked 
dilatation  of  the  aorta  or  with  an  aneurysm.  When  the  aorta  is  a  little 
nearer  the  sternum  or  when  the  heart  beat  is  exceptionally  strong  it  may 
be  observed.  Ed. 

2608 

Thrombosis  of  the  Cavernous  Sinus  with  Report  of  Case,  H.  H.  Martin, 
Ophthal,  p.  183,  Jan.  1912. 
Following  a  furuncle  in  the  nose  a  patient  developed  swelling  of  the 
external  canthus,  pupillary  dilatation,  chemosis,  paralysis  of  the  ex- 
ternal muscles,  edema  of  the  fore-head,  cheek  and  orbit,  and  an  intense 
venous  dilatation.  These  symptoms  developed  also  in  the  other  eye 
some  days  later.  Temperature  characteristic  of  infection;  cephalalgia 
and  cecitis;  tortuous  vein  at  fundus  of  eye.  Autopsy  revealed  a  septic 
thrombosis  of  the  cavernous  sinus.  Ed. 

2612 

Report  of  a  Case  of  Sinus  Thrombosis,  Excision  of  the  Internal  Jugular, 
with  Recovery.    Chas.  W.  Richardson. 
Original  contribution  to  The  Laryngoscope,  p.  1117,  Sept.,  1912. 

2630 

Subdural   Abscess,  Thrombosis  of  the   Lateral   Sinus  and   Diffuse   Osteo- 
myelitis of  the  Skull  Bones  Treated  with  Vaccines;   Recovery.     T.  H. 
Butler,  Brit.  Med.  Jour.,  p.  602,  March  16,  1912. 
Man  of  25  years  to  whom  anti-pneumococcus  and  anti-staphylococcus 
sera  were  administered   and  later  vaccine.     After   many  operations  pa- 
tient recovered.  Ed. 
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2637 

Brain   Abscess   of  Otitic   Origin;    A   Study   of  Twenty-one  Cases  Coming 

Under  the  Personal  Observation  of  the  Writer.      E.  B.   Dench,  Ann. 

of  OtoL,  p.  737,  Sept.,  1912. 

Of  the  collated  cases,  twenty-one  in  number,  seventeen  were  instances 

of  temporo-splienoidal  abscess,  and  four  were  cases  of  cerebellar  abscess,. 

This   experience   controverts  the   statement   made   by   certain  observers, 

that  cerebellar  abscess,  of  otitic  origin,  is  of  more  frequent  occurrence 

than  temporo-sphenoidal  abscess  from  the  same  cause.    Of  the  temporo- 

sphenoidal  abscesses,  seven  were  on  the   right  side,  and  ten  upon  the 

left  side.    Of  the  cerebellar,  two  were  upon  the  right  side  and  two  upon 

the  left  side. 

The  avenues  of  infection  are  of  particular  interest  to  otologists,  uf 
the  temporo-sphenoidal  abscesses,  in  nine  cases  infection  occurred  through 
the  tympano-mastoid  roof.  In  one  case  the  abscess  was  found  in  the 
Island  of  Reil,  and  so  must  have  been  of  metastatic  origin.  In  another, 
an  abscess  was  found  in  the  temporo-sphenoidal  lobe  following  a  decom- 
pression operation,  at  which  time  the  temporo-sphenoidal  lobe  was  ex- 
plored for  a  possible  abscess.  As  the  purulent  discharge  from  the  ear 
still  continued,  in  this  case,  it  is  possible  that  the  subsequent  abscess 
developed  as  the  result  of  infection  in  the  brain  tissue,  which  had  been 
broken  down  at  the  previous  exploratory  operation. 

Of  the  cerebellar  abscesses,  in  three  cases  infection  occurred  through 
the  lateral  sinus.  In  the  fourth  case  of  cerebellar  abscess,  there  was  a 
complicating  neoplasm  of  the  auditory  nerve  trunk,  the  cochlea  being 
completely  destroyed  by  the  neoplasm  tissue  (fibro-sarcomatous  in  na- 
ture). Infection  in  this  case  probably  occurred  through  the  internal  au- 
ditory meatus,  although  the  exact  avenue  of  invasion  could  not  be  made 
out. 

The  relative  frequency  with  which  brain  abscess  followed  acute  and 
chronic  middle-ear  suppuration  respectively  was  as  follows:  In  four  of 
the  twenty-one  cases,  the  duration  of  the  suppuration  was  unknown.  In 
seven  there  was  a  history  of  chronic  suppuration,  while  in  ten  intra- 
cranial involvement  followed  an  acute  suppuration  of  the  middle  ear.  In 
two  of  the  acute  cases  there  was  a  period  of  latency — in  one  case  extend- 
ing over  ten  years,  and  in  a  second  case,  extending  over  a  period  of  one 
month.  In  four  cases,  following  acute  otitis  media,  the  mastoid  antrum 
was  exceedingly  small  and  the  middle  cranial  fossa  very  low.  This  an- 
atomical fact  may  explain  the  development  of  a  suppurative  focus  with- 
in the  temporo-sphenoidal  lobe  following  acute  otitis  iu  these  particular 
cases. 

The  symptomatology  was  discussed,  as  illustrated  by  the  cases  present- 
ed. The  results  of  operative  methods  in  the  different  cases  were  as  fol- 
lows: Of  the  seventeen  temporo-sphenoidal  abscesses,  ten  died  and  seven 
were  cured.  Of  the  cerebellar  cases,  three  died  and  one  was  cured.  The 
cause  of  death  in  the  fatal  cases  was  due  to  purulent  meningitis,  except- 
ing in  two  Instances  In  one  of  which  death  was  due  to  pneumonia,  in 
the  other  the  case  was  complicated  by  a  neoplasm  involving  the  auditory 
nerve  trunk.    The  operative  technic  employed  was  described. 
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2638 

Differential  Diagnosis  Between  Brain  Abscess  and  Sinus  Thrombosis 
and  tiie  Treatment  of  These  Conditions.  Edward  B.  Bench,  Jour. 
Ophth.  and   Oto-Laryngoh,  p.   400,   Dec,   1912. 

The  importance  of  the  subject  is  shown  in  tl^e  frequency  of  intra- 
cranial complications  resulting  from  middle-ear  disease.  In  the  review 
of  10,000  cases  one  patient  in  every  88  presented  some  such  sequelae. 

The  two  pictures  are  very  distinct.  In  brain  abscess  there  is  moderate 
temperature  in  the  early  stage,  then  a  latent  period,  and  a  final  terminal 
^tage  with  high  or  low  temperature  and  characteristic  brain  symptoms. 
The  pulse  is  slow  in  every  stage  but  the  initial  one.  The  polymorphonu- 
clear blood-count  is  frequently  over  80. 

In  sinus  disease  the  general  symptoms  are  trivial  and  the  temperature 
is  characteristic;  that  is,  a  sudden  and  high  temperature  rise  followed 
by  a  rapid  tall.  There  is  an  absence  of  cerebral  symptoms  as  in  abscess, 
a  rapid  pulse  rate  and  the  differential  blood-count  may  be  high,  but  in 
the  majority  of  author's  cases  the  percentage  has  not  been  much  elevat- 
ed. Positive  blood  culture  is  valuable  but  negative  findings  do  not  ex- 
<;lude  sinus  infection. 

In  the  treatment  the  author  believes  that  where  we  have  symptoms 
■of  profound  sepsis  from  a  sinus  infection,  even  though  fluid  blood  flows 
from  both  ends  of  the  opened  sinus  and  the  jugular  vein  should  be  ex- 
cised in  every  instance  not  higher  than  the  level  of  the  omohyoid 
muscle.  This  excision  treatment  is  also  urged  in  all  cases  of  clot  with 
positive  blood  cultures.  Stein. 

2640 

Tumor  involving  the  Base  and  Substance  of  Left  Temporal   Bone.     F.  X. 

Dercum,  Jour.  Nerv.  and  Ment.  Dis.,  Jan.,  1912. 
This  tumor  situated  in  the  left  temporal  lobe  caused  aphasia  and 
partial  para-aphasia,  word-deafness,  word  blindness  and  agraphia,  the 
latter  in  spite  of  the  fact  that  the  frontal  lobe  was  not  involved.  Der- 
<!um  explains  the  agraphia  through  destruction  by  the  tumor  of  the  in- 
ferior longitudinal  fasciculus  which  produced  alexia  and  indirectly 
agraphia.  Ed. 

2642 

Diseases  of  the  Ear  Which  Lead  to  Brain  Abscess.  Max  A.  Goldstein, 
Jour.  A.  M.  A.,  p.  1101,  Sept.  21,  1912. 
Goldstein  describes  the  anatomy  of  the  middle  ear  contributing  in 
case  of  otitic  disease  to  the  formation  of  brain  abscess.  In  summing 
up  the  factors  favoring  the  invasion  of  the  cavum  tympanum  by  patho- 
genic germs,  he  first  calls  attention  to  the  lymphatic  and  vascular  con- 
nections between  the  nasal  pharyngeal  areas  and  the  lymphatic  ring 
•of  Waldeyer  and  the  tympanic  cavity  and  then  explains  the  mechanism 
of  middle  ear  disease,  the  blocking  of  the  exits  for  pus  and  the  vulner- 
able areas  which  are  then  attacked.  When  the  drum  does  not  give  way, 
the  most  vulnerable  points  for  infection  to  reach  the  brain  tissue  and 
produce  abscess  are  through  the  tegmen  tympani  and  tegnien  antri  and  the 
labyrinth.     In  the  two  former  the  thin  plates  of  bone  between  the  ear 
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cavity  and  the  cranial  fossa  are  very  liable  to  be  eaten  through  in  the 
process  of  suppuration.  In  the  labyrinth  it  has  been-  made  clear  within 
the  past  few  years  that  a  frequent  source  of  invasion  of  the  cerebral 
fossa  is  through  a  pathologic  focus  at  the  foot-plate  of  the  stapes,  the 
development  of  an  acute  labyrinthitis  and  extension  of  the  process  into 
the  cochlea  and  either  directly  into  the  deeper  cerebral  fossa  or  by  fol- 
lowing the  sheath  of  the  auditory  nerve  to  the  cerebellar  area.  There 
are  occasional  cases  of  mastoid  and  cerebral  invasion  which  defy  the 
most  careful  diagnosis  and  which  must  have  occurred  by  way  of  the 
blood  or  through  lymphatic  channels,  but  these  are  fortunately  rare.  The 
distinction  between  acute  and  chronic  otitis  as  causing  brain  abscess  is 
not  considered  important  by  the  author,  as  in  either  form  brain  suppura- 
tion may  be  induced. 

2643 

Case  of  Otitic  Brain  Abscess  in  a  57-year-oId  Diabetic  Woman,  Cured  by 
Operation.  Hammi:rschl.\g,  Wr.  med.  Wchnschr.,  No.  12,  1912. 
Acute  middle-ear  suppuration  in  right  ear;  eight  days  later  symptoms 
of  cerebral  disturbances;  visual  disorders.  At  intervals,  several  times 
an  hour,  the  patient  would  get  a  cramp  which  would  twist  her  head  to 
the  left  for  about  thirty  seconds,  the  eyes  would  be  fixed  to  the  left,' and 
horizontal  nystagmus  to  the  left  would  also  be  present.  Soon  these  at- 
tacks appeared  every  five  minutes  and  were  complicated  by  grasping 
motions  in  the  hands,  flexion  in  the  elbows,  and  left  hemianopsia.  Fun- 
dus of  the  eye  normal.  Two  days  before  operation  she  had  attacks  dur- 
ing which  the  head  was  twisted  toward  the  right,  the  eyeballs  were 
fixed  toward  the  right  in  an  upward  position,  and  the  nystagmus  was 
toward  the  right;  also  complete  cortical  blindness.  Three  months  after 
operation   all    symptoms   had    entirely   disappeared.  Ed. 

2645 

Temporo-sphenoidal  Lobe  Abscess,  Operation  and  Recovery.  Newboi.i> 
JoxEs,  Can.  Prac.  and  Rev.,  Oct.,  1912. 

A  report  of  a  case  where  the  patient,  who  had  been  suffering  for  nearly 
four  weeks  from  an  acute  right  side  mastoiditis,  entered  hospital  un- 
conscious with  a  temperature  of  100°  and  a  pulse  of  60.  There  was  a 
large  perforation  in  the  membrane  but  no  bulging  of  the  posterior  su- 
perior wall.  Anterior  to  the  auricle  above  the  zygoma  was  a  fluctuating 
tumor  one  inch  in  diameter. 

The  mastoid  was  extensively  disorganized,  but  the  sinus  normal.  The 
roof  of  the  antrum  was  removed,  and  four  drachms  of  blood  and  pus  re- 
moved from  within  the  dura.     Recovery  was  uneventful.       Wishart. 

2648 

Present  Status  of  Diagnosis  of  Cerebellar  Tumors  and  Abscesses.  O. 
KuTviRT,  Rev.  f.  Xeuropsychopath.,  1912. 
According  to  his  experience  markedly  accelerated  heart-action,  when 
the  patient  sits  up  (orthostatic  tachycardia),  is  a  prominent  symptom  In 
cases  of  diminished  intra-cranial  pressure.  Both  branches  of  the- eighth 
nerve  should  be  tested.  Otologic  data  is  valuable  and  Kutvlrt  favors  the 
Barany  method   of  examining  the  cerebellum.  Ed. 
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2659 

Intra-cranial  Hemorrhage  in  Acute  Otitis  JVledia  Simulating  an  Incipient 
Meningitis.  H.  Recken,  Ztschr.  f.  Ohrenh.,  p.  4,  Bd.  66,  Heft  1-2,  1912. 
In  the  case  of  a^cliild  with  bilateral,  uncomplicated  acute  otitis  with 
normal  temperature  and  pulse  sudden  unilateral  cramps  and  loss  of  con- 
sciousness; meningitis  suspected.  Lumbar  puncture  findings  pointed  to 
a  trauma  which  the  history  affirmed.  The  symptoms  finally  disappeared 
after  lumbar  puncture;  at  first,  however,  the  cramp  shifted  to  the  oppo- 
site side  and  the  temperature  was  raised.  Ed. 

2665 

Paths  of  Encephalic  Infection  in  Otitis.  Christopher  Taxlok,  Brain, 
Nov.,  1912. 
Dr.  Taylor  after  discussing  in  detail  the  possible  pathways  of  infection 
in  the  different  intracranial  complications  of  otitis,  states  that:  Infec- 
tion through  vascular  channels  appears  to  be  responsible  for  most  cases 
of  lateral  sinus  thrombosis,  while  vascular  infection  is  a  cause  of  extra- 
dural and  brain  abscesses  in  a  large  number  of  cases.  Many  cases  of  ex- 
tra-dural  abscess  are  due  to  disease  of  the  petrous  bone,  especially  its 
posterior  surface  and  tegmen.  Cerebral  and  cerebellar  abscesses  may  be 
due  either  to  direct  contact  of  the  brain  with  diseased  dura  through  a 
perforation  or  indirectly  through  the  blood.  Cerebellar  abscess  is  often 
secondary  to  infective  labyrinthitis,  extension  taking  place  along  the 
nerve  sheath  or  in  the  region  of  the  posterior  semicircular  canals.  Lepto- 
meningitis is  either  secondary  to  a  gross  intracranial  lesion,  labyrinthine 
or  vascular  infection  from  middle  ear  direct.  Infection  of  the  labyrinth 
is  responsible  for  many  cases  of  cerebellar  abscess  and  meningitis  of  otitic 
origin.  T.  H.  Halsted. 

2666 

The  Influence  of  Dura!  Disease  on  Blood-clotting.  Ernst  Urbantschitsch, 
Monatschr.  f.  Ohrenh.,  p.  1097,  Bd.  46,  Heft  9,  1912. 

The  above  article  is  summarized  thus:  We  possess  in  Wright's  blood- 
clotting  method,  the  only  one  which  ascertains  the  minutest  differences  in 
brief  time. 

All  cases  of  pyemia  show  distinct  and  often  greatly  accelerated  blood- 
clotting  tendency.  It  is  impossible  to  determine  from  the  rapidity  of 
clot-formation  whether  a  sinus  thrombosis  is  obturating  or  lateral,  sterile 
or  infected.  Rapid  clotting  'is  not  pathognomic  of  thrombosis,  other 
intra-cranial  complications  (brain  abscess)  act  similarly.  All  cases  of 
sepsis  show  normal  or  retarded  clotting. 

The  determining  of  blood-clotting  in  otology  is  valuable  in  a  differ- 
ential diagnosis  between  pyemia  and  sepis,  and  possibly  enables  us  to  ex- 
clude a  thrombotic  process  in  occult  cases.  Medicamentous  influences  on 
clotting  do  not  change  a  pyemic  process.  Keene  (Steix). 

2672 

Recognition  of  Acute  Otitic  Meningo-encephalitis.     G.  Alexander,  Arch, 
f.  Qhrenh.,  p.  255,  Bd.  89,  Heft  3-4,  1912. 
Seven  cases  of  otogenous  meningitis  are  reported   in   which  recovery 
followed  surgical  treatment  which  consisted  in  the  removal  of  the  tym- 
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panic  mastoid  or  diseased  labyrinth  together  with  exposure  of  the  dura 
mater  of  the  middle  and  posterior  fossae,  and  lumbar  puncture.  The 
last  procedure  is  of  value  both  from  a  diagnostic  as  well  as  from  a  thera- 
peutic viewpoint.  In  all  of  Alexander's  cases,  however,  the  fluid  was 
sterile.  These  cases  show  the  value  of  early  recognition  and  vigorous 
surgical  treatment.  Ed. 

2673 

Some  Remarks  on  Otitic  Purulent  Lepto-meningitis  and  Brain  Abscess 
with  Report  of  a  Case.  A.  Braux,  Am.  Medicine,  p.  46,  Jan.,  1912. 
The  most  common  cause  of  brain  abscess  is  disease  of  the  middle  ear 
especially  chronic  suppuration  with  cholesteatoma  formation.  The  only 
treatment  is  operation,  which  may  be  performed  (1)  through  the  mas- 
toid; (2)  through  the  squama  of  the  temporal  bone;  (3)  by  a  combined 
route  through  the  mastoid  and  squama.  Braun  discusses  the  technic  of 
each  method  but  especially  of  the  third  which  he  considers  the  ideal 
procedure.  The  operation  for  cerebellar  abscess  and  the  diagnosis  and 
the  prognosis  of  the  various  lepto-meningitis  are  also  detailed.  In  the 
case  reported  the  patient  recovered  even  though  operated  in  a  semi- 
moribund  condition.  Ed. 

2678 

Pneumographic  Study  of  Respiratory  Irregularities  in  Meningitis.  L. 
A.  Coxxon  AXD  R.  G.  Stillmax,  Arch,  of  Int.  Med.,  Feb.,  1912. 

In  32  cases  of  tubercular  meningitis  and  in  9  of  11  non-tubercular 
cases  disturbances  in  the  respiratory  rhythm  were  noted.  These  dis- 
turbances often  appear  early;  they  are  either  of  the  Cheyne-Stokes  type 
(in  53  per  cent  of  the  cases)  Blot's  (in  27  per  cent  of  the  patients)  or  of 
an  undulatory  type   (found  at  some  time  In  almost  every  case). 

As  to  the  diagnostic  value  of  these  findings:  The  Cheyne-Stokes  type 
in  children  is  seen  more  frequent  in  meningitis  than  in  any  other  dis- 
ease, but  in  adults  it  has  little  diagnostic  value;  Blot's  breathing  is 
usually  pathognomonic  of  meningitis;  the  undulatory  type  associated 
with  other  diseases. 

The  authors  have  found  no  relationship  between  these  respiratory 
disturbances  and  those  in  the  pulse;  nor  were  these  irregularities  asso- 
ciated with  stupor  or  coma.  Ed. 

2685 

Meningitis;    Nature,  Cause,   Diagnosis  and   Principles  of  Surgical    Relief. 
An  Experimental  and  Critical  Study.       S.  J.  Kopetzsky. 
Original  contribution  to  The  Laryxgoscope,  p.  797,  June,  1912. 

2702 

Epithelial   Grafting   As   Means   of   Effecting   Cure  and    Rapid    Healing   of 
Cavity   Left  by  Complete   Mastoid   Operation.    C.  A.  Ballaitce,  Lan- 
cet, Aug.  17,  1912;  and  Ann.  of  Otol,  p.  598,  Sept.,  1912. 
Ballance  points  out  that  the  advantages  gained  by  grafting  the  mastoid 
cavity  are  as  follows:     (1)     Rapid  healing  of  the  entire  wound,  bone, 
cartilage,  and  soft  parts,  on  ordinary  surgical  principles.     (2)     Immedi- 
ate protection  of  the  raw  bone  surface  by  a  layer  of  living  epithelium, 
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and,  in  consequence,  elimination  of  the  pain  and  discomfort  otherwise  in- 
cidental to  treatment  hy  tamponing  and  of  the  liability  to  reinfection  of 
the  bone.  (3)  Considerable  shortening  of  the  time  during  which  special- 
ly skilled  attendance  is  necessary.  Two  weeks  after  the  grafting  opera- 
tion the  bone  granulations  are  all  covered  by  visible  living  epithelium,, 
and  the  rest  of  the  attendance  may  safely  be  left  to  the  family  doctor. 
(4)  Improvement  in  hearing.  When  the  graft  has  been  cut  very  thin 
and  successfully  applied  healing  takes  place  at  once  under  the  best  con- 
ditions. The  graft,  except  its  inner  layer  of  living  cells,  separates  by 
aseptic  molecular  necrosis.  The  fenestrae  become  covered  by  the  thin- 
nest possible  layer  of  tissue,  and  consequently  the  hearing  is  generally 
very  good,  and  is  certainly  much  better  than  when  granulation  has  long 
been  present  over  the  fenestrae.  The  above  advantages  are  almost  in- 
variably obtained  when  all  bone  disease  has  been  removed  and  the  raw 
bone  surface  has  been  covered  with  a  single  graft,  cut  sufficiently  thin, 
and  accurately  applied.^fJx. 

2703 

Improved  Technic  for  Examining  the  Cerebro-spinal  Fluid.  H.  Bracjx 
AND  HusLER,  Dcut.  mcd.  Wchnschr.,  June  20,  1912. 
The  authors  have  employed  the  SaGhs-A,ltmann  hydrochloric  acid 
method  of  determining  pathologic  conditions  in  the  cerebro-spinal  fluid 
in  41  cases  and  find  the  test  simple  and  reliable.  The  proportions  are 
1  cc.  cerebro-spinal  fluid  to  5  cc.  n/300  Hcl.  Normal  fluid  persists  limpid 
while  the  fluid  becomes  distinctly  turbid  in  cases  of  meningitis  especial- 
ly in  tuberculous  meningitis.  Ed. 

2706 

Results  of  Experimental  Punctures  of  the  Brain.  Desiderius  Dornkr, 
Monatschr.  f.  Ohrenh.,  p.  528,  Bd.  46,  Heft  5,  1912. 

The  author  quotes  Reinking  regarding  the  dangers  of  exploratory  punc- 
tures of  the  brain.  These  are:  (1)  Injury  to  the  ganglion  cells  of  thf. 
cortex;  (2)  Injury  to  the  great  central  ganglia;  (3)  The  danger  of  in- 
juring the  lateral  ventricles;  (4)  Injury  to  the  larger  vessels;  (5)  Spread- 
ing the  infectious  foci,  and  (6)  The  danger  of  producing  a  cerebral  pro- 
lapse. 

Doerner  Instituted  a  series  of  experimental  brain  punctures  in  dogs, 
employing  various  instruments  and  different  solutions.  He  found  that 
the  sniallest  defect  in  cerebral  tissue  occurred  with  the  use  of  a  fine 
needle,  a  larger  one  being  produced  by  a  sharp  pointed  scalpel.  With  a 
blunt  broad  needle  no  hemorrhage  was  produced,  but  along  the  path  of 
the  puncture  there  was  here  and  there  a  degeneration  of  nuclei  of  the 
cells.  The  puncture  with  knife  and  forceps  produced  great  hemorrhage 
and  much  nuclear  degeneration.  Sonnenschetn   (Stein). 

2707 

Control  of  Bleeding  in  Brain  Operations.     J.  A.  Eastman,  Jour,  of  Ophth. 
and  Oto-Laryngol. 
Abstracted  in  The  I.,aryngoscope,  p.  1164,  Oct.,  1912.. 


MASTOID  AND  INTRA-CRANIAL  COMPLICATIONS.  537 

2708 

Treatment  of  Acute   Mastoiditis  and  Severe  Otitis  by  Bier's   Hyperemia. 
EsciiWEU-LR,   ZtsrJir.  f.   Ohrenh.   u.  f.  Krank.   d.  Luftic,   p.   146,  Bd. 
65,  Heft  2,  1912. 
Abstracted  in  The  Laryngoscope,  p.  60,  Jan.,  1913. 

2713 

Surgical  Treatment  of  Meningitis;    Its  Scope  and  Accomplishment.     J.  S. 
Hayxes. 
Original  contribution  to  The  Laryngoscope,  p.  865,  June,  1912. 

2715 

Present  Status  of  Treatment  of  Suppurative  Meningitis.  F.  Henke,  Med. 
Klinik,  Feb.  25,  1912. 
Henke  reports  a  typical  case  of  suppurative  meningitis  with  favorable 
outcome.  The  patient  when  first  seen  presented  nystagmus  and  vertigo 
complicating  a  cholesteatomatous  otitis  which  pointed  to  labyrinthine 
involvement.  Hexamethylenamin  was  given  as  a  prophylactic  measure 
before  the  radical  operation.  Following  the  operation  the  inflammation 
spread  to  the  entire  labyrinth,  deafness  developed,  and  on  the  fourth  day 
intense  headache,  pain  in  sacral  region,  fever,  rigidity  of  neck,  and 
Koernig's  sign.  Four  lumbar  punctures;  fluid  (11-5  ccm.)  contained  pus 
and  diplococci.  The  hexamethylenamin  was  kept  up.  After  expulsion  of 
the  cochlea,  the  patient  entirely  recovered.  Henke  feels  that  treatment 
is  only  effective  if  undertaken  early  and  kept  up  systematically.      En. 

2725 

Pro  and  Con  of  Maintenance  of  Retro-auricular  Opening  After  the  Radi- 
cal Mastoid  Operation.  S.  Oppenheimer,  Med.  Rec,  Nov.  30,  1912. 
Oppenheimer  concludes  that  because  of  the  disfigurement  of  a  large 
opening  behind  the  auricle  it  should  be  closed  as  soon  as  is  consistent 
with  the  cessation  of  pathological  changes  within  the  osseous  cavity. 
Heaping  up  of  epithelial  masses  must  be  guarded  against.  One  must  be 
certain  that  slight  exfoliations  that  may  appear  can  be  as  readily  re- 
moved through  the  enlarged  meatus  as  from  the  post-auricular  opening. 

Ed. 

2726 

After-treatment  of  the  Radical  Mastoid  Operation  with  Special  Reference 
to  the  Subject  of  Packing.    W.  C.  Phillips. 
Original  contribution  to  The  Laryngoscope,  p.  234,  March,  1912. 

2730 

Serum  and  Vaccine  Therapy  in  the  Treatment  of  Intra-cranial  Complica- 
tions of  Middle-ear  Suppuration.     A.  L.  Turner,  Jour,  of  Laryngol, 
p.  297,  June,  1912. 
Of  the  five  cases  treated  with  anti-streptococcic  serum  subsequent  to 
operation   three   recovered   and   two  died.    Four  were   cases  of   chronic 
middle-ear  suppuration,  one  associated  with  labyrinth  disease;   the  fifth 
was  a  case  of  acute  otitis  media  with  labyrinth  symptoms.    The  Intra- 
cranial    complications    were    acute    lepto-meningitls    (3    cases),    sigmoid 
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sinus  thrombosis   (1  case),  and  serous  meningitis   (1  case).     Two  of  the 
cases  of  lepto-meningitis  and  the  case  of  serous  meningitis  recovered. 

Autogenous  vaccines  were  used  in  four  cases  of  sigmoid  sinus  thrombo- 
sis, two  of  which  were  associated  with  meningitis.  Three  recovered, 
one  died.  Ed. 

2737 

New  Mastoid  Chisels.    F.  Allpokt,  Jour.  A.  M.  A.,  p.  2066,  Dec.  7,  1912. 

This  set  consists  of  six  different  sizes  of  chisels  concave-convex,  bevel- 
sharpened  on  the  front,  very  gently  rounded  on  the  back  and  slightly 
rounded  on  the  edge  with  corners  turned  forward.  Ed. 

2738 

New  Instrument  for  Removing  Foreign  Body  from  the  Ear.  O.   Beck, 

MonatscUr.  /.  Ohrenh.,  p.  229,  Bd.  46,  Heft  2,  1912. 
The  instrument  is  attached  to  a  curved  handle  and  has  three  prongs 
which  engage  the  foreign  body  in  such  a  way  that  no  injury  can  be  done 
to  the  ear.  Ed. 

2740 

Tinnitus    and    Deafness;    A    New    Instrument    for    Their    Relief.     T.  R 
Chambers. 
Original  contribution  to  The  Laryngoscope,  p.  1137,  Sept.,  1912. 

2741 

Improvised    Noise-producer  for   Determining    Unilateral    Deafness.     E.   P. 

Fowler,  Jour.  A.  M.  A.,  p.  410,  Feb.  10,  1912. 

Fowler  uses  a  piece  of  ordinary  rubber  tubing  or  an  otologic  auscultation 
tube,  or  a  stethoscope,  one  ear-piece  being  stopped  up  if  it  is  a  double 
instrument.  One  end  of  the  device  should  be  inserted  into  the  patient's 
ear,  using  care  to  prevent  any  occlusion  of  the  lumen  of  the  tube  or  ear. 
The  other  end  should  be  held  a  few  inches  below  and  in  front  of  the 
operator's  mouth,  and  a  fine  column  of  air  may  be  blown  through  the 
lips  into  and  across  the  extremity  of  the  apparatus  thus  adjusted.  If  a 
stethoscope  is  used,  blow  into  its  bell.  The  blowing  will  produce  a  loud 
confused,  roaring  sensation  in  the  hearing  ear  and  will  prevent  this  ear 
from  detecting  any  other  sounds.  If,  while  this  is  operating,  a  third  per- 
son talks  or  shouts  into  the  ear  under  examination,  the  patient  will 
hear  the  shouting  only  if  the  deaf  ear  possesses  some  power  of  sound  per- 
ception. This  simple  device  will  cut  off  all  perception  of  sound  by  air  or 
by  bone  conduction.  This  may  be  proved  by  using  a  double  stethoscope 
in  normal  ears  and  blowing  into  the  bell." 

The  patient  must  be  cautioned  against  mistaking  vibrations  from  the 
lower  tuning-forks  for  sound  sensation.  Ed. 

2743 

New  Mastoid  Retractor.    P.  Hammond,  Med.  and  Surg.  Jour.,  p.  967,  June 

27,  1912. 
Dr.  Phillip  Hammond  presents  a  new  retractor  which  has  proved  use- 
ful in  holding  back  the  tissues  during  a  radical  mastoid  operation.     It 
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also  affords  a  means  of  keeping  at  a  constant  tension,  the  tape  he  uses  to 
keep  the  soft  parts  of  the  canal  out  of  the  operative  field.  An  accom- 
panying cut  shows  its  mechanism.  Bebry  (Moshee). 

2748 

Eustachian  Bougies  of  Fuse  Wire.       J.  S.  Weaver,  Jour,  of  Ophth.  and 
Oto-Laryngol.,  p.  269,  Aug.,  1912. 
Abstracted  in  The  Laryngoscope,  p.  1202,  Oct.,  1912. 

2749 

The  Salpingian  Curette.     S.  Yankauer. 
Original  contribution  to  The  Laryngoscope,  p.  762,  May.,  1912. 

2751 

New  Instruments.  L.  M.  Freedman,  Boston  Med.  and  Surg.  Jour.,  p.  928, 
June  13,  1912. 
Freedman  presents  two  new  instruments,  one  a  combined  tonsil  scalpel 
and  dissector,  and  the  other  a  splint  for  holding  the  flaps  together  fol- 
lowing a  submucous  resection  of  the  septum.  This  instrument  consists 
of  two  pieces  of  ivory,  parallel  to  each  other,  to  go  in  each  naris,  with  a 
connecting  spring  to  exert  the  necessary  slight  pressure  on  each  side  of 
the  septum.  Berry  (Mosher). 

2753 

Paraffino-styie    and    Paraffino-style    Trocar   for   Ozena   and    for   the    Cor- 
rection of  Nasal  Deformities.     Robert  Leroux,  Rev.  hebd.  de  Laryn- 
got,  Oct.  26,  1912, 
The  paraffin  is  introduced  in  tubes  and  is  forced  through  the  lateral 
fenestrae.    The  trocar  for  ozena  Is  small  but  there  are  two  larger  sizes 
for  the  correction  of  nasal  deformities.  S'cheppegrell. 

2757 

Small  Instrument  to  Correct  Faulty  Nasal  Breathing.      PnxK,  Deut.  med. 
Wchnschr.,  No.  4,  1912. 
This  bendable  round  tube  is  inserted  into  the  nose  through  the  inferior 
meatus  and  pushed  to  the  choana.    The  wing-shape  attachments  at  its 
end  rest  against  the  septum  and  spread  the  ala  nasi.  Ed. 

2764 

Tonsillectomy  with  a  Single  Instrument,  the  Tonsillectome.  J.  C.  Beck, 
Jour.  A.  M.  A.,  p.  240,  Jan.  27,  1912. 

This  tonsillectome  is  a  Pierce-Miller  snare  modified  by  having  a  small, 
heavy  fenestrum  at  the  end  through  which  the  tonsil  is  pushed  and 
everted.  The  wire  loop  is  hidden  in  the  slit  of  the  fenestrum  and  is  con- 
tained as  a  twisted  stylet  through  the  cannula.  The  technic  followed, 
similar  to  that  of  Dr.  Sluder,  is  described  in  detail.  Hemorrhage  Is 
usually  not  present.  Total  anesthesia  has  been  found  necessary  since 
more  complete  relaxation  is  required. 

In  the  same  article  Beck  describes  two  other  Instruments  which  he 
employs,  a  mouth-gag  so  constructed  that  it  will  be  out  of  way  of  oper- 
ator, and  a  tonsil  clamping  hemostat.  Ed. 
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2772 

"Split"   Mask  for  the  Administration   of  Anesthetics   During   Operations^ 
Within  the  Mouth.     S.  Iglauer. 
Original  contribution  to  The  Laryngoscope,  p.  1232,  Oct.,  1912. 

2774 

Improved    Tonsil    Tenacula    Constructed    on    the    Principle    of   a    Double 
Tined   Cork-screw.    J.  D.  Lewis. 
Original  contribution  to  The  Laryngoscope,  p.  1311,  Nov.,  1912. 

2784 

Cleft  Palate  Needle  Holder.  G.  M.  Todd,  Jour.  A.  M.  A.,  p.  2127,  Dec.  14, 
1912. 
The  hand  portion  of  this  needle-holder  is  constructed  at  an  obtuse 
angle  so  that  none  of  the  field  of  operation  is  obstructed,  the  palate  is 
plainly  in  sight  at  all  times  and  the  sutures  readily  placed.  One  blade 
has  a  notch  into  which  the  other  blade  passes  when  the  holder  is  closed; 
this  insures  firmness.  The  needle-bite  is  small;  there  is  a  catch  on  the 
finger-holds  to  fasten  the  needle  securely  in  its  bits.  Ed. 

2796 

An  Apparatus  for  Intra-tracheal  Insufflation.  Henry  H.  Janeway,  Ann. 
0/  Surg.,  Aug.,  1912. 
The  apparatus  is  the  result  of  previous  work  of  Drs.  Nathan  Green  and 
Janeway  in  experimental  intra-thoracic  surgery,  and  furnishes  to  the 
patient  a  continuous  current  of  warmed,  moistened  and  filtered  air, 
mixed  with  any  desired  amount  of  ether  vapor,  and  interrupted  at  regu- 
lar intervals,  in  order  to  allow  at  such  intervals  of  partial  collapse  of 
the  lungs.  The  apparatus,  a  portable  one,  measures  18x8  inches  and  can 
be  run  by  either  the  alternating  or  the  direct  current.  Its  construction 
can  only  be  studied  from  the  photos  or  from  the  apparatus  itself. 

Edgar    (  Goldstein  ) . 

2798 

Improved  Esophagoscope.  W.  Lerche,  Jo-ur.  A.  M.  A.,  p.  619,  March  2, 
1912. 
The  light  is  at  the  distal  end.  There  are  two  grooves,  one  to  hold  the 
lamp  and  the  other  the  suction  pump.  The  tube  is  mobile;  In  adults 
esophagoscopy  is  performed  under  local  anesthesia  in  the  sitting  position; 
in  children  under  general  anesthesia  in  recumbent  position  or  lying  on 
the  right  side.  Ed. 

2806 

Exanvi nation  of  the  Larynx  and  Fauces  of  Infants.  Schmuckert,  Muench. 
med.  Wchnschr.,  Feb.  6,  1912. 
This  child's   pharyngoscope   is  made   after  the   model   of  the   regular 
pharyngoscope  but  reduced  to  meet  the  proportions     of     the     infant's 
pharynx.    Examination  is  thus  greatly  facilitated.  Ed. 
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2807 

Wew  Safety-device  for   Bronchoscopy.    S.   Yankauek,   Arch.  f.  Laryngoh, 
p.  710,  Bd.  26,  Heft  3,  1912. 
The  purpose  of  Yankauer's  addition  to  the  Bruenings  instrument  is  to 
protect  the  operator  from  having  the  patient  breathe  or  cough  in  his 
face  during  direct  laryngoscopy  or  bronchoscopy.  Ed. 

2810 

New   Instruments.    A.  Braux. 
Original  contribution  to  The  Laryngoscope,  p.  128,  Feb.,  1912. 

2822 

Instantaneous  Sterilization  of  Small  Instruments.  Tretrop.  Presse  Med., 
Sept.  4,  1912. 
Tretrop  found  that  upon  bacteriological  research  a  boiling  mixture  of 
.opodeldoc  with  an  equal  quantity  of  water,  sterilized  almost  instantly  the 
small  instruments  used  by  laryngoiogists  and  specialists  along  similar 
lines,  without  attacking  the  edge.  Staphylococci,  streptococci,  pneumo- 
cocci,  and  bacilli  pyocyaneus  et  coii  are  unable  to  resist  the  solution. 
Opodeldoc,  we  need  scarcely  say,  is  the  linimentum  saponatocamphoratum 
of  the  National  Formulary. — Ex. 

2830 

Trifacial    Reflexes   with    Special    Reference   to    Disease    of  the    Eye,  Ear, 

Nose  and  Throat.     Albert  H.  Andrews,  Jour.  Ophth.  and  Oto-Laryn- 

gol.,  p.  294,  Sept.,  1912. 

The    list  of   pathological   and   other   reflex   manifestations   supposedly 

■emanating  from  irritation  of  the  trifacial  nerve  is  legion.    The  anatomy 

.and   physiology    is   touched    upon   as   introductory   to   the   clinical   side. 

Here  a  series  of  thirteen  cases  are  reported  reciting  various  symptoms 

-which  in  conjunction  with  certain  findings  and  treatment  constitute,  in 

.the  author's  opinion,  evidence  of  reflex  disturbances.  Stein. 

2832 

Fatalities  Following  Anaphylaxis.  W.  Asam,  Muench.  med.  Wchnschr., 
No.  15,  1912. 

Case  1:  The  wife  of  the  author  received  two  doses  of  antitoxin  at  an 
interval  of  a  year  for  diphtheria  without  any  unfavorable  reaction  fol- 
lowing the  second  injection.  Almost  eleven  years  later  she  again  con- 
tracted diphtheria  and  was  given  the  serum  with  very  alarming  anaphy- 
lactic reaction. 

Case  2:  The  son  of  the  author  had  diphtheria  three  times.  Twice  he 
was  given  antitoxin  without  anaphylactic  symptoms.  Because  of  the 
serious  result  in  case  1,  the  author  injected  the  serum  during  the  third 
attack,  per  os.  ^"• 

2841 

Presentation  of  Cases  of  Plastic  Surgery.      J.  C.  Beck. 

Original  contribution  to  The  Laryngoscope,  p.  97,  July,  1912. 
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2857 

Case    of    Spontaneous    Cure    of    Malignant    Tumor    of    the     Larynx.     J. 

Broeckaert,  Presse  Oto-Laryngol.  Beige,  p.  8,  Jaii.,  1912,  and  Ztschr. 
1.  Laryngoh,  p.  51,  Bd.  5,  Heft  1,  1912. 
This  case  was  reported  a  year  ago.     Now  there  has  been  a  recurrence 
of  the  tumor  (cylindroma)  on  the  base  of  the  tongue  and  left  A'ocal  cord 
which  will  necessitate  radical  operation.  Ed. 

2S62 

Malignant    Diseases    of   the    Upper  Air  Passage,  With  Notes  Upon  Two 
Cases  of  Epithelioma.     J.  Peice-Browit,  Can.  Prac.  and  Review,  Dec, 
1912. 
The  author  urges  that  the  views  of  Voltolini  with  regard  to  the  treat- 
ment of  fibroma  are  from  his  personal  experience  equally  applicable  to 
sarcoma  and  to  a  limited  extent  to  epithelioma  also,  and  that  of  all  meth- 
ods electrical  treatment  is  the  best.    The  fibroma  and  sarcoma  of  the  naso- 
pharynx grow  alike,  have  a  like  .origin  in  the  soft  tissues  of  the  vault, 
and  the  injury  to  the  bony  structures  is  more  frequently  that  of  pressure 
absorption  than  of  malignancy   within   the  bone   itself,  the  antrum,  of 
course,  excepted.     The  author  states  tja.at  he  has  advocated  these  views 
for  twenty  years,  and  proceeds  to  detail  the  history  of  ten  cases,  with  six 
or  possibly  seven  cures,  the  oldest  of  19  years,  and  of  ten  years'  standing. 

WiSHART. 

2865 

Ear,  Nose  and  Throat  in  Affections  of  Metabolism.  G.   Bruehl,   Deut. 

med.  Wchnschr.,  April  11-18,  1912. 
Bruehl  discusses  the  relation  of  the  ear,  nose  and  throat  to  gout, 
obesity,  myxedema  and  diabetes.  Cretins  with  goiter  are  sometimes  deaf- 
mutes.  In  cases  of  goiter  with  nerve  deafness  the  hearing  greatly  im- 
proves under  treatment  for  the  thyroid  condition,  the  benefit  is  due,  very 
likely,  to  the  subsidence  of  the  myxedematous  tissue  in  the  air  passages 
and  of  toxic  influences  injuring  the  auditory  nerve.  In  two  cases  record- 
ed the  first  sign  of  a  diabetes  was  a  furuncle  in  the  ear.  In  three  of 
Bruehl's  cases  of  severe  diabetes  the  otitis  led  to  rapid  involvement  of 
the  mastoid  process.  In  the  presence  of  a  diabetic  condition  operation 
should  only  be  undertaken  when  the  indication  is  vital..  Bruehl  urges  a 
systematic  general  examination  in  all  cases  of  nerve-deafness. 

2884 

Contribution    to   the    Pathology   and    Clinical    Diagnosis   of   Status    Lym- 
phaticus.    G.  H.  Cocks. 
Original  contribution  to  The  Laryngoscope,  p.  997,  Aug.,  1912. 

2886 

Relation   of   Diabetic   Errors  to   Disturbances   of  the   Upper    Respiratory 
Tract.     E.  W.  Collins. 
Original  contribution  to  The  Laryngoscope,  p.  1382,  Dec,  1912. 
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2891 

Tic  Douloreux  of  the  Face  and  the  Treatment  with  Neurolytic  Injections. 
J.  Cbespin,  Jour.  Med.  Franc,  p.  49,  March,  1912. 
The  neurolytic  solution  (glycerin,  carbolic  acid,  alcohol,  etc.)  was  in- 
jected according  to  Sicard's  technic.  Just  after  operation,  analgesia; 
edema  the  next  day  which  lasted  for  two  days.  Relief  for  eight  months 
when  another  injection  of  li,o  ccm.  of  a  solution  of  alcohol,  menthol  and 
novocain  was  administered.  Ed 

2892 

status  Lymphaticus.  F.  S.  Cbossfield,  Boston  Med.  and  Surg.  Jour., 
Jan.  18.  1912. 
Child  of  2^  years  entered  hospital  for  removal  of  adenoids  and  tonsils. 
Only  a  small  quantity  of  ether  was  used  by  the  drop  method;  hemorrhage 
slight.  The  child  was  apparently  in  good  condition  when  it  left  the 
operating  table.  Three  minutes  later  respiration  suddenly  ceased  and  all 
attempts  at  resuscitation  proved  fruitless.  Autopsy  revesled  hyper- 
plasia of  the  lymphatic  system.  Ed. 

2900 

Hastening  of  Wound-healing  by  Means  of  Skin  Grafting  and  the  Use  of 
Certain  Organic  Coloring  Matters.  J.  S.  Davis,  Boston  Med.  and 
Surg.  Jour..  June  6-13,  1912. 

Davis,  of  Johns  Hopkins,  treats  "skin-grafting"  from  a  general  sur- 
gical standpoint,  but  the  specialist  finds  many  interesting  and  helpful 
points  in  the  discussion.  A  few  of  his  axioms  may  be  here  enumerated. 
The  surface  upon  which  to  graft  should  if  possible  have  a  good  blood 
supply.  Grafts  may  be  successfully  placed  upon  periosteum,  cortical 
bone,  and  even  dura  mater,  but  it  is  better  to  first  let  some  healthy  flat 
granulation-tissue  spring  up.  If  the  blood-supply  is  good,  grafts  may  be  ' 
placed  upon  fresh  wounds,  on  granulations  freshened  by  curetting  or 
rubbing,  on  undisturbed  healthy  granulations.  The  author  prefers  the 
last  as  giving  the  best  results.  This  is  accounted  for  by  the  fact  that  a 
curettement  must  be  followed  by  a  re-establishment  of  a  capillary  clt^ 
culation  in  the  granulations  before  healing  can  begin.  If  the  granula- 
tions are  left  undisturbed,  capillary  vascular  loops  are  already  present 
to  enter  the  graft.  A  further  advantage  of  this  method  is  the  absence 
of  pain  and  the  dryness  of  the  field. 

His  list  of  drugs  for  stimulating  granulations  is  comprehensive:  Tinc- 
ture of  idoin;  nitrate  of  silver;  balsam  of  Peru  pure,  or  with  three  parts 
castor  oil;  liq.  sodae  chlorinatae  and  water,  1.8;  chloral  hydrate  solu- 
tion, 2  gr.  to  the  ounce  of  water;  saturated  aqueous  solution  of  picric 
acid;  modified  styrax  ointment;  poly-antiseptic  ointment  of  Reclus;  puro 
carbolic;   glycerin  dressings;   also  strapping  with  zinc  oxid  plaster. 

The  skin  for  furnishing  the  graft  may  be  prepared  by  scrubbing  with 
soap  and  water,  then  sterile  water,  ether  and  alcohol,  and  finally  normal 
salt  solution.  Or  the  iodln  technic  has  proved  applicable  in  all  types 
of  grafting  cases,  and  offers  the  advantage  of  obtaining  a  perfectly  dry 
graft. 

As  to  the  different  methods  of  obtaining  grafts,  the  writer  uses  the 
Thiersch  method  most  frequently.     The  Reverdln  "pin  method"  is  good 
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for  the  planting  on  small  areas;  5  mm.  between  the  islands  gives  the 
best  results.  General  anesthesia  is  not  necessary  for  this.  If  many  "pin 
grafts"  are  needed,  a  local  injection  of  1  per  cent  quinine  and  urea  solu- 
tion, or  1/2  per  cent  novocain  will  prevent  pain  and  not  injure  the  grafts. 
For  the  face,  hands,  or  exposed  joint  surfaces,  a  graft  including  the 
whole  skin,  down  to  the  fat,  has  proved  better.  This  may  be  obtained 
by  a  flap  from  neighboring  or  distant  tissues,  or  may  be  removed  en 
masse.  It  does  better  if  small  button-holes  are  made  in  it  at  intervals 
for  the  escape  of  accumulated  secretion,  and  numerous  superficially  plac- 
ed fine  silk  sutures  further  help  a  good  approximation.  At  first  these 
grafts  project  above  the  skin;  but  they  soon  assume  the  level  of  the  sur- 
rounding tissues. 

In  the  author's  hands  the  taking  of  skin  from  animals  has  given  dis- 
appointing results.  He  says  that  the  most  uniformly  successful  re- 
ports seem  to  follow  the  use  of  skin  from  a  young  pig. 

His  remarks  concerning  the  vitality  of  grafts  are  particularly  perti- 
nent to  the  operator  who  may  not  wish  to  apply  the  skin-graft  immedi- 
ately, at  the  tijne  of  a  radical  mastoid  operation.  He  says:  "It  is  not 
necessary  to  apply  grafts  immediately  after  cutting,  and  grafts  which  are 
kept  moist  and  cold  can  be  transplanted  after  a  number  of  days  or  weeks 
with  as  gpod  results  as  when  just  cut.  This  is  very  important,  as  grafts 
can  be  cut  at  the  time  of  operation  when  the  patient  is  under  a  general 
anesthetic,  and  applied  later,  if  conditions  for  immediate  grafting  are  not 
satisfactory." 

Grafts  or  all  kinds  may  be  placed  on  fresh  wounds  or  on  healthy 
granulating  surfaces.  The  part  must  be  kept  immobilized.  The  larger 
the  graft  the  better,  as  there  is  less  resulting  scarring,  but  all  grafts 
over  3  cm.  in  diameter  should  be  button-holed  to  permit  the  escape  of 
-  secretions.  Mild  infections  of  the  wound  do  not  seem  to  delay  the  heal- 
ing. A  molded  wire  frame  to  relieve  pressure  on  the  wound  and  permit 
the  access  of  air,  helps  conditions.  Careful  massage  of  the  skin  about 
the  grafted  area  after  the  grafts  are  firmly  healed,  will  help  the  ulti- 
mate result.  Within  a  few  weeks  sensation  will  have  begun  to  enter  the 
transplanted  skin  from  the  margins. 

The  author  then  turns  to  a  discussion  of  the  use  of  chemical  dye-stuffs 
to  encourage  epidermatization,  particularly  that  of  scarlet-red  and  amido- 
azotoluol.  After  taking  up  the  chemistry  and  the  history  of  the  use  of 
these  and  allied  forms,  he  goes  into  a  discussion  of  their  application. 
The  reaction  is  best  when  the  wound  shows  a  clean  granulating  surface, 
but  the  writer  finds  the  scarlet  red  and  amido-azotlouol  useful  in  un- 
clean suppurating  wounds  too.  As  it  is  not  antiseptic,  it  is  best  put  up 
in  balsam  of  Peru  ointment,  blue  ointment,  iodoform  ointment,  etc.  The 
ordinary  use  is  with  a  lanolin  or  vaseline  base,  in  an  8  per  cent  strength, 
alternating  every  twenty-four  to  forty-eight  hours  with  some  bland  oint- 
ment. It  may  be  used  on  partial  skin  grafts  after  forty-eight  hours.  The 
surrounding  skin  may  well  be  covered  with  some  bland  ointment.  These 
dye-stufl:s  have  many  earnest  adherents  and  their  use  has  been  success- 
ful in  many  conditions  in  addition  to  skin  defects,  such  as  ulcers  of  the 
mucous  membranes  of  the  mouth,  nose,  vagina  and  cervix,  and  even  in 
corneal  defects  and  perforated  tympanic  membranes.     In  the  eye,  white 
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vaselin  makes  the  best  base.  Scarlet  red  and  amido-azotluol  gfeuze  is 
made  by  immersing  the  gauze  in  an  8  per  cent  alcoholic  solution  and 
then  letting  it  dry  out.  A  useful  mixture  and  one  that  can  be  applied 
with  a  brush  is  castor  oil  containing  10  per  cent  alcohol  whicn  will  take 
up  4  per  cent  of  scarlet  red  and  8  per  cent  of  amido-azotlouol.  Both 
powders  may  be  mixed  with  boric,  bismuth  or  any  other  dusting  powder 
and  used  for  insufflation  in  the  nose  and  for  the  healing  of  small  wounds, 
the  healing  proceeding  rapidly  under  the  scab  thus  formed.  Both  oint- 
ments may  be  sterilized  without  impairing  the  stimulating  power  of  the 
preparations. 

In  the  author's  experience  the  amido-azotoluol  has  been  very  slightly 
more  active  than  the  scarlet  red.  This  he  was  able  to  demonstrate  on 
an  individual  having  two  similar  wounds  at  the  same  time.  It  is  safe 
for  use  in  either  old  or  young,  and  seems  to  act  equally  well  on  patients 
of  whatever  extreme  of  age.  Only  one  case  is  reported  where  there  was 
fmy  general  toxic  effect  from  the  use  of  this  drug.  Locally,  the  scarlet 
red  seems  to  be  slightly  irritating  while  the  writer  has  observed  no  such 
sign  in  the  other.  Excessive  secretions  are  likely  to  follow  the  early  use 
of  the  drug,  but  the  wound  soon  dries  out.  Excessive  skin  formation  may 
follow  these  applications  but  this  soon  goes  down,  and  in  no  case  has 
there  ever  been  found  any  tendency  to  malignancy.  In  the  minds  of 
some  enthusiasts,  the  use  of  these  dye-stuffs  should  supplant  that  of  skin- 
grafting.  The  author  does  not  take  quite  so  radical  a  position  but  feels 
that  they  should  play  a  very  important  part  in  the  treatment  of  these 
sluggish  wounds,  where  the  stimulation  gained  by  the  application  of  this 
drug  has  so  frequently  in  the  experience  of  many,  led  to  a  rapid  healing 
and  to  such  a  considerable  shortening  of  the  time  the  patient  is  obliged 
to  remain  in  the  hospital.  Berry    (Mosher). 

2909 

Etiology  and  Pathology  of  Whooping-cough.  E.  Doebelj,  Corresp.-'Bl.  f. 
Schweizer  Aerzte,  p.  113,  Feb.  1,  1912. 
Doebeli  puts  forward  in  this  article  some  wild  and  illogical  theories 
about  whooping  cough.  In  one  place  he  states  that  a  child  may  develop 
whooping  cough  without  having  been  in  contact  with  a  child  thus  in- 
fected and  later  he  rema^rks  that  paroxysms  are  psychical— that  in  order 
to  develop  whooping  cough  a  child  must  have  heard  or  seen  paroxysms 
in  another.  The  paroxysms  appear  when  the  child  is  nervous;  their 
severity  Is  proportional  to  the  degree  of  excitability.  The  infection  is 
due  to  the  catarrh  which  invariably  accompanies  pertussis.  Ed. 

2915 

Use  of  Hexamethylenamin  in  Affections  of  the  Upper  Respiratory  Tract. 
A.  A.  Eisenbekg,  Jour.  A.  M.  A.,  p.  2032,  June  29,  1912. 
Eisenberg  has  used  hexamethylenamin  in  12  cases  of  acute  rhinitis, 
22  of  acute  bronchitis.  8  of  influenza  and  1  of  chronic  frontal  sinusitis. 
In  8  of  the  rhinitis  cases  seen  before  the  discharge  was  established,  6 
developed  a  slight  discharge  the  next  day,  and  in  all  the  discharge  en- 
tirely disappeared  in  three  or  four  days.  In  the  other  disturbance,  too, 
complete  recovery  occurred  In  five  or  seven  days.     Eisenberg  concludes: 
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1.  "Hexamethylenamin  is  a  valuable  remedy  in  the  treatment  of  the 
inflammatory  conditions  of  the  upper  respiratory  tract.  2.  It  must  be 
given  in  doses  large  enough  to  secure  its  full  physiologic  effects.  3.  N<5 
untoward  symptoms  were  observed  while  given  in  fairly  large  doses,  up 
to  30  grains  daily.  4.  It  seems  to  prevent  possible  complications  of  acute 
rhinitis,  such  as  bronchitis  and  sinusitis."  Ed. 

2928 

Local  Anesthetics  in  tlie  Upiper  Respiratory  Tract  Including  the  Adrenalin 
Preparations.     J.  W..  Fkeudenthal,  Med.  Rec,  p.  105,  July  20,  1912. 
Abstracted  in  The  Laryngoscope,  p.  133,  Feb.,  1913. 

2941 

Spirochetes  in  Upper  Air  Passages  and  Gastro-intestinal  Tract.  Gerber, 
Virchows  Arch.  Jan.,  1912. 
According  to  Gerber  there  are  a  series  of  ulcero-membranous  affec- 
tions of  the  bucco-pharyngeal  cavity  due  to  the  presence  of  the  spirochete 
and  fusiform  bacillus.  These  affections  react  to  salvarsan.  This  data  is 
important  because  of  the  diagnostic  errors  which  arise  in  confusing  with 
the  spirochete  pallida.  •  Ed. 

2945 

The  After-treatment  of  Nose,  Throat  and  Ear  Operations.  Perry    G. 

Goldsmith,  Can.  Jour,  of  Med.  and  Surg.,  March,  1912, 

The  paper  deals  with   post-operative   measures   which  the  writer   has  ' 
found  from  his  own   practice   "conduced   to   a   more   satisfactory   result 
from  a  surgical  standpoint,  and  a  more  comfortable  convalescence  on  the 
patient's  part." 

In  vestibule  operations  the  field  of  operation  may  be  cleaned  so  thor- 
oughly as  to  allow  of  a  dressing  of  acentanilide  and  flexible  collodion; 
nasal  packing  is  abandoned  in  favor  of  Bernay's  splints  wrapped  in  oil 
silk  of  carjgile  membrane,  and  the  splint  is  swollen  out  immediately  by 
dropping  a  solution  of  bicloride  into  the  nose.  The  removal  of  the  splint 
is  followed  by  an  injection  of  bismuth  paste,  without  previous  cleansing 
of  the  passages.  A  perforation  of  the  uncut  flap  is  reinforced  by  a  bit 
of  the  cartilage  removed. 

After  using  the  galvano-cautery  a  mixture  of  carbolic  acid  and  tincture 
iodid  is  applied  to  the  seared  line. 

In  operations  upon  the  middle  turbinal  and  ethmoid  no  packing  is  used 
but  the  space  filled  instead  with  bismuth  paste,  supported  on  a  small 
piece  of  cotton  wool  and  all  interferences  with  the  parts  avoided  for  at 
least  ten  days. 

In  tonsil  enucleations  gentle  massage  of  the  cavity  with  argyrol  con- 
duces to  healing  and  less  cicatrization. 

The  writer  is  more  inclined  of  late  to  favor  little  or  no  packing  in  his 
radical  mastoid  cases,  and  if  any  be  required  prefers  Mosher's  inflated 
rubber  bag  packing.  •  Wishart. 
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2949 

Teaching  of  Otology  and  Laryngology  in  Denmark.         T.   Hald,  Jour,  of 

Laryngo].  Rhinol.  and  Otoh,  p.  74,  Feb.,  1912. 
Hald  says  that  though  oto-laryngology  is  still  struggling  for  full  recog- 
nition from  the  universities,  much  progress  has  been  made.  The  in- 
structor in  oto-laryngology  has  not  yet,  however,  been  appointed  to  a 
full  professionship,  but  has  been  nominated  "titular"  professor.  A  table 
of  the  oto-laryngological  clinics  in  Denmark  is  appended.  Ed. 

2950 

status  Lymphaticus.     A.  U.  Hall,  St.  Paul  Med.  Jour.,  April,  1912. 

Hall  warns  the  surgeon  against  patients  with  hypertrophy  of  the 
thymus  and  of  other  lymphatic  tissues.  These  patients  have  little  resist- 
ance to  disease,  cannot  often  withstand  operation,  and  usually  die  sud- 
denly. Hall  points  out  some  of  the  accompanying  symptoms  of  status 
lymphaticus  as  aids  in  its  diagnosis.  Ed. 

2965 

Treatment  of  Simple  Catarrh  of  the  Respiratory  Passages  with  Bacterial 
Vaccines.    A.  P.  Hitchins,  Med.  Rec,  p.  317,  Feb.  17,  1912. 
Abstracted  in  The  Laryngoscope,  p.  764,  May,  1912. 

2972 

Case  of  Scleroma.     S.  Iglaueb. 

Original  contribution  to  The  Labyngoscope,  p.  1012,  Aug.,  1912. 

2982 

Enlargement  of  the  Thymus;   A  Remarkable  Case.   A.  M.  Kennedy,  Glas- 
gow Med.  Jour,  p.  31,  Jan.,  1912. 
Abstracted  in  The  Labyngoscope,  p.  1123,  Sept.,  1912. 

2987 

Primary  Sources  of  Tuberculous  Infection;  Their  Relation  to  Eugenics, 
and  the  Cost  of  Tuberculosis.  S.  A.  Knopf,  N.  Y.  Med.  Jour.,  p.  1349, 
June  29,  1912. 

From  statistics  gathered  Knopf  estimates  that  New  York  City  spends 
about  $2,000,000  annually  for  the  care  of  the  tuberculous.  Much  of  this 
is  in  vain,  since  when  the  patients  return  to  their  former  environment 
relapses  occur.  There  are  from  45,000  to  60,000  tuberculous  patients  in 
New  York  City;  the  death-rate  per  annum  is  10,258.  These  figures  are 
proportionately  true  throughout  the  United  States. 

The  author  gives  the  results  of  an  examination  of  the  blood  of  six 
tubercular  women  and  shows  why  their  children  lack  physical  vigor. 
Unless  such  enfeebled  children  are  placed  in  favorable  environments 
they  are  also  doomed.  It  is  most  frequently  the  younger  children  of 
large  families,  who  are  tubercular.  This  is  explained  by  the  age  of  the 
father,  the  weakened  condition  of  the  mother  and  al?o  perhai>8  by  the 
fact  that  as  the  size  of  the  family  increases  their  poverty  Increases  also. 
Chronic  alcoholism  is  one  of  the  most  important  factors  in  an  acquired 
predisposition  to  tuberculosis.  French  statistics  show  that  25  per  cent 
of  non-tuberculous  parents  of  tuberculous  children  admitted  to  the  sana- 
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xoria  were  alcoholics.  Knopf  renumerates  the  various  well-known  sources 
■of  infection  in  adult  life,  poverty,  unhealthy  environment,  kissing,  use 
of  infected  cups,  etc.  The  tuberculous  should  be  prevented  from  marry- 
ing; once  married  they  should  not  have  children  as  long  as  they  are 
afflicted.  Ed. 

2994 

Vaccines  in  Treatment  of  Pertussis.     M.  Ladd,  Arch,  of  Fed.,  Aug.,  1912. 

Pertussis  vaccine  was  used  in  nine  cases  in  about  the  third  week  of 
the  disease;  they  recovered  in  about  the  fiftb  week  of  treatment.  No 
•other  therapy  was  employed.  After  three  injections  the  severity  and 
number  of  the  paroxysms  decreased  considerably.  The  proper  quantity 
lor  individual  cases  is  fully  discussed.  Ed. 

2996 

Vaccines  and  the  Common  Cold.        Laidlaw,  Public  Health  Jour.,  April, 
1912. 

After  reciting  the  evidence  pointing  to  the  common  cold  being  of  bac- 
terial origin  the  writer  states  that  he  "is  convinced  that  vaccines  have 
a  worthy  place  in  this  connection,  not  merely  as  therapeutic  and  im- 
munizing agents,  but  also  as  a  means  of  further  introduction  to  the  pos- 
sibilities in  store  for  a  broader  and  closer  laboratory  study  of  public 
-health  matters. 

In  a  series  of  cases  of  common  cold,  he  found  that  during  the  incipient 
§tage,  cultures  from  the  secretions  showed  generally  a  variety  of  or- 
ganisms, none  of  which  seem  to  be  present  in  abundance  or  to  grow 
luxuriantly,  but  that  in  some  instances  only  one  or  two  kinds  of  organ- 
isms grew  in  culture;  that  with  the  continuance  of  the  process  there  be- 
come evident  a  tendency  towards  diminution  in  the  number  of  kinds; 
while  with  the  return  to  normal,  the  bacteria  which  has  been  abundant- 
ly present  showed  both  a  tendency  to  disappear  from  the  secretions,  and 
-a  disinclination  to  proliferate  rapidly  on  culture  media;  that  vaccines 
prepared  from  growths  of  the  organisms  which  seemed  prone  to  so 
flourish  produced  beneficent  reactions  in  the  patients  inoculated  with 
them,  particularly  in  the  early  and  late  stage  of  their  trouble." 

Wis  HART 

3008 

Local  Anesthesia  by.  Infiltration  in  Oto-rhino-laryngology.     H.  Luc. 
Original  contribution  to  The  Labyngoscope,  p.  707,  May,  1912. 

3010 

Unusual  Luetic  and  Dermatologic  Cases  in  Oto-laryngologic  Practice. 
S.  H.  LuTz,  Am.  Jour,  of  Dermatol.,  Vol.  16,  No.  5,  1912. 
Lutz  reports  in  detail  a  case  of  syphilis  in  a  girl  of  17  years  due  to  an 
infected  piece  of  a  broken  glass  syringe  which  had  lodged  and  remained 
in  her  tonsil  for  over  a  year.  He  also  mentions  several  cases  of  extra- 
genital chancres,  infection  of  lobule  of  ear  from  vaccination  wound, 
eczema  of  the  canal  and  auricle,  erysipelas,  and  epithelioma  of  the 
:auricle.  Ed. 


MISCELLANEOUS.  54I> 

3017 

Causes  and  Treatment  of  Reflex  Cough.        S.    Mabx,   Ztschr.  f.    Ohrenh.^ 
p.  330,  Bd.  65,  Heft  4,  1912. 
Abstracted  in  The  Labynqoscope,  p.  189,  March,  1913. 

3022 

Surgery  of  the  Thymus,     C.  H.  Mays,  Ann.  of  Surg.,  July,  1912. 

Mayo  states  that  thymectomy  is  not  a  difficult  procedure  and  can  be  per- 
formed through  a  curved  transverse  incision  low  in  the  neck.  The  au- 
thor reports  a  case  in  which  operation  resulted  in  immediate  relief  and 
absolute  cure.  Mayo  says  that  many  of  the  deaths  ascribed  to  "status 
iymphaticus"  may  in  reality  be  traced  to  the  anesthetic.  Ed. 

3032 

Scleroma  of  the  Upper  Air  Passages.  F.  R.  Nager,  Corresp.-Bl.  f. 
Schtceizer  Aerzte,  May  1,  1912. 
Nager  discusses  the  geographical  distribution,  the  clinical  symptom, 
the  histology  and  bacteriology  of  scleroma  and  reports  a  case  in  which 
the  nose,  naso-pharynx,  soft  palate,  larynx  and  sub-glottic  regions  were 
involved.    The  author  intends  using  the  Roentgen  rays  in  his  case.  Ed. 

3039 

Hypertrophy  of  the  Thymus.  E.  Olivieb,  Arch.  gen.  de  Chir.,  Feb.,  1912. 
Olivier  feels  that  operative  intervention  is  the  only  reliable  preven- 
tive and  curative  measure  in  cases  of  hypertrophied  thymus,  and  is  much 
to  be  preferred  to  Roentgen-therapy,  resection  of  the  manubrium  or  fixa- 
tion of  the  thymus.  Ed. 

3045 

Ultimate  Outcome  of  Treatment  of  Trigeminal  Neuralgia.  K.  Otto,  Hit- 
ten  a.  d.  Greyizgeb.  d.  Med.  u.  Chir.,  p.  78,  Vol.  25,  No.  1,  1912. 
Otto  states  that  recurrence  usually  takes  place  in  a  few  months  after 
peripheral  operations  on  the  trigeminal  nerve.  After  resections  at  the 
base  of  the  skull  recurrence  is  less  frequent.  Gasserectomy  gives  the 
best  results  but  should  only  be  performed  when  all  three  branches  are 
Involved.  Alcohol  (70-80  per  cent)  is  the  most  effective  means  of  block- 
ing the  nerves  without  injuring  adjacent  tissues.  Ed. 

3051 

Technic  and  Results  of  Deep  Injections  of  Alcohol  for  Trifacial  Neuralgia. 
H.  T.  Patrick,  Jour.  A.  M.  A.,  p.  155  Jan.  20,  1912. 
Patrick  details  his  technic  of  injecting  alcohol.  He  chooses  the  supra- 
orbital nerve;  sometimes  ^he  supratrochlear  branch  of  the  frontal  nerve 
must  be  separately  injected.  This  procedure  is  indicated  in  the  very 
old,  and  very  feeble,  but  in  the  young  and  vigorous  the  radical  operation 
Is  preferable.  Deep  injections  of  alcohol  are  contra-Indicated  in  cases  of 
migraine,  sinus  disease,  alveolar  abscess,  brain  tumor  or  abscess,  syphilitic 
periostitis,  brain  syphilis,  glaucoma,  pressure  of  septic  spur  or  softening 
of  optic  thalmus— all  conditions  at  times  referred  to  Patrick  for  Injec- 
tion. E"*- 
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3074 

Some  Experiences  with  Radium.     G.  S.  Ryersox,  Can.  Med.  Assn.  Jour., 
Aug.,    1912. 
Abstracted  in  The  Laryngoscope,  p.  158,  Feb.,  1913. 

3075 

Blood  Tumors  of  the  Upper  Air  Passages.  J.  Safranek,  Orvosi  Hetilap, 
No.  11,  1912. 

Three  cases  are  reported  with  detailed  discussion  of  the  clinical  data 

and  therapy.  Ed. 

3084 

Simple    Method    of    Applying    Bismuth    into    Open    Bone    Cavities    Before 
Taking  Radiograms.     K.  Schmuckert,  Ztschr.  f.  Laryngol.  Rhinol.  u. 
ihre  Grenzgcb.,  p.  263,  Bd.  5,  Heft  2,  1912. 
Abstracted  in  The  Laryngoscope,  p.  1207,  Oct.,  1912. 

3096 

Deep  Injections  of  Alcohol  for  Trifacial  Neuralgia — 102  Cases.  D.  A. 
Shirres,  Can.  Med.  Assn.  Jour.,  p.  772,  Sept.,  1912. 
The  duration  of  the  improvement  has  been  three  or  four  years,  and 
no  injury  ever  followed  the  injections.  Six  to  ten  injections  are  re- 
quired. Reflex  neuralgia  is  guarded  against  by  injecting  not  only  that 
division  of  the  fifth  nerve  in  which  pain  is  felt  but  also  the  other  two 
divisions.  The  cases  are  always  carefully  selected  and  those  rejected  in 
which  the  neuralgia  is  due  to  organic  nervous  disease,  sinus  disorder, 
migraine,  tumor,  etc.  Ed. 

3103 

Application  of  AntistreptococcaJ  Serum  Per  Os  and  Locally  in  Powderfctl 
Form.  Spiess,  Deut.  med.  Wclmschr.,  No.  5,  p.  207,  1912. 
Spiess  advocates  the  use  of  antistreptococcal  serum  in  every  case  in 
which  the  presence  of  streptococci  is  suspected  singly  or  as  a  complica- 
tion; the  earlier  it  is  administered  the  better  the  results.  Good  results 
were  also  obtained  with  this  serum  in  cases  of  angina  lacunaris,  anginas 
following  nasal  operations,  in  anginas  with  articular  rheumatic  complica- 
tions, erysipelas  and  acute  rhinitis.  Ed. 

3117 

Hypertrophied  Thymus  and  Status  Lymphaticus.  J.  H.  Taylor,  N.  Y. 
Med.  jour.,  July  20,  1912. 
Two  cases  are  reported.  The  first  was  a  child  of  six  months  to  whom 
a  hypodermic  was  given  followed  by  convulsions,  loss  of  consciousness 
and  death.  Autopsy  findings  showed  an  unusually  enlarged  thymus  as 
well  as  enlarged  glands  in  the  cervical  submaxillary  and  bronchial  re- 
gions, adult-size  spleen  and  engorged  stomach  and  intestines.  The  sec- 
ond case  was  one  of  enlarged  thymus  without  status  lymphaticus  com- 
plicating a  case  of  cretinism  in  an  infant.  Thyroid  therapy  resulted  in 
cure.  Ed. 
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3130 

Education  of  Medical  Student  and  Specialist  in  Diseases  of  Throat,  Nose 
and   Ear  in  Germany.    Von  Eickex,  Jour,  of  Laryngol.,  p.  145,  March, 
1912. 
Von  Eickeii  points  out  that  oto-laryngology  has  not  attained  the  inde- 
pendent position   in   European   country   which   even    ophthalmology  and 
psychiatry   enjoy.  Ed. 

3141 

Syphilis  of  the  Upper  Respiratory  Tract  Treated  with  Salvarsan.     F.  W. 
White. 
Original  contribution  to  The  Lakyxgoscope,  p.  1096,  Sept.,  1912. 

3149 

Primary   Malignant   Growth   of  the   Lungs   and    Bronchi;    A    Pathological 
and  Clinical  Study.       1.   Adleb.     Longmanns,   Green   and   Co.,   N.   Y., 
1912. 
Reviewed  in  The  Labyxgoscope,  p.  80,  Jan.,  1913. 

3150 

Otology  in  Childhood.     Gustav  Alexander. 

Reviewed  in  The  Laryngoscope,  p.  2.37,  March,  1913. 

3151 

The  Thrombosis  Question.    L.  Aschoff.  O.  de  la  Camp,  B.  Von  Beck,  and 
B.  Kroenig.     F.  C.  W.  Vogel,  Leipzig,  1912. 
Reviewed  in  The  Lauyngoscope,  p.  159,  Feb.,  1913. 

3152 

Hare-lip  and  Cleft  Palate.     J.  Berry  and  T.  P.  Legg.     P.  Blakiston's  Sons 

and  Co.,  1912. 
Reviewed  in  The  Laryngoscope,  p.  79,  Jan.,  1913. 

3155 

Surgery  and  Diseases  of  the  Mouth  and  Jaws.     A  Practical  Yreatise  on 

the   Surgery  and    Diseases  of  the    Mouth   and   Allied   Structures.     By 

*     ViLBAY  Papin  Blair,  A.  M.,  M.  D.,  Professor  of  Oral  Surgery  in  the 

Washington  University  Dental  School.     Cloth.     Pp.  638,  with  384  11 

lustrations,  St.  Louis;  C.  V.  Mosby  Company,  1912.     Price,  $5. 

For  some  time   there  has  been  a  growing  tendency  for  the  ear  and 

ihroat  surgeon  to  take  up  fields  of  work  formerly  regarded  as  strictly  in 

the  domain  of  the  general  surgeon.     Surgical  activity  and  ambition  to 

fully  develop  oto-laryngology  to  a  classic  and  important  surgical  sphere 

has  emboldened  many  of  our  more  progressive  and  advanced  workers  to 

do  their  own  thyroidectomies,  laryngectomies,  and  the  more   extensive 

operations  on  the  mouth  and  face. 

The  author  discusses  infections,  tumors  and  neoplasms  peculiar  to  the 
face  and  jaws.  There  are  interesting  chapters  on  the  preparation  and 
administration  of  autogenous  vaccines,  the  control  and  prevention  of 
hemorrhage,  and  many  other  points  in  surgical  technic  gleaned  In  the 
practical  experience  of  head  surgery. 
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A  matter  of  interest  to  the  oto-laryngologic  surgeon  are  the  ten  chap- 
ters which  treat  of  congenital  facial  clefts,  their  modifications  and  varia- 
tions, anatomical  considerations,  description  of  the  various  operations 
for  their  correction,  the  excellent  details  of  operative  technic  as  developed 
by  the  author,  subsequent  plastics,  the  use  of  obturators  and  artificial 
vela,  post-pharyngeal  injection  of  paraffin,  correction  of  occlusion  and 
mal-occlusion  of  the  teeth,  and  the  speech-training  following  this  pros- 
thetic surgery. 

There  are  other  chapters  on  diseases  of  the  maxillary  sinus,  tumors  of 
the  lips,  neoplasms  of  the  floor  of  the  mouth,  affections  of  the  salivary 
glands,  diseases  of  the  tongue,  injuries  of  the  pharynx,  and  a  concluding 
chapter  on  local  and  general  anesthesia  which  merit  careful  considera- 
tion. 

The  illustrations  are  original,  and  so,  too,  are  some  of  the  suggestions 
of  the  author  for  the  correction  of  deformities  of  the  jaw.  It  is  an  ac- 
ceptable contribution  to  this  field  of  surgery.  Goldstein. 

3156 

Deafness;  Its  Relief  by  Lip-reading.  By  E.  Boudix,  Professor  at  the  Na- 
tional Institution  for  Deaf-mutes  in  Paris.  Pp.  144,  with  27  illustra- 
tions in  the  text.    A.  Maloine,  Paris,  1912. 

The  influence  of  lip-reading  as  an  advanced  system  of  instruction  for 
the  deaf  is  radiating  from  every  important  medical  center,  and  this  small 
practical  volume  by  Prof.  Boudin  of  the  National  Institute  for  the  Deaf 
in  Paris,  is  but  another  evidence  of  the  active  interest  in  this  work. 

The  author  introduces  a  new  system  of  elucidating  the  methods  of  im- 
parting instruction  in  lip-reading  to  the  deaf,  in  that  he  presents  an  ex- 
cellent series  of  photographic  reproductions  of  vowels  and  consonants  in 
a  chapter  on  elementary  phonetics. 

He  demonstrates  to  the  pupil  by  mirror-reflection  the  movements  of 
the  mouth  and  accessory  organs  in  the  production  of  elementary  sounds; 
he  illustrates  to  him  by  the  sense  of  touch,  the  vibrations  produced  in  the 
resonance  and  formation  of  these  tones;  he  demonstrates  facial  expres- 
sion associated  with  the  production  of  tones  and  words;  he  shows  the 
variation  in  lip-reading  in  proflle;  he  instructs  the  pupil  m  the  use  of 
the  mirror  for  individual  practice;  all  of  these  principles  are  excellently 
presented  in  photographs,  wtih  descriptive  text,  in  the  first  section  of 
this  manual. 

Part  2  contains  directions  for  systematic  practical  exercises  graded 
and  grouped  to  meet  the  progress  of  the  pupil. 

This  is  an  excellent  little  working  manual  and  contains  much  valuable 
data  for  teachers  of  the  deaf  and  for  all  interested  otologists.  Goldstein. 

3158 

Surgery  of  Oral  Disease  and  Malformations;   Their  Diagnosis  and  Treat- 
ment    G.  V.  I.  Bbown,  Lea  and  Febiger,  Philadelphia,  1912. 
Reviewed  in  The  Laryngoscope,  p.  995,  July,  1912. 

3160 

Physiology  of  the  Semi-circular  Canals  and  Their  Relation  to  Sea  Sick- 
ness.    H.  K.  Lewis,  London,  1912.    . 
Reviewed  in. The  Laryngoscope,  p.  79,  Jan.,  1913. 
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3162 

Heredity  and  Eugenics.  A  Course  of  Lectures  Summarizing  Recent  Ad- 
vances in  Knowledge  in  Variation,  Heredity  and  Evolution  and  Its 
Relation  to  Plant,  Animal  and  Human  Improvement  and  Welfare. 
W.  E.  Castle,  J.  M.  Coulter,  C.  B.  Davenport,  E.  M.  East  and  W.  L. 
Tower. 
Reviewed  in  The  Lakyxgoscope.  p.  239,  March,  1913. 

3163 

History  of  Anatomy  and   Physiology  of  the  Nasal   Fossae  from  the  Time 
of   Hippocrates  to  the   Specialistic   Period.     C.   Chauveau. 
Reviewed  in  The  Laryngoscope,  p.  237,  March,  1913. 

3164 

The  New  Vienna  Clinic  for  Laryngeal  and  Nasal  Affections.    O.     Chiari 
and  O.  Kohlee. 
Reviewed  in  The  Laryngoscope,  p.  159,  Feb.,  1913. 

3165 

Electricity  in  Diseases  of  the  Eye,  Ear,  Nose  and  Throat.   W.  Franklin 
Coleman,  M.  D.,  M.  R.  C.  S.,  Eng.,  Professor  of  Ophthalmologj'  in  the 
Illinois   School   of   Electro-therapeutics,   Chicago.     Pp.   .595,   with   156 
illustrations  in  the  text.     Price,  $3.00. 
The  literature  on  diseases  of  the  eye,  ear,  nose  and  throat  is  compara- 
tively scarce  and  the  experience  of  the  author,  therefore,  in  finding  so 
large  a  field  in  this  department  of  medical  science  for  the  application  of 
electricity  justifies  the  presentation  of  this  volume.     The  best  thought  of 
electro-therapeutics  to  date  on  the  application  of  electricity  is  the  author'* 
contribution.     The  book  is  eminently  practical.     It  describes  cases,  gives 
conditions,  methods  of  application  of  electricity,  and  results. 

The  various  forms  of  electricity  and  their  application  and  individual 
character  are  discussed.  The  introductory  chapter  presents  the  physics 
of  electricity  with  considerable  minuteness.  The  experiences  of  practical 
workers  with  electricity  as  a  therapeutic  agent  are  crystalized;  the  specific 
action  of  the  galvanic,  foradic,  sinusoidal,  high-frequency  or  static  current 
are  clearly  explained;  the  x-ray,  electric  cautery,  electric  lamp  and  vi- 
bratory massage  are  all  consiaered.  Gold.stein. 

3166 

The  Pituitary  Body  and  Its.  Disorders.  Clinical  States  Produced  by  Dis- 
orders of  the  Hypophysis  Cerebri.  An  Amplification  of  the  Harvey 
Lecture  for  December,  1910.  By  Harvey  Cushing,  M.  D.,  Associate 
Professor  of  Surgery,  the  Johns  Hopkins  University.  Cloth.  Pp.  341, 
with  319  illustrations.  Philadelphia:  J.  B.  Lippincott  Company,  1912. 
Price,  $4.00. 
The  basis  of  this   important  monograph  on   the  hypophysis  was  the 

series  of  the  Harvey  lectures  before  the  New  York  Academy  of  Medicine. 

and   the   presentation   of  the   results  of  clinical  studies  on  a  series   of 
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twenty  patients  with  hypophyseal  disease  as  recorded  before  December, 
1910. 

To  this  original  series  an  equal  number  of  cases  have  been  added,  and 
this  enormous  personal  experience  with  the  clinical  and  surgical  affec- 
tions resulting  from  these  variations  of  hypophyseal  disorders  supple- 
mented by  experiments  on  animals,  the  classification  or  grouping  of  cases, 
and  the  minute  case-reports  constitute  this  authoritative  monograph. 
Every  page  of  this  interesting  and  classic  work  reflects  the  individuality 
and  originality  of  the  author.  There  is  such  a  close  association  of  hypo- 
physeal tumors  with  endo-nasal  surgery  as  one  of  the  selected  routes  of 
reaching  this  pathological  field,  and  there  has  been  such  an  impetus  giv- 
en, from  the  rhinological  viewpoint,  to  this  unusual  surgery  by  the  re- 
search and  original  technic  of  Hirsch  of  Vienna,  that  the  whole  question 
of  disorders  of  the  pituitary  body  deserves  the  closest  and  most  careful 
study  of  every  rhinologist,  and  this  valuable  contribution  by  Gushing 
should  be  read  from  cover  to  cover.  Goldst^ix. 

3167 

Laryngeal  Lesions  of  Cardio-vascular  Affections.     Giuseppe  de  Luca. 
To  be  reviewed  in  a  subsequent  issue  of  The  Laryngoscope. 

3169 

Lehrbuch  der  Krankheiten  des  Ohres  und  der  Luftwege  einschliesslich 
der  Mundkrankheiten.  (Text-book  of  Diseases  of  the  Ear  and  Up- 
per Respiratory  Tract,  Including  Diseases  of  tlie  Oral  Cavity).  By 
Dk.  Alfred  Denker,  Halle,  A.  S.,  axd  Dr.  Wilh.  Brukxixgs,  Jena. 
Pp.  643  with  305  illustrations.  Verlag  Gustav  Fischer,  Jena,  1912. 
Price,  M.  14. 

The  justification  for  the  production  of  this  text-book  as  expressed  by 
{he  authors  in  their  preface  lies  in  the  closer  association  which  they  have 
attempted  to  develop  between  the  several  special  departments  that  may 
justly  be  included  in  the  field  of  oto-laryngology. 

The  several  chapters  which  constitute  the  scientific  subdivisions  of 
this  text-book  are  distributed  between  the  authors  Prof.  Denker  and  Dr. 
Bruenings  as  follows:  1.  "Diseases  of  the  ears;"  2.  "Diseases  of  the 
nose  and  accessory  sinuses;"  and,  3.  "Diseases  of  the  naso-pharynx," 
by  Prof.  Denker.  4.  "Diseases  of  the  oral  cavity;"  5.  "Tho  mouth  and 
pharyngeal  cavity;"  G.  "The  larynx;"  and  7.  "The  trachea  and  bronchi," 
are  contributed  by  Dr.  Bruenings;  thus  forming  the  soven  main  chapters 
of  the  treatise. 

Each  chapter  exhaustively  discusses  the  various  phases  of  this  field. 
The  text  is  unusually  clear  and  concise.  The  operations  on  the  ear,  nose 
and  larynx,  which  might  at  first  gla-nce  be  considered  superfiuous,  are 
included  in  this  modern  text-book. 

The  chapter  on  the  examination  of  the  deeper  air-tract  ijy  Bruenings 
is  perhaps  a  little  too  technical  for  the  internist  and  practitioner,  not  es- 
pecially engaged  in  laryngology. 

Seme  of  the  views  expressed  by  the  author  are  not  universally  accepted 
but  it  is  their  individual  strength  that  gives  them  greater  prominence  in 
this  volume. 

The  illustrations  are  unusually  fine,  especially  the  colored  plates. 

GrOLDSTEIX. 
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3174 

Die  Krankheiten  der  Mundhoehle,  des  Rachens  und  der  Nase.  (Diseases 
of  the  Oral  Cavity,  Pharynx  and  Nose).  By  Dr.  L.  Gruf.nwald,  Mu- 
nich. Third,  revised  and  enlarged  edition.  Pp.  801,  with  10  colored 
and  220  illustrations  in  black  and  white.  J.  F.  Lehmann's  Verlag, 
Munich,  1912. 

Of  all  the  valuable  atlases  published  by  Lehmann  of  Munich  this,  the 
third  edition  of  Gruenwald's  "Diseases  of  the  oral  cavity,  pharynx  and 
nose"  is  one  of  the  most  important  and  complete. 

Though  but  a  few  years  have  elapsed  since  the  appearance  of  the  sec- 
ond edition,  the  rapid  progress  in  this  special  fleld  of  medicine  have  made 
this  third,  thoroughly  revised  and  largely  re-written  edition  imperative. 

For  a  more  lucid  comprehension  of  the  newer  anatomy  and  pathology 
of  the  nasal  cavities,  the  author  presents  embryological  data  and  illus- 
trations dependent  on  a  careful  study  of  dissections  and  serial  sections  of 
200  heads  of  adults  and  children,  and  50  of  the  human  fetus;  also  a  large 
series  of  heads  of  mammals  to  illustrate  points  of  value  In  comparative 
anatomy  and  physiology. 

The  region  of  the  faucial  tonsil  has  also  been  given  much  prominence 
in  this  new  edition,  and  its  anatomical  and  surgical  aspects  have  been 
fully  illustrated  and  discussed. 

In  part  I  there  are  29  half-tones,  10  colored  plates,  and  220  diagram- 
matic and  anatomical  drawings,  a  total  increase  from  141  to  371  in  this 
edition  of  the  atlas;  this  third  edition  also  comprises  more  than  three 
times  the  number  of  pages  of  text  found  in  the  former  edition.  There 
are  numerous  radiograms  to  illustrate  the  pathology  of  the  accessory 
sinuses  and  an  excellent  series  of  colored  plates  to  present  the  topography 
and  anatomy  of  these  accessory  spaces. 

This  atlas  of  800  pages  with  its  elaborate  series  of  illustrations  and 
concise  descriptive  text  is  one  of  the  most  remarkable  productions  of  its 
kind  that  we  know  in  our  literature.  Goldstein. 

3175 

Diagnosis  and  Treatment  of  Cicatricial   Stenoses  of  the   Esophagus.     M. 

GUISEZ. 

To  be  reviewed  in  a  subsequent  issue  of  The  L.\ryjiGOSCOPE. 

3180 

Operative  and  Clinical  Treatment  in  Laryngoscopy  and  Laryngology.     T. 
Hebyng.    Masson  et  Cie,  1912. 
Reviewed  in  The  L*aryxgoscope.  p.  159,  Feb.,  1913. 

3181 

On    Gastroscopy   and    Esophago-gastroscopy.  By     William     Hill.   B.Sc, 
M.D.     J^ndon:     John  Bale,  Sons  and  Danielsson,  London,  1912.  Price, 
38.  6d.  net. 
This  monograph  is  an  expansion  of  a  paper  with  demonstration  on  the 
living  subject  given  before  the  surgeons  at  the  meeting  of  the  British 
Medical  Association,  Birmingham,  .July,  1911.     In  it  the  author  traces  the 
evolution  of  the  present-day  methods  of  gastroscopy  indicating  their  tech- 
nic  and  shortcomings,  and  describing,  with  Illustrationa,  his  own  Instru- 
ment consisting  of  two  parts,  an  outer  straight  tube,  the  esophago-gas- 
troscope,  and  an  inner  periscope.  Goldstein. 
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3185 

A  System  of  Treatment  by  Many  Writers.      Edited  by  A.   Latham  and- 
T.  C.  English. 
Reviewed  in  The  Laryngoscope,  p.  238,  March,  1913. 

3187 

Hoarseness  In  Singers.    Henri  Lavielle, 
To  be  reviewed  in  a  subsequent  issue  of  The  Laryngoscope. 

3189 

Ostitis   Clironica    IVIetaplastica     of    tlie     Human     Labyrinth-capsule     P. 
Manasse.    J.  F.  Bergmann,  Wiesbaden,  1912. 
Reviewed  in  The  Laryngoscope,  p.  160,  Feb.,  1913. 

3191 

Oral  Surgery;  A  Text-book  on  General  Surgery  and  Medicine  as  Applied- 
to  Dentistry.     S.  L.  McCurdy.     D.  Appleton  and  C!o.,  N.  Y.,  1912. 
Reviewed  in  The  Laryngoscope,  p.  996,  July,  1912. 

3192 

Diseases  of  the  Mouth.  By  J.  von  Mikulicz  and  W.  Kuemmel.  Gustav 
Fischer,  Jena,  1912. 

The  third  edition  of  this  valuable  work  on  diseases  of  the  mouth,  origi- 
nally published  by  Profs.  Mikulicz  and  Kuemmel,  has  just  been  issued 
by  Prof.  Kuemmel.  The  need  of  this  new  edition  following  so  closely 
in  the  wake  of  the  former  one  indicates  its  scientific  merit  and  its  popu- 
larity, and  also  the  important  progress  made  in  this  field  that  has  given 
rise  to  the  revision  of  many  of  these  chapters. 

Among  the  important  features  in  this  revision  we  must  note  the  com- 
prehensive bibliography  carefully  compiled  from  all  sources. 

A  number  of  new  illustrations,  several  of  which  aie  in  colors,  have 
been  added.  The  revision  seems  to  be  apparent  in  all  of  the  chapters  of 
this  treatise. 

Professor  A.  Czerny  of  Strassburg,  and  J.  Schaeffer  of  Breslau,  have 
collaborated  with  the  author  in  the  production  of  this  excellent  volume. 
It  presents  this  special  field  of  work  thoroughly,  concisely,  practically 
and  attractively,  and  should  prove  of  much  value  not  only  to  the  rhino- 
laryngologist  but  also  to  every  internist,  surgeon,  dermatologist,*  pedia- 
trician and  dentist.  GtOLDsteix. 

3194 

Die   Sprach-und    Stimmstoerungen    im    Kindesaiter.      (Voice   and    Speech 

Disturbances  in  Childhood).     By  Dr.  Max  Nadoleczny,  Munich.     Pp. 

893,  with  2  plates  and  33  illustrations  in  the  text.    Verlag  F.  C.  W. 

Vogel,  Leipzig,  1912. 

This   monograph   is  an   important  contribution   to   the   "Handbook  of 

Pediatrics,"  by  Pfaundler-Schlossmann. 

The  author  attempts  to  classify  psychologically  and  physiologically  the 
various  defects  of  speech  and  discusses  the  origin  of  speech  and  its  rela- 
tion to  such  psychology  and  physiology. 

In  this  classification  are  considered:  Deafness,  defective  hearing^ 
deaf-blindness,  sensoric  aphasia,  deaf-mutism,  stammering,  stuttering, 
lisping,  etc. 
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Nadoleczny  also  considers  the  various  types  of  speech-defccta  as  symp- 
toms of  other  diseases,  as  for  instance  the  functional  diseases  of  the  ner- 
vous system. 

The  most  original  chapter  of  especial  interest  to  oto-laryngologist,  is 
that  referring  to  speech-disturbances  in  childhood  and  their  treatment. 

Though  Nadoleczny  is  a  pupil  of  Gutzmann,  this  monograph  shows 
much  individuality  and  originality  in  its  disposal  of  the  practical  phases 
•of  this  question.  Goldstein. 

3195 

Lip-reading;  Principles  and  Practice.  A  Handbook  for  Teachers  and  for 
Self-instruction.  By  Edward  B.  Nitchie,  B.  A.,  Principal  of  the  N. 
Y.  School  for  the  Hardof-Hearing.  Pp.  324,  Frederick  A.  Stokes 
Co.,  New  York,  1912.     Price,  $1.50. 

The  development  of  lip-reading  as  a  system  for  the  instruction  of  the 
deaf  and  as  an  advanced  method  of  teaching  has  been  so  actively  stimu- 
lated in  the  past  few  years  that  all  good  literature  on  this  subject  should 
be  eagerly  sought  and  read  by  every  otologist. 

Mr.  Nitchie  has  been  a  successful  teacher  of  lip-reading  for  many  years, 
and  his  ripe  experiences  are  recorded  here  in  tangible  form. 

In  Part  1  of  this  book  the  meaning  and  value  of  teaching  the  deaf  by 
lip-reading  is  set  forth,  and  a  systematic  course  of  study  is  thoroughly 
-outlined. 

Part  z  includes  many  stories  and  exercises,  together  with  lists  of  homo- 
phonous  words  to  guide  the  student. 

The  whole  comprises  a  rather  exhaustive,  systematically  arranged 
text-book  on  lip-reading,  and  should  be  of  inestimable  value  not  only  to 
all  teachers  of  the  deaf  but  also  to  the  hard-of-hearing  adults  who  have 
taken  up  this  work  in  order  to  overcome  this  serious  handicap  to  their 
social  intercourse,  and  finally  to  every  otologist  who  wishes  to  inform 
himself  concerning  this  modern  and  effective  method  of  disposing  of  this 
class  of  cases  in  bis  practice  for  which  his  professional  treatment  can  be 
of  no  further  avail.  Goldstein. 


3196 

PatPiologicai  Anatomy  of  the  Ear.      Rudolf  Panse. 
Reviewed  In  The  Laryngoscope,  p.  240,  March,  1913. 


3200 

Diseases  of  the  Throat,   Nose  and   Ear  for  Practitioners  and   Students. 
W.  G.  Porter. 
Reviewed  in  The  Labyngoscope,  p.  237,  March,  1913. 

3202 

-Surgery  of  Deformities  of  the  Face.      J.  B.  Roberts.  Wm.  Wood  and  Co., 
N.  Y.,  1912. 
Reviewed  in  The  Laryngoscope,  p.  994,  July,  1912. 
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3203 

Klinik  der  sercesen  und  eitrigen  Labyrinthentzuendungen.  (Serous  and 
Suppurative  Labyrinthitis).  By. Dr.  Erich  Ruttix,  Vienna.  Preface 
by  Dr.  V.  Urbantschitsch.  Pp.  196.  Verlag,  .Joseph  Safar,  Vienna 
and  Leipzig,  1912.     Price,  M.  6.50. 

The  abundant  clinical  material  which  has  been  placed  at  his  disposal 
for  the  entire  period  that  the  newer  path  of  labyrinthine  infection  has 
been  actively  promulgated  by  the  Vienna  school  qualifies  Ruttin  in.  an 
exceptional  way  to  present  this  monograph  of  his  results  in  the  observa- 
tions of  serous  and  suppurative  labyrinthitis. 

~  The  author  introduces  his  subject  by  a  review  -of  the  functional  tests 
to  differentiate  the  various  types  of  labyrinthitis  and  the  clinical  deduc- 
tions by  which  their  diagnosis  and  complications  are  more  readily  deter- 
mined. 

It  is  only  by  the  presentation  of  carefully  observed  results  of  such  well- 
qualified  clinicians  that  this  important  advance  in  the  pathology,  diag- 
nosis and  surgery  of  labyrinthitis  will  make  the  most  definite  progress.' 

The  clinical  records  of  over  100  cases  observed  by  the  author  are  care- 
fully digested  and  substantiated.  His  general  conclusions  and  special 
deductions  are  more  accurately  valuable  than  a  whole  volume  of  theories 
and  hypotheses.  Goldsteix. 
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stuttering  and  Lisping.  By  E.  W.  Scripture,  Ph.  D.,  M.  D.,  Associate 
in  Psychiatry,  Columbia  University;  Director  of  the  Research  Lab- 
oratory of  Neurology,  Vanderbilt  Clinic.  Pp.  251,  illustrated.  The 
Macmillan  Company,  New  York,  1912.     Price,  $1.50. 

The  author  in  his  preface  remarks:  "It  would  be  difficult  to  find  a 
group  of  people  more  neglected  by  medicine  and  pedagogy  than  that  of 
stutterers  and  lispers.  The  stuttering  children  that  encumber  the  schools 
are  a  source  of  merriment  to  their  comrades,  a  torment  to  themselves, 
and  an  irritating  distraction  to  the  teacher.  As  they  grow  older,  the 
stutterers  suffer  tortures  and  setbacks  that  only  dauntlessness  or  des- 
peration enable  them  to  survive.  The  lispers  fhat  are  so  numerous  in 
certain  schools  are  a  needless  retardation  to  the  classes. 

In  several  European  countries  the  state  has  established  special  op- 
portunities for  treating  children  with  speech  defects,  but  the  matter  has 
not  received  the  full  attention  justified  by  its  importance.  In  most  medi- 
cal faculties  no  place  is  recorded  to  speech-defects;  the  same  is  true  in 
schools  of  pedagogy.  This  was  formerly  justified  on  the  ground  that  a 
scientific  study  of  speech  and  its  defects  did  not  exist.  In  the  last  dec- 
ade, however,  the  science  of  phonetics  has  extended  itself  to  laboratory 
work  and  university  teachings;  moreover,  speech  clinics  have  been 
established  in  several  of  the  foremost  medical  schools.  The  treatment  of 
these  defects  thus  stands  upon  an  entirely  new  basis,  namely  that  of  a 
carefully  developed  science  of  normal  and  pathological  speech." 

The  long  experience  of  the  author  in  experimental  psychology  and  ex- 
perimental phonetics,  and  the  treatment  of  the  many  patients  in  the 
speech  department  of  the  Vanderbilt  Clinic  eminently  qualifies  him  In 
the  presentation  of  this  practical  and  serviceable  volume.     Goldsteix. 
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To  carefully  read  this  book  and  glean  from  it  the  description  of  the 
causes,  forms,  nature  and  method  of  treating  stuttering  and  lisping  will 
be  a  source  of  untold  profit  to  every  laryngologist  who  desires  to  intelli- 
gently advise  that  large  class  who  consult  him  for  advice  as  to  the  prop- 
er disposal  of  these  defe-cts  of  speech.  Goldsteix. 
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Researches    and    Experiences.    F.  Semox. 
Reviewed  in  The  Laryngoscope,  p.  1396,  Dec,  1912. 
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Asthma.     Wolfgang  Siegel. 

Reviewed  in  The  Laryngoscope,  p.  237,  March,  1913. 

3214 

Skiagraphy  of  the  Accessory  Nasal  Sinuses.        A.   L.   Turner  and  W.   G. 
Porter.     Wm.  Green  and  Sons,  Edin.  and  London,  1912. 
Reviewed  in  The  Laryngoscope,  p.  1076,  Aug.,  1912. 

3216 

Practical  Medical  Series  Comprising  Ten  Volumes  on  the  Year's  Progress 
in  Medicine  and  Surgery.     Vol.  3:      The  Eye,  Ear,  Nose  and  Throat. 
Edited  by  A.  Wood,  A.  H.  Andrew^s,  and  G.  P.  Head.     The  Year-book 
Publishers,  Chicago,  1912. 
Reviewed  in  The  Laryngoscope,  p.  80,  Jan.,  1913. 
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Diseases   of  the   Mouth.     For   Physicians,    Dentists,    Medical   and    Dental 
Students.     By   Prof.  Dr.  F.  Zinsser,  Director  of  the  Department  of 
Dermatology  at  the  City  Hospital,  Lindenburg.    Translated  and  Ed- 
ited by  John  Bethune  Stein,  M.  D.,  Professor  of  Physiology  at  the 
New  York  College  of  Dentistry.     Cloth.    Price,  |7.     Pp.  268,  with  73 
illustrations.     New  York:     Rebman   Company,  1912. 
This  volume  is  virtually  a  complete  atlas  of  syphilis  and  similar  dis- 
eases of  the  mouth  in  their  various  stages,  and  contains  a  wonderful 
series  of  chromographic  plates  of  the  original  collection  of  moulages  from 
the  museum  of  the  Hospital  of  St.  Louis  in  Paris  gathered  by  Prof.  Zins- 
ser not  alone  from  the  dental  clinic  but  also  from  those  scattered  about 
in  clinics  of  laryngology,  surgery,  internal  medicine  and  pediatrics. 

The  introductory  chapter  is  devoted  to  syphilis  in  general,  its  various 
stages,  its  specific  manifestations  in  the  mouth  and  various  organs  of  the 
buccal  cavity,  diseases  of  the  mouth  similar  to  those  of  secondary  and 
tertiary  syphilis,  a  description  of  their  differentiation,  and  additional 
paragraphs  relating  to  the  spirochetes,  the  Wassermann  reaction  and 
Noguchi  luetin. 

The  colored  plates  are,  of  course,  the  feature  of  this  volume  and  we 
may  contidently  assert  that  they  are  the  finest,  best  executed,  and  most 
life-like  examples  of  color-process  of  the  printer's  art  that  we  have  ever 
seen.  No  laryngologist  can  afford  to  be  without  this  important  collection 
of  syphilochromes.  Goldstein. 
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Addition    and   correction  to   the    paper    on    "The  Monochord" 

by    Dr.    Max   A.   Goldstein,    in    the    issue   of   THE 

LARYNGOSCOPE,  March,  1913,  page  216. 

'1  he  following  addition  should  be  made  to  this  paper:  On  the  steel  bar 
of  each  monochord  instrument  an  arbitrary  number,  approximately  251,000, 
is  stamped  at  the  left-hand  end.  This  number,  divided  by  the  number  of 
centimeters  noted  in  a  given  test  specifies  the  longitudinal  vibrations  per 
second. 

For  example,  my  personal  monochord  instrument  bears  the  test-number 
250,800.  At  10  centimeters  (divide  250,000  by  10)  the  patient  hears  2508 
longitudinal  vibrations ;  40  cm..  =6270  longitudinal  v.  d.  In  this  way  we 
have  a  simple  formula  for  determining  with  accuracy  the  actual  number 
of  longitudinal  vibrations. 

Attention  is  called  to  the  typographical  error  on  page  219  in  the  March, 
1913,  issue  of  The  Laryngoscope,  and  in  the  corresponding  page  of  the 
reprint  of  this  article  (page  6).  The  eighth  line  from  the  bottom  reads: 
"The  tone  at  this  chord-length  (43  cm.)  is  43,  500  transverse  vibrations  and 
8,705  longitudinal  vibrations."  This  should  read :  435  transverse  vibrations 
and  5,837  longitudinal  vibrations. 
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ORIGINAL    COMMUNICATIONS 

(Original   Communications  are  received  with  the  understandinK\ 
that  they  are  contributed   exclusively  to  Tbi  Laktncoscofb./ 


ESOPHAGEAL  TUBERCULOSIS;  A  CRITICAL  REVIEW.* 

DR.    LORENZO    B.    LOCKARD.    DENVER. 

A  thorough  review  of  the  literature  of  esophageal  tuberculosis 
shows  that  the  frequency  of  this  condition  has  been  somewhat  un- 
derestimated, although  it  proves  that  no  other  organ  is  so  seldom 
affected  by  tuberculosis. 

Until  the  perfection  of  the  present  instruments  of  precise  exam- 
ination, study  of  the  disease  was  limited  to  autopsy-findings ;  hence 
its  discussion  was  of  purely  academic  interest.  To-day,  when  the 
condition  is  capable  of  clinical  observation,  a  new  interest  attaches 
that  warrants  more  thorough  investigation. 

Tuberculous  ulceration  of  the  esophagus,  regardless  of  locale  or 
extent,  rarely  produces  distinct  subjective  symptoms,  and  seldom 
occurs  until  late  in  the  course  of  pulmonary,  intestinal,  and  laryn- 
geal disease,  when  such  symptoms  as  might  otherwise  be  evident 
are  completely  masked  by  those  attending  these  earlier  and  graver 
localizations.  In  only  a  few  cases  has  this  pathological  condition 
dominated;  hence  our  knowledge  is  based  almost  entirely  upon  the 
lesions  discovered  at  autopsy. 

The  first  case  was  recorded  by  Denonvilliers^  in  1837,  21"^  s*^ 
years  later,  Louis^  reported  finding  six  cases  of  esophageal  ulcera- 
tion, presumably  of  a  tuberculous  nature,  in  120  tuberculous  cada- 
vers. As  late,  however,  as  1877,  Zenker"  wrote:  ''Whether  tuber- 
culosis and  tuberculous  ulcers  occur  in  the  esophagus  is  not  yet 
definitely  proved." 

•Candidate's  thesis  presented  to  the  meeting  of  the  American  Laryn- 
jcologlcal,  Rhlnologrlcal  and  Otologlcal   Society,  May,    1912. 
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In  the  seventy-four  years  that  have  elapsed  since  this  first  obser- 
vation, 103  cases  have  been  recorded;  of  these  fourteen  cannot  be 
analyzed ;  to  twenty  doubt  attaches  owing  to  the  lack  of  histological 
or  other  confirmatory  proof;  and  sixty-nine  can,  with  reasonable 
certainty,  be  classed  as  tuberculosis. 

Of  the  twenty  doubtful  cases,  thirteen  concerned  patients  in 
whom  the  esophagus  became  perforated  as  a  result  of  tuberculosis 
of  contiguous  structures,  without,  however,  producing  lesions  of  a 
proved  tuberculous  character  in  the  esophageal  mucosa  itself. 

The  rarity  with  which  the  esophagus  succumbs  to  the  tubercle 
bacilli  is  best  shown  by  its  comparison  with  other  important  organs : 

Esophagus  involved  25  times  in  16,489  autopsies  on  tuberculous 
cadavers.  Stomach  involved  62  times  in  13,500  autopsies  on  tuber- 
culous cadavers.  Uro-genital  system  involved  1,105  times  in  7,501 
autopsies  on  tuberculous  cadavers.  Kidneys  alone  involved  321 
times  in  2,237  autopsies  on  tuberculous  cadavers.  Heart  and  peri- 
cardium involved  y^^  times  in  3,017  autopsies  on  tuberculous  cadavers. 
Liver  involved  321  times  in  2,858  autopsies  on  tuberculous  cadavers. 
Spleen  in  volved  333  times  in  3,471  autopsies  on  tuberculous  cada- 
vers. Pancreas  involved  6  times  in  3,131  autopsies  on  tuberculous 
cadavers.  Bones  involved  32  times  in  1,085  autopsies  on  tuber- 
culous cadavers.  Intestines,  peritoneum  and  retro-peritoneal  glands 
involved  1,567  times  in  21,484  autopsies  on  tuberculous  cadavers. 
Brain  involved  17  times  in  3. 131  autopsies  on  tuberculous  cadavers. 
Meninges  involved  145  times  in  5,578  autopsies  on  tuberculous 
cadavers.  Adrenals  involved  }^2>  times  in  2,471  autopsies  on  tuber- 
culous cadavers.  Appendix  involved  98  times  in  1,340  autopsies  on 
tuberculous  cadavers.  Pharynx  involved  187  times  in  11,189  tuber- 
culous patients.  Larynx  involved  2,003  times  in  14,980  tuberculous 
patients.  Nose  involved  46  times  in  7,941  tuberculous  patients.  Ear 
involved  66  times  in  1,135  tuberculous  patients.  Tonsils  involved 
240  times  in  2,979  tuberculous  patients.  Tongue  involved  13  times 
in  1,140  tuberculous  patients.  Skin  involved  536  times  in  123,746 
cases  examined.  Meninges  involved  3,509  times  in  187,055  cases 
examined. 

In  these  statistics  a  duplication  may  have  occurred  in  certain  in- 
stances, as  in  the  reports  of  some  writers  the  names  of  those  re- 
porting have  not  been  given. 

The  autopsy  reports  upon  the  esophagus  are  from  the  following 
observers:  Voelcker,  5  times  in  2,504  cadavers.  Willigk,  i  time 
in  1,317  cadavers.  Sanger,  3  times  in  1,226  cadavers.  Zemann  3 
times  in  100  cadavers.    Louis,  6  times  in  120  cadavers.    Frerichs,  1 
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time  in  30  acute  cases.  Frerichs,  i  time  in  205  chronic  cases.  Wied- 
erhofer,  no  times  in  875  chronic  cases.  Hecker,  no  times  in  1,200 
chronic  cases.     Caselmann,  5  times  in  8,912  chronic  cases. 

That  the  esophagus  possesses  a  high  degree  of  immunity  is  at- 
tested by  the  in  frequency  of  its  involment,  despite  the  fact  that  it  is 
constantly  exposed  to  direct  infection  by  the  food  and  sputum. 
This  immunity  can  be  ascribed  to  several  factors,  anatomical  and 
physiological : 

Probably  the  most  potent  protection  is  that  afforded  by  the  con- 
formation of  the  tube,  both  minute  and  gross.  To  the  entrance  of 
the  bacilli  is  opposed  a  perpendicular  tube  of  fairly  uniform  caliber, 
without  points  of  sudden  shelving  (although  the  mucosa  is  thrown 
into  longitudinal  folds  and  there  are  a  number  of  points,  about  thir- 
teen, of  greater  or  less  constriction)  and  lined  by  a  well  developed 
layer  of  stratified  squamas  epithelium,  a  tissue  everywhere  resistant 
to  the  invasion  of  tubercle  bacilli. 

A  second  reason  for  the  rarity  of  involvement  is  to  be  found  in 
the  rapidity  with  which  deglutition  occurs,  the  masses  of  food  or 
sputum,  usually  well  enveloped  by  mucous  and  saliva,  being  forced 
downward  so  rapidly  that  any  contained  organisms  find  slight  op- 
portunity for  lodgement.  Moreover,  their  retention  is  made  diffi- 
cult by  the  frequent  movements  to  which  the  tube  is  subjected  and 
its  frequent  flushing  by  fluids.  This  immunity  is  also  possessed 
by  animals. 

In  those  instances  in  which  infection  has  occurred  through  the 
sputum,  it  has,  almost  without  exception,  been  in  individuals  in 
whom  the  esophagus  was  predisposed  through  traumatism  or  dis- 
ease, or  greatly  reduced  in  vitality  through  the  cachexia  induced  by 
advanced  tuberculosis  of  the  lungs,  intestines,  larynx,  and  other  or- 
gans. 

Thirty-two  cases  of  probable  sputal  infection  have  been  recorded : 
of  these  four  were  associated  with  cancer  of  the  same  tissues;  six 
followed  the  ingestion  of  acids  or  the  development  of  thrush  fungus; 
and  twenty-two  occurred  independent  of  other  disease.  Eleven  of 
these  twenty-two  had  intestinal  tuberculosis,  and  all  had  advanced 
disease  of  the  lungs,  usually  complicated  by  other  organic  involve- 
ment. 

Primary  esophageal  tuberculosis  has  not  yet  been  observed,  al- 
though there  is  strong  groupds  for  the  belief  that  the  first  infection 
of  the  body,  in  some  cases  of  glandular  tuberculosis,  occurs  by  way 
of  the  esophagus.  S.  O.  Shattock,  in  1902,  exhibited  before  the  Lon- 
don Pathological  Society  the  esophagus  of  a  python  that  showed  a 
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primary  tuberculous  infection ;  Shattock  claimed  that  the  infection 
had  occurred  by  invasion  between  the  cells  of  the  epithelium  which 
remained  intact  without  any  ulceration. 

A  probable  reason  for  immunity  to  primary  infection  is  the  ab- 
sence, in  the  human  esophagus,  of  any  considerable  aggregations 
of  lymphatic  tissue — tissue  which  is  present  in  considerable  amount 
in  the  python's  esophagus,  and  which  is  peculiarly  susceptible  to 
tuberculous  infection.  There  are,  however,  small  masses  of  lymph 
tissue  in  the  human  esophagus :  toward  the  lower  end  there  are  dis- 
tinct nodules  of  small  size,  and  above  there  are  small,  diffuse  areas 
of  infiltration  around  the  ducts  of  the  mucous  glands. 

In  a  case  of  acute  miliary  tuberculosis  reported  by  Cone,  the 
esophageal  foci  were  limited  to  these  lymph  follicles  in  the  lower 
two-thirds  of  the  tube,  the  only  case  of  this  kind  on  record.  This 
form  might  easily  be  overlooked  owing  to  the  insignificance  of  these 
structures,  as  only  a  microscopical  examination  would  reveal  their 
presence. 

A  thorough  review  of  the  literature,  including  such  cases  as  those 
of  I:,ouis,  Chvostek,  Paulicki,  Willigk,  Kraus,  Penzoldt,  and  Zenk- 
er, which,  while  probably  tuberculous,  have  not  the  sanction  of  his- 
tological demonstration,  and  those  of  Polandt,  Barry,  Hanot,  No- 
wak,  Penrose,  Voelcker  and  Riviere,  which  had  perforations  of  the 
esophagus  in  consequence  of  tuberculosis  of  contiguous  structures, 
without,  however,  showing  proved  tuberculosis  of  the  esophageal 
mucosa,  reveals  the  following  103  cases,  of  which  eighty-nine  have 
been  analyzed. 

These  cases,  according  to  the  channels  of  infection,  have  been 
classified  as  follows:  i.  Direct  inoculation  of  tissues  predisposed 
through  traumatism.  2.  Tuberculosis  and  cancer.  3.  Direct  in- 
oculation without  previous  injury.  4.  Extension  from  the  larynx 
and  pharynx.  5.  Hematogenous  infection.  6.  Lesions  dependent 
upon  caries  of  the  vertebrae.  7.  Extension  by  continuity  from 
caseous  glands.  8.  Unclassified :  cases  in  which  the  channel  of  in- 
fection cannot  be  definitely  traced. 

I.      SPUTAL  INOCULATION  OF  TISSUES  PREDISPOSED  THROUGH  INJURY. 

In  this  group  six  cases  are  recorded :  those  of  Breus,^'*  Eppinger,^* 
Kraus,*^  Evert,^^  Kundrat^^  and  Rocher.^^ 

Breus's  case  concerned  a  consumptive  of  21  years  who  swallowed 
caustic  potash  and  in  consequence  developed  a  stricture  of  the  esoph- 
agus. The  autopsy  revealed  numerous  cicatrices  and  ulcers  in  the 
esophagus,  pharynx,  and  stomach.  The  ulcers  showed  miliary  and 
caseous  tubercles.  There  was  tuberculosis  of  the  lungs,  lymph 
glands,  kidneys,  spleen,  and  intestines. 
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In  the  case  reported  by  Eppinger,  a  woman  aged  45,  there  was 
stricture  of  the  esophagus  due  to  the  thrush  fungus.  At  the  au- 
topsy the  fungus  masses  were  removed  showing  the  underlying 
mucosa  occupied  by  numerous  tuberculous  ulcers.  The  thrush  was 
likewise  present  in  the  trachea  and  there  was  advanced  tuberculosis 
of  the  lungs.  Eppinger  believed  that  the  tuberculous  infection  de- 
pended upon  the  previous  invasion  of  the  oidium  saccharomyces. 
A  similar  case  was  observed  by  Kraus  in  which  the  middle  third 
of  the  esophagus  was  covered  with  thrush  and  occupied  by  a  large 
tuberculous  ulcer,  1J/2  cm.  in  diameter.  The  patient  seen  by  Evert 
had  had  tuberculosis  for  ten  years  when  he  attempted  suicide  by 
drinking  muriatic  acid.  A  month  later  he  expelled  a  large  tube- 
like piece  of  membrane  covered  with  pus  and  blood,  and  twelve 
weeks  later  died  in  convulsions.  Autopsy  findings  were :  Tuber- 
culosis of  both  apices ;  widespread  scarring  of  the  esophageal  mu- 
cosa; ulceration  and  tubercles  containing  tubercle  bacilli. 

Kundrat's  case  was  of  a  similar  nature,  the  tuberculous  infection 
occurring  upon  a  mucosa  previously  destroyed  by  sulphuric  acid. 

Rocher's  patient  was  a  girl,  12  years  of  age,  who,  one  month  after 
drinking  a  solution  of  potassium,  developed  symptoms  of  stricture. 
Gradual  dilatation  was  practiced.  Hemoptysis  occurred  after  eight 
months,  followed  by  cough  and  cachexia,  with  death  from  tuber- 
culous broncho-pneumonia. 

Autopsy :  Broncho-pneumonia ;  cavity  in  left  apex ;  pleural  ad- 
hesions ;  esophagus  surrounded  by  enlarged  non-caseous  glands ; 
stricture  at  the  middle  of  broncho-diaphragmatic  segment ;  walls  6 
mm.  thick ;  hour-glass  shape ;  no  dilatation  above  but  mucosa  ex- 
tensively ulcerated. 

Rocher's  conclusions  were :  First  stage :  Esophagitis  from  caustic. 
Second  stage :  Debility  from  want  of  nutrition,  leading  to  pulmon- 
ary tuberculosis.  Third  stage :  Swallowing  of  sputum,  transplant- 
ing bacilli  upon  already  altered  mucous  membrane. 

2.  CASES  IN  WHICH  THE  ESOPHAGUS  WAS  COINCIDENTLY  AFFECTED  BY 

CANCER. 

It  includes  the  cases  of  K.  Zenker,'^  Cordua,'-  Edsall  and  Pep- 
per,*" and  Weyeneth.*^  In  Zenker's  case  there  was  a  stricture  of 
the  tube  due  to  an  ulcer  that  involved  the  entire  circumference, 
which,  on  microscopic  examination,  proved  to  be  a  squamous  epi- 
thelioma. It  extended  from  the  mucosa  into  the  muscular  layer.  In 
the  borders  of  the  cancerous  tissue  were  found  typical  tubercles 
some  of  which  had  undergone  caseation.  The  neighboring  lymph 
glands  were  involved  by  both  diseases.  Tubercle  bacilli  were  found 
in  the  tubercles. 
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A  somewhat  similar  case,  in  a  man,  60  years  of  age,  was  described 
by  Cordua.  The  entire  lumen  of  the  tube,  on  a  level  with  the  bifur- 
cation of  the  trachea,  was  invaded  by  cancerous  tissue,  in  the  cen- 
ter of  which  and  about  the  periphery  were  typical  tubercles  con- 
taining giant  cells.  From  the  center  of  the  mass  an  opening  ex- 
tended into  the  peri-esophageal  tissues  but  not  into  the  trachea. 

Pepper  and  Edsall  found  combined  cancer  and  tuberculosis  in  the 
esophagus  of  a  man  of  42,  who  had  suffered  a  long  time  from  pul- 
monary and  laryngeal  tuberculosis.  The  entire  tube,  above  the 
level  of  the  arch  of  the  aorta,  was  occluded,  and  the  walls  were 
converted  into  a  dense  mass  of  fibrous  tissue,  adherent  to  the  verte- 
brae. In  this  fibrous  mass  they  found  cancerous  tissue,  as  well  as 
tubercles,  giant  cells,  and  tubercle  bacilli.  Pepper  and  Edsall  be- 
lieved that  the  first  cause  was  tuberculosis,  owing  to  the  fact  that 
the  central  and  deeper  portions  of  the  tumor  were  composed  of 
fibrous  tissue. 

The  last  case  of  the  series  is  that  described  by  Weyeneth  and  con- 
cerns a  man  of  58,  who  had  had  pulmonary  tuberculosis  for  five 
years ;  for  four  years  suppuration  and  deafness  of  left  ear ;  later  in- 
volvement of  right  ear.  At  time  of  examination  there  had  recently 
developed  difficult  deglutition,  and  vomiting  after  eating.  A  sound 
was  passed  into  the  stomach  without  meeting  an  obstruction.  After 
three  weeks  death  occurred.  The  cause  was  given  as  "Tuberculosis 
pulmonum  et  intestini." 

The  autopsy  showed  tuberculosis  of  both  lungs  and  several  ul- 
cers in  the  neighborhood  of  the  ileo-cecal  valve.  On  the  anterior 
wall  of  the  esophagus,  on  a  level  with  the  bifurcation,  was  an  oval 
ulcer  that  macroscopically  gave  the  impression  of  an  ulcerated  tu- 
mor. Surrounding  the  ulcer  was  an  area  over  which  the  mucosa 
was  destroyed.  Scattered  throughout  this  denuded  area  were  nu- 
merous small  nodules,  both  isolated  and  grouped.  Granulation  tis- 
sue covered  the  base  of  the  ulcer,  and  the  esophageal  wall  in  the 
neighborhood  of  the  ulcer  was  thickened. 

Microscopically  the  chief  mass  was  found  to  be  composed  of  can- 
cer tissue  with  recent  tuberculosis  (bacilli  were  found  in  the  sur- 
rounding nodules)  about  the  periphery. 

In  this  case  the  sequence  was:  tuberculosis  of  the  lungs  and  in- 
testines; carcinoma  of  the  esophagus;  tuberculosis  of  the  esophagus. 
Weyeneth's  opinion,  concurred  in  by  Professor  Ribbert,  was  that 
the  malignant  growth  antedated  by  several  months  the  tuberculous 
invasion.  Infection  by  the  sputum  seems  probable  as  there  were  no 
foci  in  the  neighboring  lymph  glands. 
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Tuberculosis  of  the  lungs  is  very  common  in  cases  of  cancer, 
wherever  located ;  so  it  is  not  remarkable  that  it  should  also  occur 
in  the  tissues  directly  affected  by  the  growth.  It  is  claimed  that 
although  the  condition  induced  by  cancer  tends  to  the  invasion  of 
the  body  by  the  tubercle  bacilli,  it  is  inimical  to  the  spread  of  the 
disease,  and  that,  therefore,  pulmonary  tuberculosis  is  rarely  found 
in  an  active  state,  and  is  almost  always  retrogressive.  The  last  case 
cited  does  not  support  this  supposition. 

3.       DIRECT    INOCULATION    BY    SPUTUM,    WITHOUT    PRE\'I0US    INJURY. 

Sputal  infection  of  the  intact  esophageal  mucosa  has  been  consid- 
ered extremely  rare  but  I  have  been  able  to  collect  twenty-two 
cases  that  may  be  so  classified.  Owing,  however,  to  the  frequent 
co-existence  of  ulcers  and  nodules,  it  is  not  always  possible  to  posi- 
tively determine  whether  the  infection  is  of  sputal  or  hematogenous 
origin. 

In  this  group  are  the  cases  reported  by  Spillman,^^  Mazzotti  (nine 
cases), ^^  Frankel,  '^  Voelcker,^*  Hasselmann,^^  Chvosteck,^  Bauer,'* 
Paulicki,*  Kuemmel,^'  Shrubsall  and  MuUings,*^  Staehelin-Burck- 
hardt,*-  Frerichs,^^  Flexner,^*  and  one  of  Guisez  and  Abrand's."* 

In  Spillman's  case  there  was  a  small  perforation  leading  from 
the  center  of  an  ulcer  which  occupied  the  middle  of  the  tube,  into 
the  left  bronchus.  There  was  pleural  tuberculosis  and  enlarged 
bronchial  glands.  This  case,  in  which  there  had  been  symptoms  of 
stricture,  was  one  of  two  recorded  in  which  a  tubercular  ulcer 
originating  in  the  esophagus  perforated  the  walls.  The  other  case 
was  reported  by  Flexner.  Of  the  twelve  cases  seen  by  Mazzotti,  at 
least  nine  belong  in  this  group : 

Case  I :  Mazzotti's  first  case  was  a  man  of  39  years  with  ad- 
vanced tuberculosis  of  the  lungs  and  intestines.  In  the  lower  por- 
tion of  the  esophagus  were  numerous  tubercles,  some  of  which 
were  ulcerated. 

Case  2 :  The  second  case  was  a  woman  of  ^^.  The  entire  esopha- 
geal mucosa  was  hyperemic,  the  cardiac  end  being  the  more  inject- 
ed. Scattered  throughout  this  inflamed  area  were  numerous  ul- 
cers, tubercular  in  nature.  Near  the  cardiac  orifice  was  a  very 
large,  irregular  ulcer,  produced  by  the  coalescence  of  a  number  of 
smaller  ones.    Death  was  due  to  pulmonary  tuberculosis. 

Case  ^? :  His  next  case  concerns  a  man  of  40  years,  who  died  of 
pulmonary  tuberculosis.  For  two  months  before  death  he  had  ex- 
perienced a  sensation  of  burning  on  deglutition.  At  the  upper 
orifice  of  the  esophagus  were  several  small,  broken-down  tubercles, 
and  beneath  these,  in  the  middle  and  lower  thirds,  two  isolated 
ulcers  of  comparatively  large  size. 
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Case  4:  The  fourth  case  was  a  woman  of  35  years,  who,  in  addi- 
tion to  pulmonary  tuberculosis,  had  rather  extensive  involvement 
of  the  esophagus,  the  ulcers  extending  throughout  the  middle  and 
inferior  thirds. 

Case  5:  In  another  case,  a  man  6a  years  of  age,  the  lower  half 
of  the  esophagus  contained  about  thirty  elliptical  ulcers  tha't  in- 
creased in  size  as  they  approached  the  cardiac  orifice.  Death  was 
occasioned  by  advanced  pulmonary  and  intestinal  tuberculosis. 

Case  6:  This  case,  a  young  man  of  18  years,  presented  condi- 
tions which  were  similar  to  those  of  Case  4. 

Case  7:  A  man,  67  years  of  age,  who  had  pulmonary  and  in- 
testinal tuberculosis,  was  found,  on  autopsy,  to  have  numerous  ul- 
cers in  the  upper  part  of  the  esophagus,  and  a  traction  diverticulum 
as  large  as  the  end  of  the  little  finger  at  the  junction  of  the  middle 
and  lower  third.  The  mucosa,  between  the  diverticulum  and  ulcers, 
was  dotted  with  numerous  tubercles. 

Case  8:  The  eighth  case  was  a  woman,  age  48,  who  also  had 
intestinal  and  pulmonary  tuberculosis.  In  the  midst  of  an  intensely 
congested  area  in  the  lower  two-thirds  of  the  esophagus  was  a  mass 
of  ulcers,  about  15  in  number,  superficial  and  small,  with  one  ex- 
ception. 

Case  p :  The  last  of  Mazzotti's  cases  to  fall  in  this  group  was  that 
of  a  man  of  61  years.  The  upper  part  of  the  esophagus  contained 
four  or  five  ulcers,  and  there  was  chronic  tuberculosis  of  the  lungs. 
Tubercle  bacilli  were  found  in  all  of  Mazzotti's  cases. 

Frankel  describes  the  case  of  a  man,  33  years  old,  who  died  of 
intestinal  and  pulmonary  tuberculosis.  The  esophagus  was  the  seat 
of  a  large  number  of  small,  yellowish  nodules,  some  of  which  were 
ulcerated,  and  of  several  round  ulcers.  Tubercle  bacilli  were 
found.  Frankel  could  not  determine  whether  he  had'  to  deal  with  a 
hematogenous  infection  or  one  due  to  the  sputum. 

Voelcker's  case,  one  of  the  five  described  by  him,  concerned  a 
child  of  5  years,  who  upon  post-mortem  examination,  showed  an 
oval  ulcer,  three-fourths  of  an  inch  long,  on  the  anterior  wall  of  the 
esophagus  at  the  level  of  the  bifurcation  of  the  trachea.  Voelcker 
says  "The  muscular  coat  remains,  the  floor  is  smooth  as  if  healed, 
although  in  the  neighborhood  of  a  caseating  gland.  The  ulceration, 
as  far  as  could  be  seen,  had  not  started  from  or  been  in  any  way 
caused  by  the  gland." 

Hasselmann's  report  deals  with  an  infant  boy,  6  months  old,  in 
whom  there  were  lesions  in  the  esophagus,  both  lungs,  the  intestines, 
and  the  bronchial  and  mesentric  glands.    In  the  lower  part  of  the 
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esophagus  were  two  deep  ulcers,  the  lowermost  lying  immediately 
above  the  cardia.  Microscopic  examination  proved  them  to  be 
tuberculous. 

The  cases  reported  by  Chvostek  and  Paulicki  have  been  rejected 
by  various  writers  owing  to  a  failure  of  histological  confirmation, 
but  were  probably  tuberculous.  The  former  observed  a  patient,  43 
years  of  age,  who,  for  several  weeks  preceding  death,  complained 
of  some  difficulty  in  swallowing.  At  autopsy  he  found  numerous 
round  and  oval  ulcers  in  the  lower  portion  of  the  esophagus.  Sur- 
rounding the  ulcers  were  numerous  yellowish- white  nodules  from 
some  of  which  a  pus-like  fluid  could  be  expressed.  Paulicki's  case 
was  an  old  man  of  74  who  had  suffered  from  difficult  deglutition, 
and  whose  esophagus  contained  a  stricture  on  a  level  with  the  cricoid 
cartilage.  A  large  ulcer  was  found  on  the  posterior  wall  and  a 
smaller  one  beneath  and  to  one  side  of  this. 

One  of  the  few  cases  in  which  a  clinical  diagnosis  has  been  made 
was  exhibited  by  Bauer  and  later  reported  by  K.  Zenker.  The 
sound  revealed  an  obstruction  22  cm.  from  the  teeth.  There  was 
extreme  dysphagia.  On  a  level  with  the  cricoid  cartilage  the  eso- 
phagus had  been  girdled  by  an  ulcer  leading  to  partial  stenosis. 
Tuberculosis  was  proved  by  histological  examination,  and  there 
was  in  addition  tuberculosis  of  both  lungs.  The  larynx  was  free. 
Diagnosis  had  been  made  by  exclusion.  This  case  is  practically 
identical  with  the  one  described  by  Paulicki. 

In  a  man.  dead  of  tuberculosis  of  the  lungs,  trachea,  and  intes- 
tines, Shrubsall  and  Mullings  found  a' large,  tuberculous  ulcer,  that 
involved  almost  the  entire  circumference  of  the  esophagus.  The'^e 
had  been  no  symptoms  referable  to  this  organ. 

In  Kuemmel's  case  also  there  had  been  an  entire  lack  of  sub- 
jective symptoms  although  the  esophagus  was  the  seat  of  a  large 
ulcer,  13  cm.  long,  that  occupied  the  entire  width  of  the  tube.  The 
lungs  were  extensively  involved,  and  there  was  tuberculosis  of  the 
intestines,  larynx,  prostate,  and  peri-bronchial  glands. 

Another  case  of  this  nature  is  that  recorded  by  Staehelin-Burck- 
hardt,  and  concerns  a  man  60  years  of  age,  who  was  admitted  to 
the  hospital  with  a  diagnosis  of  pulmonary  emphysema  and  chronic 
bronchitis.  There  was  no  history  of  difficult  deglutition.  Death  oc- 
curred within  a  few  hours  and  the  autopsy  disclosed  a  large  ulcer 
beneath  a  group  of  miliary  tubercles,  the  affected  area  lying  5.5  cm. 
below  the  base  of  the  cricoid.  Somewhat  below  the  ulcer,  in  the 
middle  line,  was  a  typical  traction  diverticulum.  Tubercle  bacilli 
were  found  in  the  ulcer,  and  there  was  tuberculosis  of  both  lungs 
and  of  the  intestines. 
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Frerichs  observed  a  girl  of  8  years  who  had  tuberculosis  of  the 
lungs,  pharynx,  kidneys,  intestines  atid  esophagus.  In  the  esopha- 
gus, in  the  lower  third,  were  several  tuberculous  ulcers  surrounded 
by  nodules. 

The  case  recorded  by  Flexner  is  the  second  one  in  which  an  ulcer 
originating  in  the  esophagus  perforated  the  walls.  In  this  instance 
the  perforation  was  into  the  left  pjeural  cavity,  in  Spillmann's,  into 
the  left  bronchus. 

The  autopsy  report  as  given  by  Flexner,  follows :  "For  a  distance 
of  4.5  cm.  the  esophagus  lies  freely  exposed  in  the  left  pleural  cav- 
ity. At  a  point  2.5  cm.  above  the  arch  of  the  aorta,  where  the  left 
common  carotid  is  given  off,  there  is  a  perforation  leading  directly 
into  the  lumen  of  the  esophagus.  The  tissues  surrounding  the  eso- 
phagus are  edematous  and  hyperemic,  and  a  considerable  loss  of 
substance  has  occurred  in  the  connective  tissue  covering  it.  For  a 
space  of  4x2  cm.  the  connective-tissue  sheath  is  entirely  wanting,  or 
very  thin.  On  section  of  the  esophagus  there  are,  in  the  anterior 
wall  but  somewhat  to  the  left  of  the  middle  line,  two  ulcers,  meas- 
uring 7.5x4  mm.  The  more  superficial  one  reaches  the  muscular 
coat  but  does  not  penetrate  beyond,  while  the  other  has  perforated 
the  esophagus  and  communicates  by  a  small  opening  with  the  left 
pleural  cavity." 

The  subject  was  a  woman,  33  years  old,  who  had  tuberculosis 
of  the  lungs,  pleura,  intestines,  and  the  cervical  and  bronchial 
glands,  as  well  as  of  the  pyo-pneumo-thorax.  Flexner  did  not  be- 
lieve the  tuberculous  pleurisy  was  a  result  of  the  perforation. 

The  case  observed  by  Guisez  and  Abrand  is  particularly  interest- 
ing in  that  it  was  subjected  to  exact  clinical  study,  and  the  results 
of  treatment  could  be  accurately  observed :  A  man  of  34,  who  gave 
no  history  of  syphilis,  had  been  ill  for  one  year  with  progressive 
anemia,  accompanied  by  severe  cough  and  expectoration.  For  the 
previous  month  he  had  had  some  dysphagia,  which  suddenly,  dur- 
ing the  course  of  a  meal,  became  so  severe  as  to  lead  to  the  belief 
that  a  foreign  body  had  lodged  in  the  gullet.  The  pain  disappeared 
and  reappeared  at  intervals,  and  finally  became  permanent.  An 
ulcer,  grayish  in  color,  and  surrounded  by  a  pale  mucosa,  15^  cm. 
long  by  ^  to  I  cm.  wide,  was  located  20  cm.  from  the  dental  arch. 
The  dilatation,  occasioned  by  the  esophagoscopy,  relieved  the  dys- 
phagia, and  was  repeated  fifteen  days  later.  The  patient  had  im- 
proved both  in  weight  and  appearance.  At  the  second  treatment 
the  ulcer  was  touched  with  50  per  cent  lactic  acid,  and  dilatation 
did  not  occasion  pain.    Three  treatments  were  given  with  great  re- 
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lief,  but  death  occurred   from  the  pulmonary  process  one  month 
after  the  beginning  of  treatment. 

Guisez  and  Abrand  class  this  case  as  one  due  either  to  emboli 
by  lymph  or  blood  stream,  or  to  a  direct  primary  infection.  As 
there  was  pulmonary  disease,  accompanied  by  copious  expectora- 
tion, the  assumption  is  warranted  that  the  esophageal  lesion  was  a 
result  of  sputal  infection. 

4.  Direct  extension  from  the  pharynx  and  larynx:  In 
this  group  can  be  placed  the  cases  of  Beck,"  Birch-Hirschfeld ,^' 
Orth,-^  Noder,**  Caselmann,^*  and  the  author,"**  In  Beck's  case, 
a  man  of  54,  there  was  extensive  ulceration  of  the  lower  pharynx, 
the  base  of  the  tongue,  and  the  upper  esophagus  in  its  entire  cir- 
cumference. For  three  months  before  death  the  patient  had  had 
difficulty  in  swallowing. 

Direct  extension  into  the  esophagus  from  the  larynx  and  pharynx 
was  seen  by  Birch-Hirschfeld,  and  from  the  pharynx  by  Orth. 
Noder  described  a  case  in  which  extension  occurred  from  lesions 
in  the  lower  pharynx  and  recessus  pyriformis,  and  Caselmann  one 
in  which  the  upi>er  aperture  of  the  larynx,  including  the  epiglottis 
and  the  upper  esophagus,  was  involved  by  ulceration. 

The  specimen  examined  by  the  author  was  from  a  patient  of  38 
years,  in  whom  the  presence  of  such  a  focus  had  been  unsuspected. 
Such  symptoms  as  might  otherwise  have  been  noticeable  were  com- 
pletely masked  by  the  severe  dysphagia  attending  the  laryngeal 
lesions.  Both  arytenoid  cartilages,  the  aryteno-epiglottidean  folds, 
and  the  epiglottis  were  extensively  infiltrated  and  ulcerated,  and  the 
upper  third  of  the  esophagus  was  the  site  of  three  groups  of  ulcers. 

The  uppermost  group  was  in  direct  connection  with  the  ulcers  at 
the  laryngeal  orifice ;  the  middle  group,  consisting  of  four  small 
ulcers,  was  opposite  the  cricoid  cartilage ;  the  lowermost,  consisting 
of  one  large  ulcer  in  the  center,  and  one  small  erosion  toward  the 
left  lateral  wall,  was  nearly  on  a  level  with  the  bifurcation  of  the 
trachea.  There  was  extensive  involvement  of  the  lungs  and  intes- 
tines. 

5.  Hematogenous  infection  :  This  group  includes  the  cases 
of  Cone ,"  Glockner ,'«  Mazzotti ,"  V.  Schrotter ,"  Staehelin-Burck- 
hardt,'*  and  Starck."  Frankel's  case,  sometimes  considered  to  be 
of  hematogenous  origin,  has  been  here  classified  in  division  III. 

The  anatomical  diagnosis  in  Cone's  case,  a  negro,  aged  33  years, 
was  as  follows:  "Removal  of  testicle  (for  tuberculosis)  eighteen 
months  previously:  tuberculosis  of  epididymis  and  remaining  tes- 
ticle, seminal  vesicles  and  prostate  gland;  generalized  tuberculosis; 
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chronic  tuberculosis  of  the  lungs ;  peculiar  nodular  forms  of  tuber- 
culosis of  spleen  and  kidneys ;' tuberculosis  of  adrenal  glands ;  Addi- 
son's disease.  The  esophagus  shows  in  its  lower  two-thirds  elevated 
dot  and  larger  nodules  in  great  numbers.  None  of  these  are 
caseous,  but  the  smaller  points  resemble  the  individual  tubercles 
found  in  the  spleen,  liver,  and  other  glands.  The  elevated  dots 
and  nodules  found  in  the  lower  two-thirds  of  the  esophagus  are 
seen  to  be  enlarged  lymph  follicles,  invaded  by  miliary  tubercles 
which  at  times  become  conglomerated.  The  mode  of  infection  in 
this  case  offers  no  difficulties;  it  is  really  of  hematogenous  origin, 
the  original  focus  being  the  diseased  testicle." 

This  is  the  only  case  in  which  the  esophageal  foci  have  been 
limited  to  the  lymphoid  structures,  and,  as  Cone  suggests,  there  is 
a  strong  probability  of  this  form  being  overlooked  owing  to  the  in- 
significance of  these  structures  even  when  involved  in  a  general 
tuberculosis.  Without  thorough  microscopic  examination  such  a 
focus  might  easily  escape  discovery. 

Glockner  describes  a  case  which  presumably  belongs  in  this  divi- 
sion. The  patient,  a  man  48  years  of  age,  had  tuberculosis  of  both 
lungs,  the  pleura,  liver,  kidneys,  spleen,  esophagus,  and  peri-bron- 
chial and  mesenteric  lymph  glands.  About  the  middle  of  the  eso- 
phagus was  a  thickened  zone,  encircling  the  tube,  which  consisted 
of  caseous  tubercles  which  had  infiltrated  and  were  limited  to  the 
muscular  coat.  The  mucosa  and  submucosa  were  normal,  and  there 
was  no  involvement  of  the  peri-esophageal  tissues. 

Two  of  Mazzotti's  cases  can  be  ascribed  to  hematogenous  infec- 
tion with  a  strong  show  of  reason,  although  the  second  has  usually 
been  credited  to  infection  by  the  sputum. 

This  controverted  case  concerns  a  woman  of  37  years  who  had 
tuberculosis  of  both  lungs,  ulcers  in  the  intestines,  and  miliary 
tubercles  in  the  liver.  In  the  upper  part  of  the  esophagus  the  mu- 
cous membrane  was  considerably  thickened  and  occupied  by  numer- 
ous caseous  miliary  tubercles.     Bacilli  were  demonstrated. 

His  first  case  was  a  child  of  10  years  who  had  died  of  miliary 
tuberculosis  of  the  brain,  lungs  and  spleen,  following  tuberculosis 
of  the  bronchial  glands.  In  the  course  of  this  general  dissemina- 
tion a  miliary  outbreak  occurred  in  the  esophagus. 
.  V.  Schrotter  treated  a  man  of  37  years  who,  eleven  years  before 
had  contracted  syphilis  and  who  for  the  preceding  year  had  had 
progressive  difficulty  in  swallowing.  Fleeting  improvement  followed 
mercurial  inunctions  and  dilatation,  but  he  soon  lelapsed  and  died. 
Examination  showed  a  stenosis  of  the  esophagus  15  cm.  below  the 
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larynx,  due  to  fibrous  masses  and  nodules  in  the  muscular  layer. 
The  peri-esophageal  tissue  was  somewhat  thickened  but  the  stenosed 
section  was  freely  movable.  Microscopic  examination  showed  dis- 
seminated tubercles  in  the  muscles  and  granulation  tissue  in  the  mu- 
cosa. Neither  bacilli  nor  spirochetae  were  demonstrated.  Both 
lungs  were  badly  involved,  and  there  were  ulcerations  in  the  ileum 
and  trachea. 

Another  undoubted  case  of  this  nature  is  that  reported  by  Staeh- 
elin-Burckhardt,  a  girl  of  14  years,  who  died  of  tuberculous  menin- 
gitis. The  following  is  Staehelin-Burckhardt's  anatomical  diagno- 
sis: "Meningitis  tuberculosa.  Miliary  tuberculosis  of  the  lungs, 
kidneys,  liver,  spleen,  and  thyroid.  Chronic  tuberculosis  of  the 
bronchial  glands,  the  fibula  and  the  tendon  sheaths  of  the  right  leg. 
In  the  esophagus,  in  the  upper  third  of  the  anterior  wall,  a  clear- 
cut  ulcer  6  to  10  mm.  and  6  to  8  mm.  in  depth.  In  the  base  of  the 
ulcer  typical  tubercles  were  found.  At  one  point  the  process  ex- 
tended through  the  entire  wall  of  esophagus  and  into  the  m.ucous 
glands  of  the  trachea,  without  reaching  the  tracheal  mucosa  itself. 
At  different  points  between  the  trachea  and  esophagus  were  found 
small  masses  of  lymph-adenoid  tissue,  in  which  were  typical 
tubercles." 

The  final  case  in  this  group  is  that  recorded  by  Starck.  A  man 
of  48  years  died  following  amputation  of  the  thigh  for  "gonitis 
tuberculosa  exsudativa."  There  was  also  bilateral  apical  tuberculo- 
sis. Post-mortem:  Pleura  thickened,  adhesions,  much  liquid; 
trachea  and  larynx  normal.  Peritoneum :  numerous  nodules ;  mes- 
enteric glands  swollen  and  caseous ;  glands  around  abdominal  aorta 
enlarged  and  caseous ;  esophagus  adherent  to  pleura,  lungs,  peri- 
cardium and  mediastinal  glands ;  extensive  diffuse  dilatation,  which 
extends  in  a  funnel-shape  towards  the  cardia,  walls  thickened;  mu- 
cosa the  seat  of  many  ulcers ;  numerous  tubercles  in  the  muscular 
coat  and  the  submucosa." 

6.  Tuberculosis  due  to  caries  of  the  vertebrae:  In  this 
group  I  have  been  able  to  find  but  seven  cases;  three  recorded  by 
Penzoldt ;"  one  by  Kauffmann  f^  two  by  Uhde  ;•  and  one  by  Loesch- 
ner." 

Of  Penzoldt's  cases  one  was  a  man  of  36  years,  the  second  a  man 
of  46,  and  the  third  a  man  53  years  of  age.  The  first  case  had 
tuberculosis  of  the  lungs  and  intestines,  and  caries  of  the  fifth  and 
sixth  cervical  vertebrae.  Kyphosis  and  scoliosis.  The  posterior 
wall  of  the  esophagus,  opposite  the  fifth  vertebra,  was  perforated 
by  an  abscess  that  originated  in  the  diseased  vertebrae. 
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In  the  second  case  post-mortem  examination  showed:  "Caries  of 
the  first  four  dorsal  vertebrae,  with  perforation  of  the  abscess  into 
the  esophagus.  Pachymeningitis  on  a  level  with  the  diseased  verte- 
brae. Recent  bilateral  pleurisy.  Pneumonia  of  the  right  upper 
lobe.  Partial  collapse  of  the  right  lower  lobe."  A  sound,  passed 
from  the  front  through  the  cavity,  entered  the  spinal  canal.  The 
perforation  was  i  cm.  in  diameter.  The  only  symptoms  evoked 
were  those  dependent  upon  the  disease  of  the  cord. 

The  third  patient  had  presented  the  signs  of  pulmonary  phthisis 
and  caries  of  the  upper  dorsal  vertebrae.  While  under  observation 
there  occurred  a  sudden  expectoration,  unattended  by  cough,  of  an 
abundant  bloody  pus,  with  severe  pain  in  the  throat,  dysphagia, 
chills,  and  collapse.  Digital  examination  was  negative;  larynx  nor- 
mal; on  the  wall  of  the  pharynx,  on  a  level  with  the  apex  of  the 
arytenoids,  was  a  tumor-like  swelling.  Death  occu;"red  two  days 
alter  the  onset  oi  these  symptoms. 

Autopsy:  Chronic  caseous  pneumonia  of  both  apices;  caries  of 
the  first  four  dorsal  vertebrae  with  large  abscess ;  kyphosis.  A  fis- 
tula 7  mm.  in  width,  extended  from  the  abscess  cavity  into  the 
esophagus. 

At  the  point  of  perforation  the  esophagus  was  drawn  to  the  right 
and  fused  with  a  lymph  gland  and  the  right  half  of  the  first  dorsal 
vertebra.  Below  the  perforation  the  esophagus  had  a  right-angled 
kink,  corresponding  to  the  kyphosis.  A  sound  passed  into  the  fis- 
tula entered  the  abscess  cavity,  touched  the  carious  bone,  and  en- 
tered the  spi-nal  canal.  In  none  of  Penzoldt's  cases  was  there  a  his- 
tological confirmation  of  the  diagnosis. 

The  case  observed  by  Loeschner  was  a  child  in  whom  the  abscess 
originating  in  caries  of  the  vertebrae  perforated  into  the  esophagus. 
Ude,  in  1856,  reported  two  cases  in  both  of  which  large  abscesses 
had  extended  into  the  posterior  mediastinum.  In  one  case  the  only 
symptoms  were  a  kyphosis  involving  the  three  upper  dorsal  verte- 
brae and  motor  paraparesis.  A  perforation  three-quarters  of  an 
inch  in  diameter,  with  fibrous  walls,  extended  into  the  esophagus. 
The  food,  both  solid  and  liquid,  entered  the  abscess  cavity,  except 
when  the  head  was  bent  strongly  forward,  thus  forming  a  fold  at 
the  under  edge  of  the  fi.stula. 

In  the  second  case  there  was  caries  of  the  dorsal  vertebrae  from 
the  fourth  to  the  tenth,  and  the  resultant  abscess  had  an  opening 
into  the  esophagus  at  the  center  of  the  point  where  the  third  dorsal 
almost  touched  the  body  of  the  eighth  dorsal.  The  cavity  had  sud- 
denly opened,  the  pus  passing  through  the  intestinal  tract. 
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The  only  other  case  in  this  division  is  Kauft'mann's,  reported  in 
1904,  in  which  there  was  a  tuberculous  stricture  of  the  esophagus 
consequent  upon  caries  of  the  first  two  dorsal  verteSrae.  The  pa- 
tient, a  man  of  64  years,  was  admitted  to  the  hospital  on  April  4, 
suffering  with  an  abscess  in  the  left  cervical  region,  to  which  was 
attributed  the  existing  difficulty  in  deglutition.  After  incision,  a 
sound  introduced  into  the  wound  passed  into  the  esophagus.  An 
esophageal  sound,  passed  by  the  mouth,  was  arrested  18  cm.  from 
the  teeth.  There  was  tuberculosis  of  both  apices,  and  this  condition, 
together  with  the  character  of  the  abscess,  was  sufficient  to  warrant 
the  diagnosis  of  tuberculous  stricture  of  the  esophagus. 

The  stenosis  gradually  increased  and  became  impermeable  to  the 
sound,  and  all  foods,  liquids  and  solids,  escaped  by  the  fistula  which 
opened  on  the  left  side  of  the  neck,  or  was  promptly  regurgitated. 
The  patient  was  nourished  by  intestinal  alimentation,  and  after  May 
14,  through  an  intestinal  opening.    He  died  on  June  22. 

Autopsy  showed  advanced  caries  of  the  first  two  dorsal  verte- 
brae, more  marked  on  the  lateral  aspects  of  the  bodies,  leaving  the 
spinal  canal  intact.  The  esophagus  was  stenosed  at  the  superior 
orifice  and  distended  into  a  globular  shape.  There  was  a  cavity  in 
the  right  apex,  but  this  had  no  direct  relation  to  the  vertebral  focus. 
The  stenosis  was  undoubtedly  due  to  the  vertebral  caries.  There 
had  been  no  disturbances  of  sensibility  of  the  upper  limbs,  nor  the 
slightest  pain  along  the  spine. 

7.     EXTENSION    BY    CONTINUITY    FROM    CASIvOUS    BRONCHIAL    GLANDS: 

This,  by  far  the  most  frequent  etiological  factor,  is  responsible 
for  the  following  cases :  Bartlett,*^  (2  cases)  ;  Weichselbaum,*'' 
Beck,^'  Pitt,^'  Orth,-''  (two  cases)  ;  Zenker,^^  (2  cases)  ;  Earth,* 
Danel,^^  Mazzotti,--  Gruenewald,"  Schilling,*°  (2  cases)  ;  Zelen- 
kofif.-"  Letulle,'^  (2  cases).  Voelcker,-®  (4  cases),  Penrose,*'^  Barry,-^ 
Riviere,''^  (3  cases)  ,  Spillman  (  classified  as  due  to  sputal  infec- 
tion) ,  Flexner  (classified  as  due  to  sputal  infection)  ;  Polandt,^^ 
Nowak,'°  Hanot.-^  and  Guisez-Abrand."^  Zerenin's  case  probably 
belongs  in  this  group,  but  owing  to  some  doubt  it  has  been  placed 
in  the  list  of  unclassified  cases. 

In  the  first  of  Bartlett's  cases  the  anterior  wall  of  the  esophagus 
had  five  fistulous  openings,  communicating  with  cavities  within  as 
many  peri-bronchial  and  posterior  mediastinal  glands.  About  the 
openings,  and  completely  covering  the  mucosa  of  the  surrounding 
parts,  were  numerous  ulcers  and  caseous  nodules.  There  was-  tuber- 
culosis of  the  intestines,  Ifver.  kidneys  and  spleen.     Bartlett's  diag- 
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nosis  was,  "chronic  lymphatic  tuberculosis  with  tuberculous  pleurisy 
and  secondary  general  miliary  tuberculosis." 

His  second  case  was  a  negro,  in  whose  esophagus  was  found  a 
single  perforation  leading  into  a  gland  behind  the  bifurcation  of 
the  trachea.  There  were  four  small  ulcers  about  the  opening  of 
the  fistula.  There  was  miliary  tuberculosis  of  the  liver,  spleen, 
peritoneum  and  lungs.  In  neither  of  these  was  there  clinical  evi- 
dence of  an  esophageal  lesion. 

A  second  case  in  which  there  were  numerous  perforations  is  that 
of  Weichselbaum.  Eight  fistulae,  all  located  about  two  inches  above 
the  bifurcation  of  the  trachea,  communicated  with  caseous  glands. 
Almost  the  entire  esophagus  was  studded  with  nodules.  There 
was  pulmonary,  intestinal,  laryngeal  and  tracheal  tuberculosis,  and 
the  cervical  and  mediastinal  glands  were  caseous. 

Beck's  case  was  a  man  with  pyo-pneumothorax,  tuberculous 
meningitis,  tuberculosis  of  the  lungs,  larynx,  bronchial  and  medias- 
tinal glands,  and  trachea.  In  the  anterior  wall  of  the  esophagus,  on 
a  level  with  the  bifurcation  of  the  trachea,  was  a  diverticulum  due 
to  traction  of  adherent  caseous  glands.  Above  the  diverticulum 
was  a  large  ulcer  surrounded  by  small  nodules.  The  ulcer  cor- 
responded with  a  softened  area  in  a  mass  of  adherent  glands  lying 
between  the  esophagus  and  the  trachea. 

In  Pitt's  case,  and  two  of  Orth's,  perforation  occurred  secondary 
to  adhesions  between  the  esophagus  and  bronchial  glands,  in  the 
neighborhood  of  the  bifurcation  of  the  trachea.  Zenker's  two  cases 
were  of  a  similar  nature,  but  in  one  the  entire  tube  was  the  seat 
of  a  severe  phlegmenous  inflammation.  Additional  cases  of  the 
same  character  are  recorded  by  Barth  and  Danel,  the  opening  in 
Danel's  case  measuring  i  cm. 

The  cases  reported  by  Mazzotti  and  Schilling  are  similar  to 
Beck's;  instances  of  traction  diverticula  with  ulcers  about  the  fis- 
tulous openings, 

Mazzotti's  case  was  a  man  of  21  years  who  had  succumbed  t6 
pulmonary  and  intestinal  tuberculosis.  Two  perforations,  situated 
at  the  junction  of  the  upper  and  middle  third,  led  into  caseous 
bronchial  glands.  At  the  junction  of  the  middle  and  lower  third 
were  two  more  ulcers,  and  somewhat  lower  a  third  group.  The 
caseous  glands  also  communicated  with  the  left  bronchus. 

Cases  in  which  infection  of  the  esophagus  was  a  result  of  per- 
foration of  tracheal  and  peri-bronchial  glands  are  recorded  by 
Gruenewald,  Lalague,  Meyerhoff  and  Denonvilliers. 
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Londe's  case  was  a  man  of  50,  who  had  died  of  a  hematemesis. 
TKere  was  miliary  tuberculosis  of  the  pleura,  with  caseation  of  the 
bronchial  glands  and  their  amalgamation  wilh  the  esophagus.  A 
fisutla,  at  autopsy  still  filled  with  blood,  extended  from  the  glands 
into  the  esophagus  immediately  below  the  bifurcation  of  the  trachea. 

ZelenkotT  reported  a  case  in  which  impaired  nutrition  and  death 
followed  gastrostomy.  The  glands  at  the  root  of  the  right  lung 
were  caseous  and  confluent,  forming  a  mass  that  surrounded  the 
esophagus  and  which  had  ulcerated  through  its  anterior  wall.  In 
the  glands  was  a  cavity  as  large  as  an  egg,  filled  with  detritus. 

Of  the  two  cases  described  by  LetuUe  one  is  quite  similar  to 
Londe's  case,  while  doubt  attaches  as  to  the  tuberculosis  nature  of 
the  other.  In  this  patient  a  tuberculous  empyema  ruptured  into 
the  esophagus  but  this  organ  did  not  show  any  giant  cells  or  tubercle 
bacilli 

'  Guisez  and  Abrand  observed  a  man  of  37  years,  who  was  mark- 
edly emaciated  as  the  result  of  a  long-standing  pulmonary  phthisis, 
and  who  for  three  months  had  suffered  from  dysphagia  during  the 
swallowing  of  solid  food.  Esophagoscopy  showed  a  pocket-dilata- 
tion occupying  the  upper  third  of  the  tube,  of  from  200  to  250  cm. 
capachty  :  22  cm.  from  the  dental  arch  was  a  stenosis  admitting  only 
a  filiform  bougie  No  9.  The  mucosa  was  blanched  and  ulcerated, 
and  the  Avails  were  infiltrated  and  immobilized  by  adhesions  to  the 
neighboring  tissues. 

The  patient  died  one  month  after  examination,  and  the  autopsy 
showed  an  esophageal  stenosis  above  the  level  of  the  bifurcation 
of  the  trachea.  This  region  was  entirely  surrounded  by  swollen 
glands,  two  of  which  were  the  size  of  a  hen's  egg,  and  which  had 
undergone  caseation.  The  anatomical  diagnosis  was  "Case  of  eso- 
phageal tuberculosis  through  secondary  invasion  of  the  walls  from 
tuberculous  glands." 

Voelcker's  first  case  was  a  boy  of  9  years  in  whose  esophagus 
there  was  an  opening  5  mm.  in  diameter,  somewhat  below  the  level 
of  the  bifurcation  of  the  trachea,  which  communicated  with  a  cavity 
filled  with  caseous  material.  Abdominal  tuberculosis  was  absent. 
The  three  other  cases  seen  by  him,  the  result  of  2.504  autopsies  up- 
on children,  were  of  a  somewhat  similar  nature.  Penrose's  case  was 
a  baby  of  7  month,  but  proof  is  lacking  as  to  whether  perforation 
was  followed  by  actual  tuberculosis  of  the  esophagus. 

Barry  observed  a  case  that  had  run  a  symptomless  course,  in 
which  there  was  an  esophageal  fistula  leading  into  the  trachea.  The 
posterior  bronchial  glands  were  caseous,  communicating  by  fistulae 
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with  the  trachea,  bronchus,  and  the  superior  vena  cava.  It  was  to 
the  hemorrhage  occasioned  by  this  last  opening  that  death  was  due. 

Riviere  has  recorded  three  cases,  but,  like  so  many  others  in  this 
group,  they  lack  histological  confirmation.  In  two  of  these  cases 
the  gland  had  completely  emptied  its  caseous  contents  into  the  eso- 
phagus, and  the  gland  cavities  were  lined  with  an  apparently  healthy 
mucous  membrane. 

Additional  cases  of  perforation,  without,  however,  the  establish- 
ment of  actual  tuberculous  foci  in  the  walls,  are  reported  by  Pol- 
andt,  Nowak  and  Hanot.  In  Nowak's  case,  a  woman  of  6i,  there 
was  primary  tuberculosis  of  the  bronchial  glands,  from  .which  fis- 
tulae  extended  into  the  esophagus,  pericardium  and  trachea.  The 
case  of  an  infant,  i8  months  old,  in  whom  perforation  occurred  in- 
to the  left  bronchus,  was  recorded  by  Polandt,  and  Hanot  describes 
the  case  of  a  man  of  22  years  in  whom  rupture  took  place  into  the 
esophagus  and  trachea. 

In  the  cases  reported  by  Spillmann  and  Flexner  the  infection 
probably  occurred  through  the  sputum,  and  the  perforations  took 
place  in  the  opposite  direction  from  the  others  here  described,  that 
is,  the  ulcers  originated  in  the  esophagus  and  ruptured  outwards. 
These  are  the  only  two  cases  of  this  nature. 

8.       UNCLASSIFIED. 

In  this  group  are  placed  the  cases  that  cannot  be  definitely  as- 
cribed to  any  one  particular  channel  of  infection,  i.  e.,  those  of 
Moure  and  Viel,^'*  and  Zerenin.*^ 

The  first  is  one  of  the  very  few  cases  in  which  a  clinical  diag- 
nosis was  definitely  made,  and  in  which  both  the  subjective  and 
objective  symptoms  were  accurately  observed;  hence  it  is  deserving 
of  detailed  report.  A  man,  36  years  of  age,  during  the  course  of 
a  meal,  suffered  from  an  attack  of  dysphagia  so  sudden  that  he  be- 
lieved it  to  be  due  to.  the  swallowing  of  a  foreign  body.  Following 
this  he  was  unable  to  swallow  anything  but  purees  and  liquids,  the 
latter  only  when  hot.  Deglutition  was  followed  by  a  sensation  as 
of  a  foreign  body  in  the  mid-sternal  region,  and  frequently  by  re- 
gurgitation. Radiography  showed  only  hypertrophy  of  the  tracheal 
and  bronchial  glands.  An  esophageal  sound  (large)  was  stopped 
34  cm.  from  the  dental  arch  by  spasm  of  the  tube.  This  soon  yield- 
ed and  allowed  free  passage.  For  a  few  days  following  he  was 
able  to  swallow  eggs. 

Esophagoscopy  showed  the  posterior  wall,  and  in  particular,  the 
left  antero-lateral  wall,  occupied  by  a  series  of  confluent  ulcers 
with  irregular  borders.     The  neighboring  mucosa   was   congested 


lockard:    esophageal  tuberculosis.  581 

and  soft  and  bled  easily.  This  same  characteristic  was  observed 
by  Schrotter,  the  bleeding  in  his  case  being  sufficiently  profuse  to 
interfere  with  the  examination.  The  lesions  appeared  to  be  super- 
ficial and  the  esophageal  wall,  preserved  its  suppleness.  The  lesions 
extended  about  8  cm.  and  the  tube  above  it  did  not  appear  to  be 
dilated.  It  was  evident  that  the  dysphagia  was  due  to  the  chronic 
spasm  induced  by  the  ulcers.  Intestinal  obstruction  developed  and 
examination  showed  an  irregular  mass  in  the  pelvis.  Abdominal 
incision  evacuated  several  liters  of  fluid  and  showed  generalized 
tuberculous  peritonitis,  with  nodules  filling  the  small  pelvis.  Death 
occurred  four  months  after  onset  of  the  subjective  symptoms.  An 
autopsy  could  not  be  obtained. 

Zerenin.  under  the  title  "Esophago-cervical  abscess  of  a  tuber- 
culous character,"  described  a  case  that  in  some  respects  is  similar 
to  that  observed  by  Kauffmann.  A  woman  of  19  years  had  had, 
for  a  year  a  gradually  increasing  growth  over  the  thyroid,  that  had 
been  lanced  several  times,  and  which  once  was  the  object  of  an  un- 
successful attempt  at  excision.  When  first  seen  by  Zerenin  there 
was  a  swelling,  the  size  of  a  fist,  on  the  anterior  surface  of  the 
neck  near  the  thyroid,  from  which  pus  oozed  through  several  fis- 
tulae.  The  swelling  was  hard  and  adherent  to  the  surrounding  tis- 
sues. A  probe  entered  to  a  depth  of  2.5  cm.  Temperature  37.5° 
to  38.7°.  A  month  later  the  cervical  glands  enlarged  and  a  diag- 
nosis of  sarcoma  was  made. 

Removal  of  the  growth  was  not  followed  by  any  improvement  in 
the  general  condition.  Three  subsequent  operations,  with  removal 
of  the  cervical  glands  were,  performed. 

Nine  months  from  the  time  of  the  first  examination  an  abscess 
which  appeared  on  the  left  side  of  the  neck  was  opened,  and  short- 
ly afterwards  a  similar  pus  cavity  on  the  right  side.  From  the  lat- 
ter food  escaped  during  deglutition,  this  symptom  persisting  until 
death,  which  occurred  three  months  after  the  appearance  of  this 
s}Tnptom. 

^licroscopic  examination  of  the  tissue  revealed  tubercle  bacilli. 
At  autopsy  a  mass  of  caseous  glands,  the  size  of  a  fist,  was  found 
upon  the  upper  surface  of  the  diaphragm  at  the  base  of  the  right 
lung.  Tubercle  bacilli  were  present. 

In  a  review  of  these  cases  certain  features  assume  a  prominence 
that  warrant  a  more  detailed  attention :  ( i )  The  tendency  to  in- 
volvement of  the  esophagus  in  cases  of  chronic  lymphatic  tuberculo- 
sis;  (2)  the  frequency  of  association  of  intestinal  and  esophageal 
lesions;  (3)  the  insignificance  of  the  subjective  symptoms;  (4)  the 
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diagnostic  value  of  dysphagia  and  odynophagia  of  sudden  onset ; 
(5)  and  the  role  played  by  tuberculosis  in  the  production  of  trac- 
tion diverticula. 

1.  Chronic  lymphatic  tuberculosis  was  present  in  forty-four  of 
the  cases  that  afterwards  developed  esopahageal  foci,  an  exceed- 
ingly high  proportion  and  one  that  establishes  a  direct  etiologic  re- 
lationship. In  a  majority  of  the  remaining  cases  mention  is  not 
made  as  to  the  presence  or  absence  of  this  condition. 

2.  In  22  cases  there  were  coincident  lesions  of  the  intestines. 
In  view  of  the  ease  with  which  infection  can  reach  the  intestines 
in  these  cases  it  is  probable  that  a  larger  proportion  woiild  show 
this  complication,  but  the  authors  are  usually  silent  upon  this  point. 

3.  The  subjective  symptoms  have  usually  been  so  insignificant, 
if  not  entirely  lacking,  that  the  condition  has  generally  been  over- 
looked. In  only  a  few  cases*  has  the  existence  of  an  esophageal 
focus  been  suspected. 

In  ten  cases  in  which  a  stricture  was  present,  due  to  the  drink- 
ing of  acids,  to  the  presence  of  malignant  growths  or  the  thrush 
fungus,  the  tuberculosis  occurred  in  tissues  already  diseased,  and 
hence  no  symptoms  developed  aside  from  those  occasioned  by  the 
underlying  disease.  In  such  cases  a  diagnosis  is  possible  only 
through  microscopical  examination. 

In  one  case  the  tuberculosis  apparently  preceded  the  cancerous 
invasion,  but  no  symptoms  appeared  until  the  latter  disease  devel- 
oped. In  the  comparatively  few  cases  in  which  uncomplicated 
tuberculosis  evoked  symptoms,  they  have  been  largely  those  of 
stricture.  There  are  eight  such  cases,  in  two  of  which  a  clinical 
diagnosis,  arrived  at  largely  through  exclusion,  was  made.  Other 
symptoms  rarely  noted  have  been  the  sudden  discharge  of  bloody 
pus  by  the  mouth,  and  in  one  case  by  the  rectum,  following  the  rup- 
ture of  abscesses  into  the  esophagus. 

4.  The  only  suggestive  symptoms  are  pain  and  difficulty  in  swal- 
lowing developing  during  the  course  of  chronic  lung  and  lymph 
gland  tuberculosis,  or  of  caries  of  the  vertebrae.  These  symptoms, 
under  such  conditions,  should  always  direct  attention  to  the  eso- 
phagus. 

The  case  of  Moure  is  suggestive  for  in  it  we  have  the  appearance 
of  acute  severe  dysphagia,  without  previous  warning,  and  followed 
by  chronic  spasm.  A  somewhat  similar  picture  was  presented  by  one 
of  the  cases  observed  by  Guisez  and  Abrand,  in  which  the  final  at- 
tack had  come  on  in  this  way  although  it  had  been  preceded  by  sev- 
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eral  others  of  a  similar  nature.  In  Penzoldt's  third  case  the  sudden 
outpouring  of  a  large  quantity  of  pus  in  a  patient  in  whom  expector- 
ation had  always  been  scanty,  accompanied  by  chills  and  collapse, 
was  almost  diagnostic. 

In  the  ulcerative  cases  odynophagia  is  the  chief  symptom,  ac- 
companied by  spasmodic  contraction.  This  form  is  usually  pro- 
ductive of  a  rapidly  developing  cachexia. 

Aside  from  these  few  suggestive  symptoms,  any  or  all  of  which 
might  originate  in  totally  different  conditions,  we  have  no  symptoms 
of  value.  By  esophagoscopy  a  diagnosis  is  occasionally  possible. 
In  1909  Gootstein  wrote:  "Tuberculosis  has  not  up  to  this  time 
been  observed  by  the  esophagoscope.  A  certain  diagnosis  could  not 
be  made  by  the  esophagoscope  except  by  a  previous  biopsy."  Since 
then  a  few  cases  have  been  so  observed  and  diagnosed.  The  chief 
characteristics  noted,  aside  from  those  accompanying  tuberculous 
lesions  of  other  mucous  membranes,  consisted  in  the  congestion  and 
soft  appearance  of  the  mucous  membrane,  surrounding  and  includ- 
ing the  zone  of  ulceration,  and  the  tendency  of  the  membranes  to 
bleed. 

5.  In  the  entire  series  there  are  five  cases  of  traction  diverticula. 
Aside  from  these  there  are  a  considerable  number  of  spurious  cases, 
in  which,  as  a  result  of  fusion  with  carious  glands,  the  esophageal 
wall  became  perforated  with  discharge  of  the  gland-contents  and  the 
formation  of  a  deep  pocket.  This  condition  might  easily  be  mis- 
taken for  a  true  traction  diverticulum. 

These  cases  of  traction  diverticula  are  very  instructive,  for  they 
show  that  the  fusion  and  traction  of  tuberculous  glands  may  be 
an  important  etiologic  factor  in  this  condition.  Diverticula  fre 
quently  occur  on  the  anterior  wall,  just  below  the  end  of  the  tra- 
chea at  the  sits  of  the  bifurcation  gland.  This  gland  is  frequ'^ntly 
the  seat  of  tuberculosis,  especially  in  children,  and  is  sometimes 
the  only  location,  the  disease  not  advancing  from  this  original  focus. 
Therefore,  in  cases  of  diverticula,  especially  of  this  locality,  tuber- 
culosis of  the  glands  must  be  given  consideration. 

In  T40  autopsies  on  tuberculous  cadavers  made  at  the  Henry 
Phipps  Institute,  small  diverticula  extending  about  3  mm.  in  depth, 
were  found  in  four  cases,  but  the  causative  pathological  condition 
was  not  uncovered. 

The  diagnosis  of  tuberculosis  must  be  made  largely  by  exclusion, 
eliminating  such  diseases  as  syphilis,  cancer,  caustics,  stenosis 
through    compression,    actinomycosis,    non-tuberculous   diverticula 
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and  sporotrichosis.  Microscopical  examination  is  usually  essential 
for  differentation. 

The  question  of  treatment  demands  but  brief  consideration.  In 
only  a  few  of  the  cases  described  could  treatment,  had  it  been  in- 
stituted, have  been  of  any  avail.  In  the  majority  the  complicating 
lesions  were  of  so  aggravated  a  nature  as  to  have  made  any  local 
interference  entirely  unwarrante'd. 

With  the  early  recognition  of  the  esophageal  lesions,  however, 
and  their  treatment  under  visual  control,  there  is  no  apparent  rea- 
son why  the  local  results  should  not  approximate  those  attained  in 
the  larynx.  For  stenosis,  gradual  dilatation,  carried  out  with  ex- 
treme care,  may  be  tried,  and  the  same  treatment  should  give  some 
relief  from  the  spasms  incident  to  ulceration.  The  local  applica- 
tion of  the  electric  cautery,  lactic  acid,  formalin,  orthoform,  pro- 
pesin,  etc.,  with  the  internal  administration  of  sedatives  of  the 
bromid  type,  will  about  exhaust  our  present  resources. 

Metropolitan  Building. 


Ozena  Problem.  Ralph  H.  Parker,  Jour,  of  Ophthal.  and  Oto- 
LaryngoL,  Jan.,  1913. 

"Ozena  is  an  intlammation  of  the  nasal  mucus  membrane  accom- 
panied by  fetor  and  crust  formation  and  followed  by  atrophy  of  the 
mucus  membrane.  The  mucus  membrane  bears  much  the  same 
relationship  to  the. nasal  cavity  that  the  peritoneum  does  to  the  ab- 
dominal cavity." 

[This  is  not  the  accepted  understanding  of  the  meaning  of 
"ozena."  Besides,  the  peritoneum  bears  no  similiarity  whatsoever 
to  the  nasal  mucous  membrane.  The  former  being  a  serous  mem- 
brane within  a  closed  cavity  and  with  a  histology  and  histo-pathol- 
ogy  entirely  unlike  the  nasal  mucous  membrane. — Reporter.] 

Among  conditions  classified  as  ozena  are :  syphilitic  lesions,  opera- 
tions upon  lower  turbinate,  operations  upon  adenoid  tissue,  nasal 
gonorrhea  and  suppurative  sinusitis.  Stein. 


THE    OBLITERATION    OF    THE    MASTOID    EXCAVATION   BY 

THE  IMPLANTATION  OF  A  TISSUE-FLAP  TAKEN 

FROM  THE  TEMPORAL  MUSCLE.* 

DR.   SAMUEL   IGLAUER,   CINCINNATI. 

The  prolonged  after-treatment  and  the  uncertain  cosmetic  re- 
•^ults  constitute  two  great  drawbacks  to  the  simple  mastoid  opera- 
tion as  ordinarily  performed.  Under  the  accepted  method  of  after- 
treatment,  by  packing  and  granulation,  it  usually  requires  weeks 
and  not  infrequently  months  for  the  mastoid  excavation  to  become 
obliterated,  and  this  often  proves  an  ordeal  for  both  patient  and 
physician. 

From  time  to  time  various  methods  have  been  proposed  to  short- 
en the  duration  of  the  after-treatment  and  to  improve  the  cosmetic 
results  of  the  simple  mastoid  operation. 

Macewen^  was  the  first  to  suggest  that  the  healing  process  might 
be  hastened  by  increasing  the  exposed  surface  of  the  soft  parts 
through  the  removal  of  a  portion  of  the  posterior  meatal  wall. 
Plummer  and  Germain,'  and  Hopkins'  advocated  a  somewhat  simi- 
lar procedure.  Kuester*  reported  excellent  results  from  the  repo- 
sition of  an  osteo-plastic  flap  formed  from  the  periosteum  and  cor- 
tex of  the  mastoid  process.  Blake,''  Sprague,"  Riek^  and  Bryant.' 
and  more  recently  Holmes^  have  enthusiastically  advocated  the 
blood-clot  dressing;  while  Low^**  recommended  the  introduction  of 
animal  serum  into  the  mastoid  excavation. 

According  to  Barr"  the  closure  may  be  hastened  by  filling  the 
mastoid  gap  with  a  ISIoorhofT  iodoform- wax  plug  introduced  the 
second  week  after  operation.  Beck^-  advocates  the  use  of  a  bis- 
muth-paste dressing.  Leland^'  introduces  a  large  periosteal  flap 
into  the  mastoid  wound  in  order  to  close  off  the  aditus  and  hasten 
the  healing  process.  Mosher  after  removing  the  posterior  meatal 
wall  inserts  a  pedunculated  flap  formed  from  the  post-auricular 
soft  parts. 

In  April,  1910,  I  reported  a  case  illustrating  a  new  operation  for 
the  primary  closure  of  the  mastoid  wound  by  means  of  a  flap  taken 
from  the  temporal  muscle."  ^°  Dr.  Neumann  informs  me  that  he 
has  employed  a  similar  plastic  for  the  secondary  closure  of  a  per- 
sistent retro-auricular  fistula,  and  that  mention  of  this  case  ap- 

•Read  at  the  annual  meeting  of  the  American  Academy  of  Qphthalmolojry 
and  Oto-Laryngology,  Niagara  Falls,  August  22,  1912. 
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pears  in  the  Transactions  of  the  Oesterreichische  Otologische  Ge- 
sellschaft,  February,  191 1. 

The  operation  which  I  have  devised  consists  in  the  exposure  of 
the  posterior  portion  of  the  temporal  muscle  from  which  a  pedun- 
culated flap  is  formed.  This  flap  is  then  rotated  downward  and 
backward,  and  is  tucked  into  the  mastoid  gap,  which  is  thereby 
completely  filled  with  viable  tissue.  Drainage  is  provided  by  a  rub- 
ber tube  extending  from  the  mastoid  antrum  to  the  lower  angle  ot 
the  mastoid  incision. 

The  close  topographical  relation  of  the  mastoid  process  and  the 
temporal  muscle  together  with  the  abundant  blood-supply  of  the 

MA5T0ID   EXCAVATION    COMPLETED. 
miCIS'ON  INTO  SCALP   EXPOSING  PO5TERIOR 
FIBERS  OF  TEMPORAL  MUSCLE, TO  BE 
TURNED  DOWN  TO  FILL  IN   CAVITY 

UPPER  EDGE    BEVELtD 
FOR   MUSCULAR   PACKING 


Figure  I.  Mastoid  exenteration  completed.  Incision  carried  into  scalp, 
exposing  temporal  muscle,  from  whicli  a  flap  (1,  2,  3)  is  formed.  Scalp  (4) 
drawit  forward. 


latter  render  it  especially  available  for  a  plastic  operation  of  this 
kind. 

Technic :  The  scalp  is  shaven  somewhat  higher  than  for  the  usual 
operation  and  the  field  is  sterilized  with  tincture  of  iodin.  The 
simple  (Schwartze)  operation  is  performed  in  the  usual  manner, 
the  mastoid  cavity  is  thoroughly  excavated  and  repeatedly  cleansed 
with  six)nges  saturated  with  hydrogen  peroxid. 

The  operator  now  re-sterilizes  his  hands  (fresh  gloves),  and  with 
instruments    not    previously    used,    prolongs    the    original    mastoid 


iGLArp:R:  cbuteration  of  mastoid  excavation. 


58'; 


incision  upward  and  forward  into  the  hairy  scalp.  This  incision 
(Figure  III)  lies  immediately  anterior  to  the  posterior  border  of 
the  temporal  muscle,  is  concave  forward  and  about  one  and  a  half 
to  two  inches  in  length.  The  scalp  (Figure  I.*  is  npw  dissected 
downward  and  forward  exposing  the  underlying  glistening  tem- 
noral  fascia.  The  posterior  portion  of  the  temporal  muscle  and 
fascia  are  now  freed  from  the  pericranium  and  a  triangular  fiap 
(Figure  I.^  ^  ^)  with  its  apex  downward  is  formed  by  splitting  off 
the  exposed  muscle  in  the  line  of  its  fibers,  the  pedicle  being  formed 
of  the  fibers  passing  under  the  zygomatic  arch  and  contains  branches 
of  the  temporal  arteries.     The  flap  is  now  rotated  downward  and 

Posterior  fibers  of  temporal 
mujcle  turned  down  and  tucked 
into  mastoid  cavfty. 


Figure   II.     Muscle   flap    (1,    2,    3)    turned   downward   and    backward,   and 
tucked  into  mastoid  cavitj'.      (2)     Pedicle  of  flap.      (4)     Scalp.     ^,5)     Drain. 

backward  into  the  mastoid  cavity  (Figure  11/-^).  If  the  tem- 
poral ridge  be  prominent  it  should  be  chiselled  away  with  the  un- 
derlying bone  to  provide  a  groove  for  the  pedicle.  At  times  the 
latter  may  be  too  short  or  too  thick  but  it  can  readily  be  elongated 
by  cutting  obliquely  across  some  of  its  anterior  fibers.  The  flap  is 
anchored  by  a  few  catgut  sutures  fastened  to  the  periosteum  at  the 
lower  angle  of  the  mastoid  wound.  A  small  rubber  drainage  tube 
is  introduced  under  the  flap  and  extends  from  the  antrum  to  the 
lower  angle  of  the  incision.  A  small  puncture  is  now  (or  previous- 
ly) made  througli  the  scalp  immediately  over  the  dead  space  left 
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by  the  removal  of  the  muscle  flap,  and  a  gauze  wick  is  drawn 
through  at  this  point  (Figure  III)  to  provide  exit  for  any  blood 
which  may  accumulate. 

Sutures  are  now  introduced  into  the  scalp  incision,  the  upper 
strands  are  knotted  but  the  lower  ones  are  left  untied  to  provide 
for  drainage  (of  blood).  The  latter  sutures  are  drawn  taut  on  the 
first  or  second  day  after  operation.  (Figure  III,  ^^).  The  mastoid 
incision  is  closed  by  interrupted  sutures. 


.•DRAIN 


Fig-ure  III.     Incisions  closed.   Sutures  1  and  2  left  untied.  Drains  in  situ. 

Several  layers  of  gauze  are  packed  over  the  dead  space  left  by 
the  removal  of  the  flap  and  a  very  firm  pressure-bandage  is  ap- 
plied. 

The  wound  should  be  dressed  on  the  first  or  second  day  after 
the  operation  and  any  blood  which  may  have  accumulated  under 
the  scalp  should  be  expressed.  At  the  same  time  the  drainage  tube 
from  the  antrum  should  be  removed  and  a  fresh  one  introduced 
if  necessary. 

Results  of  the  Operation:  I  have  now  performed  this  operation 
upon  ten  cases,  too  small  a  number  for  statistical  purposes.  The 
results  of  these  operations  may  be  summarized  as  follows:  Among 
the  disadvantages  of  the  procedure  it  should  be  stated  that  in  sev- 
eral cases  difficulty  was  encountered  in  the  dead  space  immediately 
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overlying  the  zygomatic  arch,  where  a  hematoma  formed  and  in 
some  instances  suppurated.  However,  this  accumulation  when 
present  was  readily  pressed  out  and  the  case  then  proceeded  to- 
wards recovery.  The  more  recent  methods  which  I  have  adopted, 
namely,  leaving  some  of  the  sutures  untied,  should  in  a  large  meas- 
ure obviate  this  difficulty.  Transient  edema  of  the  forehead  and 
eyelids  dn  the  operated  side  was  noted  several  times  and  was  due 
either  to  the  formation  of  a  hematoma  or  the  interference  with  the 
lymph  flow  from  the  iffected  region. 


Figure  IV.  Showing  cosmetic  result  eighteen  days  after  operation.  Pa- 
tient practically  recovered  although  site  of  emergence  of  drainage  tube  is 
still   evident. 

Among  the  advantages  of  the  operation  were  the  following:  The 
transplanted  muscle  in  nearly  every  case  survived  and  became  ad- 
herent in  its  new  location  and  filling  out  the  mastoid  excavation.  In 
one  case  requiring  a  secondary  operation  (for  causes  unrelated  to 
the  flap)  six  months  after  the  transplantation  some  of  the  tissue 
was  removed  and  examined  histologically.  The  report  of  Eh-.  Mom- 
bach  is  as  follows:  "Examination  shows  a  large  ainount  of  healthy 
muscle  tissue,  the  transverse  striations  which  are  marked,  also  a 
number  of  transversely  ci;t  muscle  bundles.     In  part  the  section 
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shows  muscle  undergoing  cloudy  swelling.  Other  parts  of  the  sec- 
tion show  a  considerable  amount  of  fibrous  connective  tissues. 
Throughout  the  section  one  finds  blood-vessels  which  are  intact.  In 
another  instance  a  specimen  removed  about  three  weeks  after  oper- 
ation from  a  case  in  which  the  wound  was  of  necessity  left  open  be- 
cause of  a  torn  sigmoid  sinus,  the  flap  which  had  been  exposed  to 
the  air  failed  to  reveal  any  intact  muscle  fibers,  but  showed  con- 
nective tissue  fibers  and  round  cells  infiltration.  (Report  of  Dr.  W. 
E.  Lucas). 

The  incisions,  excepting  at  the  points  of  emergence  of  drainage 
tubes,  usually  closed  by  primary  union.  Free  drainage  from  the 
mastoid  wound  and  antrum  took  place  through  the  conduit  under 
the  transplanted  muscle  and  the  discharge  usually  ceased  in  about 
ten  days  or  two  weeks.  The  drainage  opening  showed  but  little 
tendency  to  close  until  the  discharge  had  ceased.  In  some  cases 
the  discharge  from  the  auditory  canal  persisted  a  few  days  longer 
than  from  the  mastoid.  (Politzerization  hastened  resolution  in  the 
tympanum.)  In  from  two  to  four  weeks,  in  most  cases,  the  pa- 
tients were  practically  well,  that  is,  the  discharge  from  the  wound 
had  ceased,  but  a  few  granulating  areas  in  the  scalp  or  mastoid 
incision  remained.  These  cases  demand  very  little  attention  and 
.  did  not  require  the  care  of  persons  especially  trained.  The  cosmetic 
results  (Figure  IV)  were  very  good  since  the  extra-incisions  in  the 
scalp  were  concealed  by  the  hair  and  the  mastoid  depression  was 
obliterated.  The  position  of  the  auricle  remained  excellent  and  no 
disturbance  in  the  function  of  the  temporal  muscle  was  noted  in 
any  case. 

Indications  and  Contra-Indications :  This  myoplastic  operation 
may  be  generally  employed  for  the  closure  of  the  simple  excavation 
in  uncomplicated  cases  of  mastoiditis.  It  can,  in  all  probability, 
be  employed  in  selected  radical  cases.  It  is  contra-indicated  in  de- 
bilitated persons,  in  cases  of  severe  infection,  and  whenever  the 
maintenance  of  prolonged  drainage  is  especially  desired. 

Conclusions:  i.  The  plastic  closure  of  the  mastoid  gap  by  the  im- 
plantation of  a  portion  of  the  temporal  muscle  is  readily  accom- 
plished. 2.  Some  transient  difficulty  may  be  encountered  with  the 
dead  space  under  the  scalp.  3.  Drainage,  the  prime  object  of  mas- 
toidectomy is  provided  for,  despite  the  fact  that  the  mastoid  exca- 
vation is  almost  completely  obliterated  by  the  implanted  tissue.  4. 
The  duration  and  dif^culties  of  the  after-treatment  are  greatlv  re- 
duced by  the  implantation  operation.  5.  The  cosmetic  results  of 
the  operation  are  very  good. 
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New  Principle  in  Esophagoscopy  and  Gastroscopy.  Richard  Levv- 
isoiix.    Ann.  of  Surg.,  Jan.,  1913. 

The  author  considers  first  the  reasons  why  esophagoscopy  is  not 
more  generally  adopted  by  surgeons,  pointing  out  the  discomforts, 
difficulties  and  dangers  attendant  upon  the  use  of  the  esophagoscope. 
The  following  are  the  three  main  requirements  of  a  satisfactory 
esophagoscope:  i.  The  introduction  must  be  possible  in  the  manual 
position  of  the  head.  2.  The  instrument  must  be  so  constructed 
that  it  actually  passes  in  the  longitudinal  axis  of  the  esophagus  and 
not  at  an  angle  of  this  axis.  3.  The  esophagoscope  should  only  be 
passed  downward  along  the  esophagus  imder  guidance  of  the  eye  to 
avoid  perforation. 

Based  upon  these  considerations,  he  has  constructed  an  esopha- 
goscope consisting  of  tw^o  portions, — a  horizontal  which  lies  in  the 
mouth  of  the  patient,  and  a  vertical  consisting  of  a  telescope  com- 
posed of  six  separate  tubes  which  may  be  pushed  down  the  esopha- 
gus. He  uses  illumination  from  the  proximal  ends,  and  the  rays 
converged  down  the  tube  by  means  of  a  condenser  which  concen- 
trates them  on  a  mirror,  from  which  they  are  thrown  on  another 
mirror  at  the  junction  of  the  horizontal  and  vertical  tubes,  .which 
throws  the  rays  down  the  tube.  He  appends  the  report  of  ten  cases 
in  which  he  has  used  his  esophagoscope  with  excellent  results. 

Packard. 


DECOMPRESSION  FOR  THE  RELIEF  OF  DISTURBANCES  OF 
THE  AUDITORY  APPARATUS  OF  INTRA- 
CRANIAL ORIGIN.* 

DR.    WELLS    P.   EAGLETON,    NEWARK,    N.    J. 

The  beneficial  influence  of  decompression  for  the  relief  of  edema 
of  the  optic  nerve  with  failing  vision,  from  increased  intra-cranial 
pressure,  is  now  generally  recognized. 

The  exact  cause  of  the  papilledema,  its  early  appearance  in  some 
cases  and  its  long  delay  or  entire  absence  in  others,  is  still  not  com- 
pletely understood.  The  length  of  the  optic  nerve  is  favorable  to 
the  development  of  not  only  a  neuritis  from  direct  pressure,  but 
also  from  an  edema  of  the  sheath  itself.  The  latter  is  bilateral ; 
the  former  is  unilateral.  Examination  of  patients  and  operative 
findings  by  Payton,^  caused  him  to  regard  the  late  papilledema  fol- 
lowing brain  tumor  as  due  to  general  cerebral  edema.  But  that 
there  is  some  other  factor  than  cerebral  edema,  or  edema  of  the 
nerve-sheath,  is  shown  by  the  frequency  in  which  one-sided  papill- 
edema is  seen  in  "the  early  stages  of  brain  tumors. 

Gushing  has  demonstrated  that  many  of  the  palsies,  such  as  those 
of  the  third  and  sixth  nerves  occurring  at  a  distance  from  the 
growth,  are  due  to  direct  pressure  from  disturbance  of  the  circula- 
tion. That  papilledema  does  occur  from  direct  pressure  I  observed 
in  a  case  of  a  large  hemorrhagic  pial  cyst  of  the  frontal  region  on 
which  I  operated,  the  cyst  having  caused  a  marked  homilateral  optic 
neuritis  with  hemorrhages  with  but  very  slight  involvement  of  the 
opposite. 

All  opthalmologists  have  observed  patients  suffering  from  marked 
optic  neuritis  without  any  appreciable  diminution  of  the  central 
vision ;  and  this  may  continue  for  a  long  time.  One  case  that  I  have 
personally  observed  has  had  a  duration  of  over  five  years  without 
failure  of  vision,  while  periods  of  one  or  two  years  are  far  from 
infrequent. 

That  slight  pressure,  properly  applied  to  unprotected  nerve- 
tracts,  may  cause  temporary  suspension  of  function  without  anv 
general  increase  in  the  intra-cranial  pressure  is  well  known.  This 
was  exemplified  in  a  case  of  tempora-sphenoidal  glial  cyst  causing 

•Read  at  the  meeting-  of  the  American  Otological  Society,  Atlantic  City. 
June    11,    1912. 
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hemianopsia,  on  which  I  performed  a  decompression  in  two  stages 
Following  the  first  stage  before  opening  the  dura  the  hemianopsia 
totally  disappeared,  although  this  had  been  known  to  be  present 
for  several  months;  the  amount  of  pressure  thus  relieved  being 
necessarily  very  slight. 

Unfortunately  we  have  not  a  method  whereby  we  can  diagnose  a 
neuritis  of  the  acoustic  nerve  before  great  reduction  in  the  hearing 
occurs,  although  repeated,  careful,  functional  tests  of  the  cochlear 
and  vestibular  apparatus  and  of  the  relation  of  the  different  func- 
tional tests  to  each  other  will  enable  us  to  do  this  with  more  and 
more  assurance  in  the  future. 

The  dural  sheath  of  the  acoustic  nerve,  unlike  the  optic  nerve- 
sheath,  is  very  short,  but  that  this  space  is  frequently  the  seat  of 
purulent  effusion  in  meningitis  is  a  frequent  post-mortem  observa- 
tion. 

The  degree  of  increased  intra-cranial  pressure  which,  with  or 
without  the  other  unknown  factors,  so  frequently  produces  intense 
papilledema  with  subsequent  total  blindness  is  manifestly  insuf- 
ficient to  cause  a  similar  loss  of  function  of  both  auditory  nerves; 
as  bilateral  deafness  in  cerebellar  tumors  is  very  rare.  But  the 
acoustic  nerves  must  be  subject,  in  subtentorial  growths,  to  con- 
siderable pressure,  edema  and  possibly  to  neuritis ;  \he  same  degree 
of  pressure  and  edema,  perhaps,  which  in  the  optic  nerves  would 
produce  an  edema  discoverable  by  the  ophthalmoscope,  but  without 
marked  diminution  of  vision. 

Accurate  microscopical  pathological  examinations  of  the  auditory 
nerve*are  still  so  seldom  made  that  an  assertion  of  the  frequency 
of  acoustic  neuritis  is  impossible.  Again  we  have  little  knowledge 
of  the  resistance  of  the  acoustic  nerve  to  mechanical  pressure. 
Neuritis  from  toxic  processes  is  clinically  well  recognized,  and  urr, 
Rows  and  Alilligan-  have  shown  embryologically  that  there  are  iwo 
points  in  the  nerve  especially  vulnerable  to  such  invasion. 

While  the  deafness  associated  with  intra-cranial  tumor  may  not 
be  due  to  a  neuritis  and  edema,  still  it  is  conceivable  that  such 
edematous  pressure  combined  with  other  factors,  such  as  slight 
direct  pressure,  may  cause  a  suspension  of  the  function  of  the 
acoustic  nerve  at  one  of  its  two  vulnerable  points,  enough  to  produce 
deafness,  the  relief  of  the  pressure  restoring  the  hearing.  (The  first 
and  third  cases  reported  certainly  suggest  such  a  view.) 

If  these  contentions  are  true,  then  decompression  in  the  early 
stage  should  have  as  beneficial  an  influence  on  the  aural  disturb- 
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ances  as  it  has  on  the  papilledema ;  although  as  far  as  I  am  aware 
this  has  not  previously  been  undertaken. 

CASE  OF  BRAIN  TUMOR  ASSOCIATED  WITH  TOTAL  DEAFNESS  OF  BOTH 
EARS  AND  NONEXCITABILITY  OF  BOTH  VESTIBULAR  APPARATUS. 
DECOMPRESSION  :  TEMPORARY  RESTORATION  OF  HEARING  IN  ONE 
EAR,    THE   VESTIBULAR    APPARATUS    REMAINING    NON-EXClTABLE. 

Case  i:  Mrs.  F.  B.,  age  38,  Newark  City  Hospital,  Dr.  C.  C. 
Beling's  service.  Neurological  examination  by  Dr.  Beling.  Pre- 
vious history :  cancer  of  the  left  breast,  operated  upon.  Symptoms : 
severe  pains  in  head,  dizziness,  nausea,  diplopia.  Attacks  of  "queer 
feeling"  in  hands,  more  in  left,  goes  up  to  back  of  head ;  compelled 
to  lie  down  and  close  eyes  during  attacks.  Suddenly,  one  week  ago, 
paralysis  of  left  side  of  face  and  transient  paresis  of  right  arm  and 
leg.  Mental  condition :  emotional ;  suicidal  tendency  from  pain  in 
head ;  occasionally  forgets  what  is  doing  and  saying ;  great  restless- 
ness. Examination :  left-sided  facial  paralysis ;  protrudes  tongue  to 
left;  grip  of  left  hand,  less  than  opposite;  right  knee-jerk  absent; 
left  sluggish;  right  plantar  reflex  absent;  left  Babinski;  no  ankle 
clonus.  Eyes :  double  papilledema,  pupils  equal,  react  to  light  and 
accommodation.  Right  vision  20-30;  left  vision  counts  fingers  at 
three  feet.  Hearing  very  poor  in  left  ear ;  greatly  impaired  in  right 
ear. 

Four  months  later  returned  to  hospital  with  intense  pain  in  head, 
unable  to  stand  unaided.  Gait  shuftling ;  staggering,  usually  towards 
right.  Speech  thick,  with  some  slurring.  Double  facial  paralysis, 
complete  of  left,  partial  of  right.  Patella  reflexes  absent ;  Babinski 
negative  on  left  side;  slight  on  right  side.  Eyes:  left  corneal.anes- 
thesia;  left  pupil  smaller  than  right;  intense  papilledema  of  both 
eyes.  Left  vision  nil ;  right,  counts  fingers  at  few  feet.  For  last 
three  weeks  totally  deaf  in  both  ears. 

Operation,  October  19,  1911 :  Double  decompression  over  both 
sides  of  cerebellum ;  removal  of  bone  from  mastoid  to  mastoid,  and 
from  above  transverse  sinus  to  margin  of  foramen  magnum.  Dura 
not  opened.  Six  weeks  after  operation,  headache  and  vertigo  en- 
tirely relieved;  gait  shuffling  but  walks  around  ward.  Complains 
of  numbness  of  thumb  and  first  two  fingers  of  left  hand.  Left 
facial  paralysis  still  complete.  Right  side  of  face,  while  unable  to 
close  eye,  lower  part  works  well.  No  corneal  anesthesia.  No  sen- 
sory disturbance  of  face.  Reflexes  of  upper  extremity  present. 
Patella  reflexes  can  only  be  produced  by  reinforcement.  Plantar 
reflexes  very  sluggish.     No  Babinski.     Papilledema  entirely  disap- 
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peared  but  optic  nerves  atrophied.  Right  vision,  counts  fingers  at 
two  feet.  Left,  same.  Hearing:  right  ear,  three  weeks  after  opera- 
tion heard  loud  voices,  now  ordinary  conversational  voice  heard  at 
distance  of  four  feet,  I^eft  ear  entirely  deaf.  Vestibular  appartus. 
No  spontaneous  nystagmus.  Peculiar  horizontal  oscillation  of  eye- 
balls. Rather  jerky  action  in  moving  eyes  in  diflferent  directions. 
Rotation,  galvanic  and  caloric  (cold)  tests,  the  latter  applied  in 
both  ears  separately  and  combined,  all  fail  to  produce  any  nystag- 
mus or  to  cause  sensation  of  dizziness. 

Later  history:  After  several  months  of  freedom  from  general 
symptoms  of  increased  intra-cranial  pressure,  during  which  patient 
exhibited  a  tendency  to  over-j ocular ity ;  gradual  return  of  head- 
aches ;  anesthesia  and  later  ulceration  of  left  cornea ;  gradual  re- 
duction of  vision  and  hearing.  Now,  eight  months  after  operation, 
left  eye  totally  blind ;  right,  perception  of  objects ;  total  deafness 
of  both  ears. 

The  important  fact  in  this  case  was  that,  with  total  deafness  of 
both  ears,  the  removal  of  pressure  by  decompression  was  followed 
by  the  restoration  of  the  hearing  of  one  ear  to  conversational  voice 
at  four  feet,  although  the  caloric,  galvanic  and  rotary  tests  still 
failed  to  reveal  any  excitability  of  the  vestibular  apparatus. 

While  a  positive  diagnosis  of  the  site  of  the  lesion  is  perhaps 
unwise,  both  Dr.  Beling  and  myself  are  inclined  to  regard  the  pa- 
tient as  suffering  from  an  infiltrating  pontine  cerebellar  angle  tumor, 
with  occasional  hemorrhage  into  its  substance.  Hemorrhage  would 
account  for  the  sudden  paralysis  of  the  face  with  transient  paresis 
of  the  opposite  arm  and  leg,  although  this  might  be  due  to  a  tran- 
sient circulatory  disturbance,  such  disturbances  being,  we  are  con- 
vinced from  autopsy  findings  in  cases  which  had  previously  been 
examined  clinically,  far  more  frequent  than  is  generally  recognized. 

CASE  OF  PROBABLE  TUMOR  OF  THE  ACOUSTIC  NERVE-SHEATH;  DECOM- 
PRESSION :  TEMPORARY  DISAPPEARANCE  OF  ALL  RETRO-LABY- 
RINTHINE VESTIBULAR   SYMPTOMS. 

Case  2 :  G.  M.,  aged  28.  Newark  City  Hospital,  Dr.  C.  C.  Beling's 
Service.  Neurological  examinations  by  Dr.  Beling.  History:  No 
previous  illness.  First  noticed  that  could  not  hear  well  with  left  ear 
and  for  past  two  years  total  deafness  of  left  ear.  For  past  two 
years  occasional  "shooting  pains"  in  arms,  legs  and  face.  During 
past  six  months  "pains''  very  frequent,  especially  of  left  side  of 
face,  flank,  and  abdomen;  constant  tinnitus;  severe  headaches; 
vertigo;  sensation  of  rotation  towards  left.    At  present  vertigo  so 
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severe  that  cannot  walk  without  assistance,  always  falls  towards 
left.  Pains  in  left  ear,  face  and  abdomen  have  recently  become 
cramp-like  and  almost  constant.  Has  not  eaten  food  for  several 
days.  Nausea  but  no  vomiting.  Is  afraid  to  sleep  as  fears  will  die. 
Slight  tinnitus  in  right  ear. 

Examination.  Facial  expression  drawn  and  anxious,  fine  facial 
tremor,  no  facial  paralysis,  hyperesthesia  of  left  side  of  face,  taste 
of  left  side  of  tongue  lost,  does  not  recognize  salt  or  sugar;  right 
side  normal.  Cramp  in  left  masseter  on  opening  mouth  widely. 
Tongue  is  protruded  in  median  line.  Tremor  of  both  legs  and 
arms.  Fine  tremor  of  right  upper  extremity.  Attempt  to  grasp 
object  with  left  hand  evokes  awkward  movements,  resembling 
athetoid  movements ;  on  being  handed  a  dynamometer,  makes  pecu- 
liar movements,  beginning  in  the  little  finger  and  extending  in  a 
rhythmical  manner  through  fingers,  wrist  and  forearm.  The  mo- 
tions resemble  those  normally  performed  by  the  fingers,  wrist  and 
forearm  in  screwing,  with  the  fingers  and  ball  of  the  thumb,  from 
left  to  right,  a  round-headed  valve,  placed  with  its  top  looking  down- 
wards. Left  arm,  pronation  and  supernatation  rapidly  continued, 
produces  retardation  and  awkwardness  of  left  hand,  (diadoco- 
cinesis).  Dynamometer:  L.,  85-94-78-106;  R.,  78-18-90-100. 
Reflexes:  Knee  jerks  normal;  abdominal  reflexes  normal;  no  Babin- 
ski ;  no  ankle  clonus  ;  no  Oppenheim. 

Eyes :  slight  paresis  of  left  external  rectus ;  marked  spontaneous 
horizontal  nystagmus  on  looking  towards  left;  very  slight  rotary 
and  horizontal  nystagmus,  on  looking  to  right :  both  pupils  react  to 
light  and  accommodation ;  right  pupil  at  times  slightly  eccentric, 
and  larger  than  left  (spasticity  of  left)  ;  left  corneal  sensibility 
markedly  less  than  right ;  both  fundi  normal. 

Hearing:  left,  total  deafness;  right,  for  conversational  voice  ap- 
parently normal-  Vestibular  reactions;  left  ear  caloric  (cold),  fol- 
lowed by  marked  nystagmus  in  all  directions.  (Left  vestibular  ap- 
paratus is  hyperesthetic.)  During  induced  nystagmus  stilly  falls  to 
left,  in  all  positions  of  head.  Right  ear:  Caloric  reaction  (cold) 
causes  no  alteration  in  spontaneous  nystagmus.  (Right  vestibular 
apparatus  not  excitable  to  cold). 

Operation,  April  29,  1911:  Decompression  over  both  sides  of 
cerebellum.  Following  operation  marked  and  rapid  improvement 
in  all  symptoms.  Four  months  after  operation :  no  headaches,  no 
dizziness,  walks  and  works  perfectly  well.  Can  stand  with  eyes 
closed  and  feet  together  but  when  does  so  has  sensation  of  falling 
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towards  left.  No  diadococinesis  or  disturbance  of  co-ordination  of 
left  upper  extremity.  No  corneal  anesthesia ;  very  slight  nystagmus 
on  looking  towards  left,  which  latter  also  still  causes  some  mental 
confusion  from  the  paresis  of  the  left  sixth.  Right  pupil  still  slight- 
ly larger  than  left.  Patient  apparently  hears  ordinary  voices  with 
left  ear  at  distance  of  two  feet.  (This  may  not  have  been  the  fact, 
as  patient  was  not  tested  with  a  "noise"  apparatus).  Tinnitus  in 
left  ear  still  present  but  slight,  and  entirely  relieved  by  lying  on  left 
side.     No  tinnitus  of  right. 

Nine  months  after  operation ;  gradual  return  of  nystagmus,  and 
diadococinesis  of  left  arm,  but  no  headache  or  vertigo. 

Present  condition,  fifteen  months  after  operation ;  diadococinesis, 
and  inco-ordination  of  left  upper  extremity ;  if  directed  to  point  has 
an  oscillatory,  horizontal  movement  and  then  suddenly  shoots  arm 
forward.  Slight  contraction  of  color  field  of  left  eye,  no  interlac- 
ing. Long,  slow,  horizontal  nystagmus  on  looking  toward  left ; 
short,  quick,  rotary  nystagmus  on  looking  towards  right.  Rotation 
causes  a  momentary  increase  of  the  nystagmus  away  from  lesion 
and  adds  rotary  element  to  horizontal  nystagmus  towards  lesion. 
Rotation  causes  no  dizziness.  Caloric  (cold)  reaction  negative  in 
both  ears ;  although  it  is  possible  that  when  applied  to  the  right  ear 
it  may  at  times  momentarily  lessen  the  horizontal  nystagmus  to- 
wards the  lesion  and  quicken  the  rotary  nystagmus  away  from  the 
lesion,  (paradoxical  reaction).  Galvanic  tests  have  no  influence 
whatever. 

The  importance  of  this  case  lies  in  the  undoubted  influence  of 
the  decompression  on  the  nystagmus.  For  several  months  the 
patient  apparently  heard  with  the  affected  ear,  but  I  have  so  fre- 
quently been  mistaken  in  this  that  not  having  properly  tested  him 
with  the  "noise"  apparatus,  I  am  unwilling  to  state  such  to  be  the 
fact. 

The  patient  is  probably  suflfering  from  a  tumor  beginning  in  the 
auditory  nerve-sheath  and  gradually  pressing  on  the  cerebellum,  as 
is  shown  by  the  early  appearance  of  the  deafness  followed  later 
by  fifth,  sixth,  seventh  and  ninth  nerve  involvement  and  then  typical 
diadococinesis  and  inco-ordination  of  the  upper  extremity  of  the 
same  side ;  the  latter  being  typical  of  cerebellar  involvement,  as 
there  is  no  accompanying  reflex  disturbance,  no  Babinski  and  the 
dynamometer  records  are  practically  of  equal  strength  in  both  arrns 
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case  of  increased  intra-cranial  pressure  of  unknown  origin, 
probabivy  tumor  of  the  cerebellum,  presenting:  vertigo — 
sensation  of  pressure  on  the  top  of  head — contracted 

and  interlacing  color  fields cereero-spinal  fluid  under 

pressure;  with  which  was  associated:  progressive  deaf- 
ness ENDING  IN  TOTAL  DEAFNESS  IN  LEFT  EAR,  AND  BEGINNING 
DEAFESS  IN  THE  RIGHT  EAR.  DECOMPRESSION  :  FOLLOWED  BY 
ENTIRE  RELIEF  OF  ALL  GENERAL  SYMPTOMS,  WITH  PARTIAL 
RESTORATION  OF  HEARING  IN  LEFT  EAR  AND  COMPLETE  RESTORA- 
TION IN  RIGHT  EAR. 

Case  5:  J.  J.  H.,  Fireman.  Patient  of  Dr.  H.  Hart,  first  seen 
September  19,  191 1.  History.  Tubercular  family  history.  About 
three  years  previously  had  attacks  of  dizziness  slight  in  degree. 
During  last  few  months  "dizzy  attacks"  have  become  so  severe  that 
is  unable  to  attend  to  duties;  attacks  come  on  chiefly  after  eating. 
Sudden  movement  of  head  in  any  direction  causes  "blur"  before 
eyes,  accompanied  by  momentary  sensation  of  confusion;  moving 
objects,  cars,  smoke,  etc.,  cause  same  sensation.  Constant  pressure 
on  top  of  head;  not  a  pain  but  a  sensation  of  weight,  more  sevei-e 
at  times  than  at  others.  For  past  few  months  constant  tinnitus 
with  deafness  of  right  ear. 

Examination:  B.  P. 1,0  rnm.  Urine  negative.  Temperature  nor- 
mal. Neurological  examination  negative,  (Dr.  C.  C.  Beling). 
Positive  von  Pirquet's  tuberculin  reaction.  Suspicion  of  Stellwag's 
symptoms  in  both  eyes;  looking  directly  at  object  causes  a  contrac- 
tion of  the  levator  palpebra  superioris,  showing  a  line  of  sclera 
above  cornea.  Vision  normal.  Fundi  normal,  but  contraction  of 
the  color  fields  with  ''interlacing"  of  colors.  Right  ear :  Whisper 
heard  at  one  inch ;  voice  at  two  feet.  C^os  a.  c.  not  heard ;  b.  c.  nor- 
mal. Cgi2  a.  c.  not  heard;  b.  c.  reduced  two  seconds.  C2048  a.  c. 
reduced  eight  seconds.  Left  ear  whisper  heard  at  four  feet. 
Vestibular  apparatus;  Right  ear;  caloric  (cold)  no  reaction.  Rota- 
tion towards  left,  nystagmus  twenty-four  seconds  in  duration. 
Rotation  towards  right,  nystagmus  twenty-five  seconds  duration. 
Rotation  in  either  direction  produces  but  a  momentary  sensation 
of  dizziness. 

February  12,  1912,  (five  months  later)  :  In  spite  of  treatment, 
patient  has  become  progressively  deafer,  at  times  hearing  much 
better  than  at  others.  Right  C^os  a.  c.  not  heard ;  C1024  a.  c,  heard, 
but  very  much  diminished.  Koenig's  rods  heard  up  to  20,000  v.  s. 
Closure  of  poor  ear  does  not  cause  increase  of  •sound  of  tuning- 
fork  held  oil  vertex.       Vestibular  apparatus :     Both  ears ;  caloric 
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(cold)  gives  no  reaction  or  vertiginous  sensation.  Following  dou- 
ble caloric  tilting  head  forward  and  away  from  aflfected  side  makes 
patient  dizzy  with  some  nausea.  After  double  caloric  test  left  pupil 
larger  than  right ;  both  rather  dilated,  pupil  apparently  made  larger 
by  lying  down, 

February  20,  1912:  Lumbar  puncture  performed,  fluid  under 
great  tension,  about  20  ccm.  withdrawn.  Examination  of  fluid  by 
Dr.  Harrison  S.  Martland:  "Quality  clear,  no  flocculi.  Noguchi's 
globulin  reaction  and  Kaplan's  modification  of  the  butyric  acid  re- 
action ;  no  increase  in  globulin.  Microscopic  examination :  scanty 
number  of  lymphoc>-tes,  no  tubercle,  no  other  bacteria.  Conclusion : 
normal  cerebro-spinal  fluid."  Following  the  lumbar  puncture  no 
relief  of  aural  symptoms, 

February  28,  191 2  (one  week  later)  :  Right  ear  with  noise  ap- 
paratus ;  voice  heard  at  one  foot ;  C^og  a.  c.  not  heard ;  b.  c.  greatly 
reduced;  C51...  a.  c.  not  heard;  b.  c.  reduced  thirteen  seconds; 
C2048  a.  c.  not  heard.  Left  ear,  whisper  six  inches,  voice  five  feet. 
Cios^.  c.>b.  c. ;  a.  c.  reduced  nine  seconds,  C2048  a,  c.  reduced  six 
seconds.  Vestibular  apparatus:  caloric  test  (cold)  in  either  ear, 
no  reaction.  Caloric  (double)  nystagmus  of  momentary  duration 
immediately  after  water  stopped,  probably  comes  from  left  vesti- 
bular apparatus,  not  associated  with  any  vertiginous  sensation. 

March  23,  1912:  Total  deafness  of  right  ear.  Vestibular  ap- 
paratus; cold  and  galvanic  tests  fail  to  give  reaction  in  either  ear. 

April  20,  1912:  Operation:  cerebellum  over  right  side  exposed, 
dura  not  exposed. 

June  6,  1912:  Since  operation  absolute  relief  of  all  vertiginous 
symptoms.  No  pressure  sensation  on  top  of  head.  No  blur  before 
eyes  on  movement  of  head.  Patient  regards  himself  as  perfectlv 
well.  Examination.  Color  fields  of  both  eyes  which  had  repeated- 
ly been  taken  and  prior  to  operation  always  found  greatly  con- 
tracted, with  "interlacing,"  now  normal  of  left  eye,  slight  contrac- 
tion of  right ;  no  color  interlacing.  Right  ear ;  with  noise  apparatus, 
whisper  heard  at  one  foot,  voice  three  feet.  C^.s  b.  c.>a.  c. ;  a.  c. 
reduced  eight  seconds.  C^,,  b.  c.>a,  c;  b.  c.  reduced  six  seconds; 
C,o48  a.  c.  reduced  four  seconds.  Left  ear:  voice  ten  feet;  Cj,, 
a.  c.>b.  c. ;  a.  c.  reduced  two  seconds;  C512  a.  c.>b.  c. ;  b.  c,  reduced 
six  seconds;  C-.048  a.  c.  reduced  three  seconds.  Vestibular  appar- 
atus :  rotation  towards  left,  nystagmus  twenty-four  seconds ;  caloric 
(cold)  right  ear  no  nystagmus. 

The  three  cases,  taken  together,  demonstrate  many  points  of 
diff^erential  diagnosis  between  labyrinthine  and  retro-labyrinthine 
lesions. 
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In  G.  M.,  the  long  continued,  spontaneous,  horizontal  nystagmus 
towards  the  affected  side  suggested  intra-cranial  origin.  With  this 
he  invariably  fell  in  the  same  direction,  and  this  in  all  positions  of 
the  head.  The  diagnostic  value  of  this  absence  of  the  normal  rela- 
tion between  the  direction  of  the  falling,  the  direction  of  the  nystag- 
mus, and  the  position  of  the  head  in  intra-cranial  lesions  has  been 
fully  demonstrated  by  Barany. 

F.  B.  presented  "disassociation"  of  the  vestibular  and  cochlear 
portions  of  the  nerve.  After  the  decompression,  while  the  coch- 
lear portion  of  the  nerve  was  functionating,  shown  by  her  ability  to 
hear,  the  vestibular  apparatus  was  not  excitable  by  any  known 
method. 

The  importance  of  "disassociation"  in  the  diagnosis  of  retro- 
labyrinthine  affections,  was  described  by  Whitmaack  and  Frey. 
While  several  cases  of  disassociation  from  toxic  affections  of  the 
nerve  have  been  reported,  as  far  as  I  am  aware  no  case  has  been 
previously  recorded  of  "disassociation"  having  been  caused  by 
restoration  of  the  cochlear  functions,  alone  by  operation. 

G.-  M.  and  J«.  J.  H.  had  the  great  dissimilarity  between  the  degree 
of  the  vertigo  complained  of  and  that  produceable  by  artificial  stimu- 
lation of  the  vestibular  apparatus,  to  which  Barany  has  called  at- 
tention. J.  J.  H.,  in  particular,  was  subject  to  "dizzy  attacks" 
severe  enough  to  incapacitate  him ;  but  turning  produced  practically 
no  dizziness. 

Both  G.  M.  and  J.  J.  H.  presented  a  condition,  viz. :  reduced  re- 
actionability  to  cold  and  to  the  galvanic  current  of  the  vestibular 
apparatus  of  the  apparently  unaffected  side,  the  presence  of  which, 
in  intra-cranial  lesions,  has  not,  as  far  as  I  know,  been  previously 
described.  This  condition,  if  generally  present,  may  be  of  service 
in  diagnosing  increased  intra-cranial  pressure  involving  the  auditory 
apparatus,  possibly  at  an  early  stage. 

G.  M.,  when  first  seen  had,  I  thought,  a  hyperesthesia  of  the 
vestibular  apparatus  of  the  affected  side,  as  cold  water  syringed  in- 
to the  affected  ear  had  a  marked  effect,  but  even  at  this  stage  it 
was  impossible  to  produce  any  reaction  by  cold  water  when  applied 
to  the  unaffected  ear.  Later  neither  cold  nor  galvanic  current  pro- 
duced any  effect.  In  J;  J.  H.  it  was  impossible  at  any  stage  .to 
cause  any  reaction  by  either  cold  or  the  galvanic  methods  applied 
to  either  ear,  although  double  caloric  at  times  apparently  had  a  mo- 
mentary effect. 

Both  G.  M.  and  J.  J.  H.  reacted  to  turning  during  the  entire 
course  of  the  disease.     In  G.  M.,  turning,  in  the  early  stages,  pro- 
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duced  a  nystagmus  of  unusual  strength  and  duration.  Later,  the 
nystagmus  was  very,  slight,  exemplifying  the  early  hyperesthesia 
and  later  diminished  excitability  described  by  Neumann  as  occur 
ring  in  different  stages  of  intra-cranial  lesions  involving  the  vesti- 
bular apparatus.  In  J.  J.  H.,  turning  in  either  direction  produced 
nystagmus  of  rather  short  but  equal  duration. 

Reduced  excitability  to  cold  and  to  the  galvanic  current,  of  the 
apparently  unafi^ected  side,  associated  with  induced  nystagmus  of 
equal  duration  from  turning,  in  an  intra-cranial  lesion,  although 
apparently  paradoxical,  is  logically  to  be  expected  from  the  known, 
secondary  reactions  occurring  months  after  the  total  destruction  of 
the  peripheral  organ  by  disease.  While  the  immediate  effect  of 
destruction  of  the  labyrinth  is  to  cause  a  great  difference  in  the 
duration  of  the  induced  nystagmus  to  turning  in  different  directions, 
months  later,  it  is  found  that  the  duration  has  become  equal.  On  this 
fact  Ruttin  diagnosed  a  very  old,  total  destruction  of  one  labyrinth. 
Operation  confirmed  this.  In  the  same  class  of  cases,  reduced  ex- 
citability of  the  normal  labyrinth  to  cold  is  recorded  by  Barany. 
Reduced  excitability  of  the  unaffected  side  to  cold,  and  equal  dura- 
tion of  the  induced  nystagmus  from  turning,  can  then  be  regarded 
as  manifestations  of  the  end  result  of  the  central  mechanism  in  its 
re-establishment  of  the  disturbed  compensation  following  destruc- 
tion of  one  peripheral  organ.  Logically,  the  same  should  be  much 
earlier  expected  in  a  slowly  growing  lesion  of  one  side  of  the  cen- 
tral mechanism  itself. 

As  with  the  vestibular  apparatus,  so  also  with  the  cochlear  ap- 
paratus, careful  examination  in  the  case  of  J.  J.  H.  revealed  a  be- 
ginning deafness  of  the  apparently  unaffected  side,  although  he  did 
not  complain  of  such  and  apparently  was  unaware  of  its  presence. 

The  study  of  these  three  cases  leads  me  to  believe  that  in  intra- 
cranial lesions  of  the  posterior  fossa,  there  may  occur  early  reduc- 
tions of  the  excitability  of  the  vestibular  apparatus,  not  only  of  the 
affected  but  of  the  unaffected  side  and  perhaps  an  oscillation  of  the 
function  of  the  cochlear  apparatus  of  the  unaffected  side;  all  due 
possibly  to  an  edema  of  the  nerve-sheath,  which  conditions  may  be 
revealed  by  repeated,  careful  examinations  by  qualitative  tests  and 
can  be  relieved,  at  least  temporarily,  by  decompression. 
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RESONATORS,  WITH  SPECIAL  REFERENCE  TO  THE 
SCHAEFER  APPARATUS.* 

DR.  ROBERT  SONNENSCHEIN,  CHICAGO. 

Often  new  methods  and  appliances  are  perfected  and  employ- 
ed in  one  part  of  the  world  but  for  some  reason  or  other  the 
knowledge  thereof  is  not  rapidly  disseminated,  either:  (1)  be- 
cause the  original  articles  are  published  in  obscure  or  foreign 
journals;  (2)  because  if  of  the  latter  class,  they  may  not  have 
been  translated  into  English,  and  are,  therefore,  inaccessible  to 
many  readers ;  and  lastly  (3)  because  the  papers  are  often  not 
abstracted  in  our  journals.  When  this  appears  to  be  the  case  it 
seems  not  only  proper  but  advisable  to  call  attention  to  such 
publication  or  invention. 

So  far  as  I  am  aware,  no  article  in  English  has,  at  least  up  to 
1912,  appeared  dealing  with  the  apparatus  in  question,  nor  have 
I  learned  at  the  time  of  this  writing  of  the  presence  of  another 
set  of  the  Schaefer  resonators  in  Chicago.  Please  pardon,  there- 
fore, the  introduction  of  the  subject,  even  though  the  practical 
utility  of  the  instrument  may  not  yet  have  been  fully  demon- 
strated nor  appear  at  first  sight  very  great. 

To  properly  appreciate  and  intelligently  apply  a  subject  like 
otology,  and  particularly  the  functional  testing  of  the  ear,  re- 
quires, it  would  seem,  some  knowledge  of  acoustics  which  em- 
braces among  other  topics,  the  subject  about  to  be  discussed. 

In  the  consideration  and  application  of  resonance  and  reson- 
ators, we  have  a  most  interesting  and  important  field  bearing 
on  the  appreciation  of  many  phenomena  connected  with  hear- 
ing and  with  the  voice,  besides  offering  those  who  are  concern- 
ed with  the  study  of  acoustics  per  se  a  splendid  opportunity  of 
solving  many  diflferent  questions.  Resonators  have  been  used 
in  various  ways,  for  instance :  by  Helmholtz  and  others  for 
the  analysis  of  tones,  particularly  of  the  different  vowels ;  by 
Wien  for  the  determination  of  tone  intensities ;  by  Abraham 
and  Schaefer  for  the  purpose  of  solving  the  difficult  problem  of 
"interference  tones" ;  by  Schaefer  and  later  by  Waetzmann  to 
furnish  proof  of  the  existence  of  objective  physical  combina- 
tion-tones in  the  sounds  produced  by  vibration  of  membranes 
or  diaphragms.  It  seems  that  a  useful  application  of  resonat- 
ors would  consist  in  testing  therewith  the  various  forks  which 
we  buy  in  order  to  be  certain  of  their  pitch  should  any  doubt 

♦Read  at  the  meeting'  of  the  Chicago  Laryngological  and  Otological 
Society,  November  19,   1912. 
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exist  and  no  other  accurate  forks  be  at  hand  with  which  to  com- 
pare. A  few  years  ago  Edelmann  constructed  and  introduced  a 
continuous  series  of  resonators  evidently  intended  to  supple- 
nient  the  Bezold  tuning  forks.  This  will  perhaps  lead  to  the 
former  becoming  a  part  of  the  otologist's  armamentarium. 

Resonators,  be  it  said,  are  instruments  capable  of  and  used 
for  selecting  out  special  sounds  for  reinforcement.  Resonance, 
or  sympathetic  vibration,  which  is  the  reinforcement  or  intensi- 
fication of  sound  due  to  the  union  of  direct  and  reflected  waves, 
depends  upon  the  principle  that  a  number  of  slight  impulses 
properly  applied  will  finally  create  a  considerable  momentum, 
as  seen  in  the  well-known  fact  of  giving  impulse  to  a  swing  or 
a  pendulum  at  the  proper  phase  of  the  oscillation.  When,  there- 
fore, a  vibrating  body  is  brought  near  the  corresponding  reson- 
ator the  latter  is  caused  to  vibrate  in  its  fundamental  tone.  To 
induce  a  rigid  body  like  a  tuning-fork  to  respond  to  or  resonate 
with  another  fork,  or  other  sounding  body,  requires  that  both 
objects  have  exactly  the  same  number  of  vibrations  per  second, 
or  that  the  vibration  number  of  one  is  a  simple  multiple  of  the 
other.  When,  however,  a  more  elastic  Substance  such  as  a  col- 
umn of  water  or  air  is  used  as  a  resonator,  the  two  sounds  need 
not  be  absolutely  in  unison,  but  should  be  nearly  so.  In  most 
resonators  a  column  of  air  is  employed,  as  is  also  the  case  in 
the  Schaefer  apparatus.  Although  in  my  possession  for  the 
past  year,  it  was  for  certain  reasons  impossible  to  do  more  than 
use  the  apparatus  on  a  few  patients  and  attempt  some  tuning- 
fork  tests,  not  enough  in  number  or  of  sufficient  quality  to  sig- 
nify anything.  Further  investigation  Avill  be  made  and  the  find- 
ings reported  if  possible. 

To  produce  a  resonator  for  any  one  tone  is  a  comparatively 
simple  procedure.  A  lamp  chimney,  a  tube  of  cardboard  or  a 
bottle  may  do.  By  placing  in  water"  a  cylindrical  glass  or  metal 
tube  open  at  both  ends,  and  having  a  length  of  approximately 
a  meter,  and  a  diameter  of  a  few  centimeters,  it  can  be  made  to 
resonate  for  tones  ranging  from  about  100  to  3000  vibrations 
per  second  depending  upon  the  depth  of  the  immersion.  The 
disadvantage,  however,  of  these  water  resonators  lies  in  the 
fact  that  the  ear  of  the  person  to  be  examined  cannot  easily  be 
connected  with  the  node  of  the  air  wave  which  is  formed  at  the 
surface  of  the  water  column.  For  this  purpose  the  spherical 
resonators  of  Helmholtz  are  very  serviceable  in  that  they  have 
opposite  the  sound  opening  a  small  funnel-shaped  open  tip  or 
prolongation  which  can  easily  be  inserted  into  the  ear. 
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If  it  is  desired  to  pick  out  a  certain  tone  from  a  sound-com- 
plex, the  larger  opening  of  one  of  these  Helmholtz  resonators 
need  only  be  directed  toward  the  source  of  the  sound,  and  the 
corresponding  tone  will  be  distinctly  heard.  If  the  sound  is 
not  especially  loud,  alternate  covering  and  uncovering  of  the 
smaller  opening  by  means  of  the  finger  will  often  accentuate  it, 
by  producing  a  rhythmic  increase  and  diminution  of  its  inten- 
sity. This  is  due  to  the  fact  that  a  resonator  open  at  both  ends 
reinforces  better  a  higher  tone  than  one  open  only  at  one  end. 
In  other  words,  resonators  of  this  type  are  of  higher  pitch  than 
those  in  which  one  end  is  closed.  On  the  other  hand  a  reson- 
ator is  of  deeper  pitch:  (1)  the  larger  the  air  containing  area, 
and  (2)  the  narrower  the  sound  opening  (Schalloch)  happens 
to  be. 

Schaefer  advises  using  resonators  in  this  analysis  of  sound 
without  insertion  into  the  ear  because  the  instruments  are 
caused  to  vibrate  by  very  slight  disturbances,  such  as  faint 
noises  or  sounds.  The  fundamental  tone  of  the  respective 
resonator  is  thus  produced,  giving  confusing  results.  But  this 
very  sensitiveness  of  resonators  can  be  utilized  in  otology,  for 
the  introduction  of  the  apparatus  into  the  ear  will  serve  as  a 
last  resort  in  the  hearing  of  an  otherwise  inappreciable  sound. 
Therefore,  perhaps,  the  diagnosis  of  total  deafness  should  not 
be  made  until  a  fairly  loud  sound  intensified  by  the  correspond- 
ing resonator  fails  of  perception. 

Tones  of  medium  pitch  are  the  ones  most  intensely  rein- 
forced, the  very  low  and  the  very  high  ones  much  less  so. 
Schaefer,  Koenig  and  Helmholtz  maintain  that  there  is  no  prac- 
tical value  in  producing  resonators  with  less  than  a  hundred 
double  vibrations,  that  is  about  A  (108  v.  d.).  It  is  possible  to 
produce  resonators  for  sounds  of  2000  to  even  4800,  (dis^)  vi- 
brations, but  practically  this  fact  is  not  very  important.  Helm- 
holtz used  his  spherical  resonators  up  to  d^  (about  1150  v.  d.) 
and  claimed  that  "smaller  spheres  were  not  feasible." 

Each  Koenig  or  Helmholtz  spherical  resonator  gives  a  maxi- 
mum reinforcement  for  one  certain  tone,  but  less  for  sounds 
just  above  or  below  this  one.  There  are  therefore  certain  tones 
lying  between  succeeding  resonators  which  are  not  reinforced 
to  their  maximum.  For  instance  in  the  Koenig  series  of  nine- 
teen spherical  resonators  (not  to  be  confused  with  his  series  of 
fourteen  cylindrical  tubes),  there  are  sixty-four  vibrations  be- 
tween the  reinforcement  maxima  of  the  various  resonators,  so 
that  each  one  must  not  only  give  the  greatest  resonance  for  its 
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own  tone  but  also  serve  for  sounds  thirty-two  vibrations  above 
or  below  this.  In  the  small  and  in  the  one-lined  octaves,  how- 
ever, they  do  this  rather  defectively;  an  important  fact  to  be 
considered  when  good  reinforcement  of  all  tones  is  desired. 

If  a  separate  resonator  were  desired  for  each  tone  or  half 
tone  between  c  (128  v.  d.)  and  c^  (1024  v.  d.)  it  would  require 
a  large  number  of  instruments,  which  is  impossible  from  a  prac- 
tical standpoint. 

Schaefer  claims  that  the  ideal  instrument  is  a  "continuous  or 
universal  resonator  apparatus,  adjustable  for  any  desired  tone 
between  at  least  c  (128  v.  d.)  and  c^  (1024  v.  d.),  one  producing 
maximum  reinforcement  of  every  tone,  easily  manipulated, 
compact,  and  comparatively  cheap."  These  qualities  are  held 
to  be  embodied  in  his  new  apparatus. 

These  resonators  are  four  in  number  of  different  lengths  but 
the  sarne  diameter,  cylindrical  in  shape,  and  made  of  brass.  One 
end  is  open,  the  other  closed  by  a  plate  having  a  central  aper- 
ture. Over  the  latter  is  a  conical  extension  intended  to  be  plac- 
ed in  the  meatus  auditorius  or  to  be  connected  with  tubing  for 
introduction  into  the  ear.  For  occluding  the  small  opening 
when  the  resonators  are  not  to  be  inserted  in  the  ear.  rubber  plugs 
are  provided. 

Each  resonator  tube  fits  accurately  into  another  cylinder  but 
can  be  moved  in  and  out.  The  inner  tube  is  graduated  in  milli- 
meters, so  that  the  length  of  the  resonators,  depending  on  the 
amount  that  the  inner  tube  is  withdrawn,  can  at  a  glance  be 
read.  At  the  same  time  the  tones  for  which  the  resonator  acts 
at  diflferent  lengths  are  indicated  by  letters  giving  the  notes  of 
the  scale.  As  is  customarj^  in  Germany,  H  is  used  to  designate 
the  b  of  our  scales.  The  resonators  are  graduated  to  corre- 
spond to  the  tones  of  the  temperate  scale,  based  on  the  tone  of 
a^  (435  V.  d.)  at  a  temperature  of  18°  C.  (about  64.4°  F.).  Ex- 
periments have  shown,  however,  that  at  ordinary  room-tem- 
perature varying  somewhat  from  18°  C,  no  correction  in  read- 
ings is  necessary.  The  range  of  these  resonators  is  from  about 
A  (108  V.  d.)  to  a  little  above  c»  (1024  v.  d.). 

The  graduation  is  also  based  on  the  assumption  that  the 
smaller  opening  is  closed  when  the  resonators  are  used.  When 
applied  in  the  ear,  the  .drum  acts  as  obturator,  but  when  used 
outside  the  ear  the  smaller  aperture  should  be  occluded  with  a 
rubber  plug  or  end  of  a  finger.  Otherwise  inaccurate  results 
will  be  had,  for  a  resonator  open  at  both  ends  is  of  higher  pitch 
than  one  in  which  only  a  single  end  is  open,  as  was  previously 
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pointed  out.  Judging  by  a  few  experiments  this  difference  in 
pitch  amounts  in  most  cases  to  about  one-half  of  a  tone.  It  has 
been  shown  that  the  freely  movable  membrana  tympani  acts 
just  as  well  in  closing  one  end  of  the  resonator  as  does  the  rub- 
ber plug.  It  will  be  interesting  to  see  what  effect  the  presence 
of  a  perforation  in  the  drum  membrane  has  as  regards  the  pitch 
of  the  resonator  used. 

Comparing  now  the  Schaefer  apparatus  with  those  of  others, 
we  find  that  Koenig's  set  of  fourteen  cylindrical  tubes  covers  a 
wide  range  from  G  to  e^  but  is  very  expensive  and  rather  bulky. 
Edelmann's  new  resonators  consist  of  five  spheres  each  supplied 
with  twelve  to  eighteen  diaphragms,  has  a  wide  range,  but  is 
also  rather  expensive.  Schaefer's  set,  as  above  stated,  covers 
a  range  great  enough  for  all  practical  purposes,  is  accurate, 
quite  compact,  easily  adjusted,  and  much  lower  in  price. 

There  has  been  considerable  dispute  regarding  the  advantage 
of  spherical  over  cylindrical  resonators ;  Helmholtz  supported 
by  Watson  and  others  claiming  that  the  former  give  a  purer 
tone  and  a  more  powerful  resonance.  Schaefer  on  the  other 
hand  disputes  this  statement,  and  claims  that  even  granting  it 
the  difference  is  so  slight  as  not  to  count  from  a  practical  stand- 
point. 

In  conclusion  be  it  said  that  resonators  can  be  used  for  vari- 
ous purposes:  (1)  In  physical  research  in  the  analysis  of 
tones,  etc. ;  (2)  in  testing  tuning  forks  to  see  if  the  actual  tone 
is  the  one  claimed  to  be  present;  (3)  for  determining  the  pitch 
of  unmarked  forks,  or  that  of  any  other  sounding  body  whose 
tone  comes  within  the  range  of  the  resonators  employed ; 
(4)  and  last,  but  not  least,  for  testing  the  absolute  duration  of 
hearing.  With  the  corresponding  resonator  inserted  in  the  ear, 
a  tuning  fork,  no  longer  heard  alone,  will  still  be  appreciated ; 
but  when  its  sound  ceases  to  be  heard  despite  reinforcement, 
the  limit  of  hearing  has  been  reached.  To  determine  actual 
deafness  forks  not  at  all  heard  alone  can  thus  be  used  with 
resonators  to  establish  the  diagnosis. 
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SOME  ORIGINAL  ENDOSCOPIC  METHODS.* 

DR.    RICHARD    H.    JOHNSTON,    BALTIMORE. 

During  the  past  few  years  so  many  papers  have  appeared  on 
direct  laryngoscopy,  bronchoscopy  and  esophagoscopy,  that  it  seems 
almost  superfluous  to  add  another  to  the  list.  The  constant  intro- 
duction of  new  instruments,  however,  indicates  that  laryngologists 
are  still  seeking  simpler  methods  which  will  enable  them  to  work 
successfully  in  these  fields.  To  try  to  help  in  the  simplification  of 
the  work  and  to  add  my  experiences  to  the  rapidly  growing  litera- 
ture are  my  excuses  for  submitting  this  paper  to  the  American 
Laryngological,  Rhinological  and  Otological  Society.  By  way  of 
preface  I  wish  to  say  that  to  learn  direct  laryngoscopy,  broncho- 
scopy and  esophagoscopy  well  is  one  of  the  most  difficult  problems  in 
surgery ;  that,  once  mastered,  they  are  fairly  easy  and  can  be  suc- 
cessfully used  in  practically  every  patient  free  from  deformity. 

In  order  to  become  skillful  much  practice  is  required,  which  neces- 
sitates connection  with  a  large  general  or  special  hospital  where 
material  can  be  obtained  in  abundance.  Many  hours  must  be  spent 
in  learning  proper  methods  of  anesthetizing  and  in  manipulating 
the  various  instruments.  After  long  practice  a  certain  knack  of 
handling  the  instruments,  so  as  not  to  cause  pain,  is  acquired.  It 
seems  to  me  that  the  real  reason  of  the  want  of  popularity  of  these 
methods  is  the  multiplicity  of  instruments.  When  one  enters  a 
modern  instrument-store  and  sees  the  large  number  of  instruments 
apparently  required  for  the  work,  one  is  discouraged  to  say  the 
least.  As  a  matter  of  fact  successful  work  can  be  done  with  a  few 
instruments. 

It  may  be  said,  as  a  general  rule,  that  one  who  has  mastered 
direct  laryngoscopy  will  have  little  trouble  in  passing  the  broncho- 
scope or  the  esophagoscope.  When  the  laryngologist  has  become  ex- 
pert in  the  use  of  the  tubes,  he  will  discard  the  indirect  method  for 
operative  procedures.  The  fact  that  he  sees  the  lesion  directly,  that 
with  practice  he  acquires  a  proper  perspective,  gives  him  an  advan- 
tage over  the  mirror.  Since  perfecting  my  own  methods  I  have  not 
used  the  mirror  for  any  operative  procedure  in  the  larynx.  I  feel 
that  I  can  do  better  and  quicker  work  and  that  lesions  difficult  or 
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impossible  of  removal  by  the  mirror  can  be  successfully  handled 
through  the  tube. 

Before  describing  the  methods  which  have  greatly  simplified  direct 
laryngoscopy  for  me,  I  wish  to  refer  briefly  to  two  positions  of  the 
head  which  have  had  their  origin  in  America.  The  "Boyce  posi- 
tion" was  worked  out  by  Dr.  J.  W.  Boyce  of  Pittsburg  and  is  fully 
described  in  Jackson's  work  on  "Tracheo-bronchoscopy."  The  head 
is  lowered  over  the  end  of  the  table  and  held  in  the  proper  position 
by  an  assistant.  Jackson  emphasizes  the  fact  that  the  head  must 
be  held  just  right,  which  necessitates  a  trained  assistant.     Such  a 


1.     Direct  Laryngoscopy.      Head   straight.      Local   anesthesia. 

man  can  be  obtained  where  one  works  constantly  in  the  same  hos- 
pital, but  if  he  should  be  so  situated  that  he  could  not  get  his  as 
sistant,  he  would  be  at  a  great  disadvantage.  When  the  "Boyce 
position"  is  used,  the  operator  sits  on  a  low  stool  in  a  more  or  les^ 
cramped  position  and  is  dependent  on  the  man  who  holds  the  head. 
The  speculum  is  introduced  with  the  left  hand  and  when  the  epi- 
glottis comes  into  view,  it  and  the  base  of  the  tongue  are  pulled" up 
and  a  view  of  the  larynx  obtained. 

The  strain  on  the  forearm  in  holding  the  speculum  is  so  great 
that  the  instrument  cannot  long  be  held  in  position  and  one  must 
operate  quickly,  which  endangers  the  integrity  of  normal  tissues. 
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In  April,  1908,  Mosher  described  the  ''left  lateral  route,"  which 
consisted  in  turning  the  patient's  head  to  the  left  until  the  cheek 
almost  touched  the  plane  of  the  table  and  then  flexing  the  head  on 
the  chest.  A  special  spatula  was  passed  down  between  the  left 
bicuspid  teeth,  the  tongue  pushed  to  the  side  and  the  epiglottis 
raised,  which  gave  a  good  view  of  the  larynx.  I  believe  this  method 
was  used  first  in  examining  the  upper  end  of  the  esophagus  and  was 
later  applied  to  the  larynx.  Mosher's  first  instruments  were  too 
large  and  cumbersome  for  use  in  every  case.  He  has  since  had 
them  made  smaller. 


2.  Direct  Laryngoscopy.  Head  forward,  giving  as  good  a  view  as  Fig- 
ure 1. 

In  the  summer  of  1908  I  had  under  treatment  multiple  papillomata 
of  the  larynx  in  a  child,  4  years  of  age.  I  had  made  the  diagnosis 
with  the  head  in  the  "Boyce  position,"  but  had  not  been  able  to  do 
much  in  an  operative  way.  I  tried  Mosher's  method,  unsuccess- 
fully. I  then  conceived  the  idea  of  passing  the  old  Jackson  speculum 
between  the  incisor  teeth  with  the  head  straight  on  the  table.  A 
good  view  of  the  larynx  was  obtained.  Since  then  I  have  used  no 
other  method  in  the  examination  and  treatment  of  the  larynx  in 
children  and  in  adults  under  general  anesthesia.  Before  describing 
the  straight  method  as  opposed  to  extension  and  flexion,  it  will  per- 
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haps  be  better  to  mention  direct  laryngoscopy  in  the  sitting  position. 
From  an  extensive  experience  with  the  position  that  I  will  describe, 
I  believe  it  is  possible  to  examine  practically  all  adults  under  local 
anesthesia.  If  the  patient  has  a  sensitive  throat  or  seems  at  all  ner- 
vous, I  make  it  a  rule  to  give  two  or  three  days  before  the  examina- 
tion large  doses  of  bromides  which  do  good  in  controlling  the  cough- 
reflex  and  in  allaying  nervousness.  On  the  day  of  the  examination 
the  patient  is  instructed  to  eat  a  good  lunch,  since  a  full  stomach 
seems  to  have  some  effect  in  preventing  poisonous  symptoms  from 
the  anesthetic,  and  to  report  at  the  hospital  at  a  certain  hour.  A  half 
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3.     Direct    L.aryngoscopy.      Head    straight    on    table.      Girl,    17    years    old. 
No  anesthetic   and  patient  not  held. 

hour  before  the  examination  the  nurse  gives  the  patient  a  hypo- 
dermic injection  of  morphin  (^  to  J4  gr.)  and  atropin  1/150  gr.). 
The  patient  is  seated  on  a  low  stool  with  the  head  slightly  extended 
and  supported — not  held — by  a  nurse.  Formerly  I  used  cocain  for 
anesthetizing,  but  two  cases  of  rather  serious  poisoning  led  me  to 
substitute  alypin  which  seems  to  work  as  well.  The  pharynx,  base 
of  tongue  and  epiglottis  are  deadened  with  a  curved  applicator.  In 
about  5  minutes  the  direct  laryngoscope  is  introduced  and  the  anes- 
thetization completed  through  it. 

I  wish  to  emphasize  the  fact  that  when  the  laryngoscope  is  ready 
for  introduction,  the  head  should  be  slightly  extended  and  turned  to 


JOHNSTOX  :     ORIGINAL  ENDOSCOPIC   METHODS. 


611 


the  right  or  the  left,  according  as  the  operator  may  desire  to  enter 
the  mouth  from  the  left  or  the  right  side.  With  the  mouth  open  the 
instrument  is  introduced  between  the  bicuspid  teeth  and  as  it  passes 
down,  the  tongue  is  pushed  to  the  opposite  side.  When  the  epiglottis 
comes  into  view,  the  spatula  end  of  the  laryngoscope  is  passed  be- 
hind it  and  slight  pressure  upward  on  the  handle  suffices  to  bring 
the  larynx  into  view.  If  the  anterior  commissure  is  not  seen,  the 
nurse  is  told  to  push  the  head  forward  until  the  straight  position  is 
assumed  when  all  parts  of  the  larynx  are  usually  seen  clearly.  It  is 
remarkable  how  little   force  is  exerted  on  the  instrument  in  this 


4.     Direct    Laryng-oscopy. 
not  held. 


Boy,   (y  years   old.      No  anesthetic  and  patient 


method.  In  some  cases  the  weight  of  the  speculum  almost  brings 
the  larynx  into  view.  The  right  hand  is  free  for  any  operative  pro- 
cedure. 

One  great  advantage  of  the  position  is  that  with  the  instrument  in 
a  straight  position,  the  head  can  be  brought  from  left  or  right  to  an 
erect  posture  so  that  small  tumors  of  the  cords  can  be  approached 
from  the  side  which  makes  removal  easier.  Other  advantages  are 
the  shortening  of  the  distance  from  the  teeth  to  the  larynx,  the 
slight  danger  of  injuring  the  teeth,  pushing  the  tongue  to  the  oppo- 
site side  and  the  complete  relaxation  of  all  neck  muscles.    With  this 


612 


JOHNSTON  ?    ORIGINAL  ENDOSCOPIC    METHODS. 


method  and  the  Jackson  instruments,  I  have  never  failed  to  get  a 
good  view  of  the  larynx  at  the  first  sitting.  It  can  be  confidently 
asserted  that  in  most  patients  operations  can  be  successfully  per- 
formed at  the  first  attempt.  This  method  will  be  found  far  superior 
to  the  passage  of  the  speculum  between  the  incisor  teeth  which  com- 
pels more  extension  of  the  head,  the  pressure  of  the  tongue  against 
the  floor  of  the  mouth,  more  force  on  the  instrument  to  see  the 
larynx  with  frequent  failure  to  see  the  anterior  commissure.  There 
is  also  greater  danger  of  injuring  or  displacing  teeth. 

In  children  under  6  years  of  age,  I  always  use  the  straight  method 
of  direct  laryngoscopy  without  anesthesia  of  any  kind  for  examining 
and  operating.  The  method  of  procedure  is  as  follows:  With  no 
preliminary  preparation  the  little  patient  is  securely  pinned  in  a  sheet 


5.     Direct    Laryngoscopy.      General    anesthetic    preparatory    to    passing 
bronchoscope. 


so  that  the  arms  and  legs  are  practically  immovable.  He  is  then 
placed  flat  on  the  table  with  the  head  in  the  normal,  straight  posi- 
tion. An  assistant  stands  at  the  head  of  the  table  and  holds  the  head 
so  that  it  cannot  be  moved  while  nurses  look  out  for  the  arms  and 
legs.  The  operator  stands  at  the  left  of  table  facing  the  patient  and 
holds  the  Jackson  speculum  in  the  left  hand.  The  mouth  is  forced 
open,  if  necessary,  with  the  thimble  and  the  instrument  is  passed 
straight  down  between  the  incisor  teeth.  When  the  epiglottis  comes 
into  view,  it  is  hooked  up  with  the  spatula  end  and  by  raising  the 
handle  slightly  the  larynx  is  seen.  In  most  cases  the  entire  larynx 
is  seen ;  if,  however,  the  anterior  commissure  does  not  come  into 
view,  the  thyroid  cartilage  is  pushed  back  by  an  assistant.     The  en- 
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tire  procedure  takes  a  few  seconds.  There  is  no  traumatism  and  the 
child  leaves  the  table  unhurt.  I  have  made  repeated  examinations  in 
the  same  patient  to  watch  the  progress  of  papillomata  and  have  yet 
to  see  any  bad  results.  The  method  is  simple,  easy  and  quick  and 
gives  the  best  possible  view  of  the  larynx. 

It  may  be  of  interest  to  refer  to  the  modified  Jackson  laryngoscope. 
In  my  earlier  work  I  used  his  old  laryngeal  speculum  which  I  be- 
lieve is  now  obsolete.  I  wish  to  say  that  it  is  a  most  valuable  in- 
strument for  the  examination  of  the  upper  end  of  the  esophagus  in 
children  in  both  the  extended  and  straight  positions.  While  the 
speculum  worked  well  it  was  a  little  too  long  for  small  children.  To 
obtain  an  instrument  more  suitable  for  a  child's  throat,  I  had  the 


6.     Passing    bronchoscope,    head    straight 
lraohe.a. 


on    table.      Bronchoscope    is    in 


vertical  part  of  the  handle  of  the  slide  speculum  cut  off  and  a  screw 
arranged  in  it  so  that  it  can  be  attached  or  detached  at  will.  With 
detached  handle  the  speculum  is  ideal  for  the  straight  method  in 
children  with  or  without  anesthesia.  With  handle  attached,  the 
instrument  is  ready  for  use  in  the  sitting  position. 

Bronchoscopy:  I  think  all  bronchoscopists  will  admit  that  the 
most  difficult  stage  in  bronchoscopy  is  in  passing  the  tube  between 
the  vocal  cords.  Once  below  the  cords,  it  takes  no  special  skill  to 
push  the  tube  further  down.  The  usual  way  and,  so  far  as  I  know, 
the  only  way  of  passing  the  bronchoscope,  is  with  the  head  in  ex- 
tension either  in  the  sitting  position  under  local  anesthesia  or  ove** 
the  head  of  the  table  under  general  anesthesia.  In  extension  under 
general  anesthesia  the  same  difficulties  are  encountered  as  in  direct 
laryngoscopy.     In  order  to  prevent  the  strain  on  the  forearm  and 


614  JOHNSTON:,  ORIGINAL  ENDOSCOPIC   METHODS. 

the  necessity  of  overcoming  the  tenseness  of  the  neck  muscles,  I  at- 
tempted to  pass  the  bronchoscope  with  the  head  in  the  straight 
position.  With  the  head  flat  on  the  table  the  laryngoscope  is  passed 
as  above  described.  When  the  larynx  is  brought  into  view,  the 
bronchoscope  is  passed  through  the  speculum  until  the  vocal  cords 
are  reached.  The  eye  is  transferred  to  the  end  of  the  smaller  tube, 
which,  under  the  influence  of  a  slight  twisting  motion,  slips  between 
the  vocal  cords.  The  slide  speculum  is  now  removed,  the  broncho- 
scope left  in  situ,  supported  by  an  assistant,  the  head  gently  low- 
ered over  the  end  of  the  table  and  the  examination  proceeded  with 
as  in  extension.  In  passing  the  bronchoscope  the  operator  stands  to 
the  left  as  in  direct  laryngoscopy. 


7.      Bronchoscopy  and  esophagoscM  px .   Cnsh!i>n   lemoved  and  head  lowered 
to  plane  of  table.     Head  under  complete  control  of  operator. 

Some  time  ago  it  occurred  to  me  that  it  might  be  possible  to  pass 
the  bronchoscope  and  examine  the  trachea  and  bronchi  without 
lowering  the  head  over  the  end  of  the  table,  thus  doing  away  with 
the  necessity  of  a  trained  assistant  and  giving  the  operator  more 
room  and  allowing  him  a  more  comfortable  position  while  work- 
ing. In  this  method  the  patient  is  placed  on  rather  a  high  cushion 
while  the  head  is  supported  by  another  cushion.  The  laryngoscope 
and  bronchoscope  are  passed  in  the  straight  position  as  described 
above.  With  the  bronchoscope  in  position  the  cushion  under  the 
head  is  removed  and  the  head  allowed  to  drop  to  the  plane  of  the 
table.  If  the  distance  from  the  cushion  to  the  plane  of  the  table 
has  been  properly  estimated,  the  head  is  under  complete  control  of 
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the  operator  and  no  assistant  is  needed  to  move  it.  I  have  found 
that  side  movements  are  unnecessary,  while  the  up-and-down  move- 
ment is  regulated  easily  by  a  small  pillow.  With  the  head  in  the 
proper  position  the  right  and  left  bronchi  with  their  branches  are 
rapidly  explored.  In  this  position,  with  the  patient  properly  anes- 
thetized, one  is  surprised  how  little  extension  is  necessary  for  suc- 
cessful work.  The  operator  sits  on  an  ordinary  stool  at  the  head  of 
the  table  and  is  much  more  comfortable  than  with  the  head  over 
the  end  of  the  table. 

Bronchoscopy  in  the  sitting  position:  Under  local  anesthesia 
the  laryngoscope  is  introduced  as  above  described.  With  the  hea;^. 
slightly  extended  and  turned  to  the  side,  the  entire  larynx  is  seen 
clearly.  The  bronchoscope  is  passed  through  the  laryngoscope  and. 
without  regard  to  the  breathing  or  the  movements  of  the  cords,  is 
gently  pushed  into  the  trachea.     The  procedure  takes  only  a  few 


8.  Instruments  used  in  direct  laryngoscopy  and  upper  esophagoscopy. 
1.  Jackson's  old  speculum,  and  2,  separable  speculum  with  modified 
handles. 


seconds  if  the  larynx  is  properly  anesthetized.  I  now  seldom  use 
the  laryngoscope  for  passing  the  bronchoscope  in  the  sitting  posi- 
tion. After  anesthetizing  the  larynx  I  pass  the  bronchoscope  from 
the  side  with  the  patient's  head  almost  straight.  With  the  end  of 
the  instrument  the  epiglottis  is  pulled  forward  and  the  broncho- 
scope easily  passed  between  the  cords.  A  point  of  great  importance 
in  all  these  positions  of  the  head  is  the  fact  that  larger  tubes  can 
be  passed  than  in  extension. 

Esophagoscopy:  The  examination  of  the  upper  end  of  the  eso- 
phagus can  be  made  in  two  ways.  With  the  head  over  the  end  of 
the  table  Jackson's  old  laryngoscope  in  children  is  passed  behind 
the  larynx,  which  is  lifted  up  and  a  good  view  of  the  esophagus 
obtained.     The  second  method  is  that  of  Mosher  which  has  been 
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described  above.  His  instrument  is  used  and  is  passed  into  the 
esophagus  which  opens  up  to  the  clavicle.  A  third  method  which 
can  be  used  easily  and  quickly  in  children  without  anesthesia,  is 
as  follows:  The  child  is  pinned  in  a  sheet  and  placed  on  the  table 
as  in  the  straight  method  of  direct  laryngoscopy.  The  head  is  held 
and  the  modified  laryngoscope  is  passed  until  the  larynx  comes  into 
view.  The  spatula  end  of  the  instrument  is  now  passed  behind  the 
larynx  and  slight  pressure  on  the  handle  suffices  to  open  up  the 
upper  end  of  the  esophagus  for  an  inch.  Iti  this  way  a  stricture  or 
a  foreign  body  can  be  quickly  diagnosed  and  the  foreign  body  re- 
moved as  easily  as  with  the  head  in  extension.  The  operator  stands 
during  the  examination  as  in  direct  laryngoscopy.  In  adults  under 
general  anesthesia  the  same  method  may  be  used  in  examining  the 
upper  end  of  the  esophagus. 

In  all  the  methods  described  no  complicated  instruments  are  used. 
My  armamentarium  for  examining  the  larynx  and  esophagus  con- 
sists of  a  thimble  and  Jackson's  two  laryngoscopes,  the  old  speculum 
and  the  modified  laryngoscope.  The  greatest  advantage  of  the 
methods  is  the  fact  that  one  does  not  need  trained  assistants.  I 
have  worked  successfully  in  hospitals  where  the  assistants  had  never 
seen  such  work. 

To  illustrate  the  ease  with  which  the  methods  can  be  used,  I  wish 
to  cite  briefly  a  few  cases  which  have  been  treated  during  the  past 
year: 

C(ise  I:  A  little  girl,  2  years  old,  was  brought  to  me  from 
Winston-Salem,  N.  C,  with  the  history  of  having  swallowed  a 
chicken  bone.  Four  days  before,  while  eating  soup,  she  suddenly 
had  a  choking  spell  during  which  she  nearly  died.  Dr.  T.  W.  Davis 
located  the  bone  in  the  larynx  and  attempted  to  remove  it  with  the 
mirror.  He  did  not  succeed  and  brought  her  to  the  Presbyterian 
Hospital  for  examination  with  the  direct  laryngoscope.  The  pa- 
tient was  placed  on  the  table  with  the  head  in  the  straight  position, 
the  laryngoscope  passed  and  the  bone  located  between  the  vocal 
cords.  It  required  only  a  few  seconds  to  grasp  the  foreign  body 
and  to  remove  it  with  Pfau's  forceps.  Recovery  was  uneventful. 
The  bone  was  so  tightly  wedged  between  the  cords  that  some  force 
had  to  be  used  to  dislodge  it. 

Case  2\  Dr.  J.  L.  Hirsh  referred  a  boy,  5  years  old,  to  me  for 
aphonia  of  long  standing.  Since  it  was  impossible  to  examine  the 
patient  with  the  mirror,  he  was  examined  at  the  hospital  with  the 
head  in  the  straight  position.  No  difficulty  was  experienced  in  get- 
ting a  good  view  of  the  larynx.    The  diagnosis  was  multiple  papil- 
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lomata  involving  chiefly  the  anterior  part  of  the  larynx.  A  few 
days  later  a  large  mass  of  papillomatous  tissue  was  removed  with 
the  head  in  the  same  position  without  anesthesia.  This  patient  has 
been  operated  upon  several  times  and  applications  of  alcohol  are 
now  being  made  to  shrink  up  the  tissue  in  the  anterior  commissure. 
None  of  these  examinations  have  taken  more  than  a  few  seconds 
and  the  little  patient  does  not  mind  them. 

Case  5:  Mrs.  R.  N.,  30  years  old,  was  referred  to  me  by  Dr.  M. 
L.  Todd  for  huskiness  of  the  voice  following  the  discovery  of  a 
tubercular  lesion  at  one  apex.  The  patient  was  so  nervous  that  a 
strong  cocain  solution  had  to  be  used  to  get  a  view  of  the  larynx 
with  the  mirror.  The  posterior  wall  showed  a  decided  thickening. 
A  few  days  later  the  patient  was  sent  to  the  hospital  and  the  tissue 
removed  with  the  head  slightly  extended  and  turned  to  the  right. 
The  laryngoscope  was  introduced  between  the  left  bicuspid  teeth. 

Case  4:  Mr.  N.,  26  years  old,  was  referred  to  me  by  Dr.  St. 
Clair  Spruill  for  huskiness  of  the  voice  of  seven  years'  standing. 
He  had  previously  had  three  unsuccessful  operations  with  the  mirror 
for  a  tumor  of  the  left  vocal  cord.  The  growth  was  situated  on  the 
cord  near  the  anterior  commissure.  Under  cocain  anesthesia  the 
papilloma  was  removed  at  the  first  sitting  with  the  head  slightly 
extended  and  turned  to  the  left. 

Case  5:  In  December,  1910,  a  patient  was  referred  to  me  by  Dr. 
F.  M.  Winchester,  of  Charlotte,  N.  C.  Five  days  previously  he  had 
aspirated  a  scarf-pin  which  proved  to  be  in  the  right  bronchus.  Un- 
der general  anesthesia  with  the  head  straight  on  the  table  the  bron- 
choscope was  passed.  The  head  was  then  lowered  over  the  end  of 
the  table  and  the  examination  proceeded  with. 

Case  6 :  A  boy,  8  years  old.  developed  dyspnea  for  which  no 
cause  could  be  found.  Under  general  anesthesia  the  bronchoscope 
was  passed  with  the  head  in  the  straight  position.  The  head  was 
then  lowered  as  in  the  "Boyce  position." 

807  North  Charles  Street. 


FOREIGN  BODY   (INSTRUMENT)   IN  THE  SPHENOID 

SINUS.* 

DR.   ISAAC   M.    HELLENE,   NEW   YORK   GITY. 

Foreign  bodies  have  been  lost  in  almost  every  conceivable 
cavity  of  the  human  body  but  until  recently  the  sphenoidal 
sinus  has  been  happily  free.  This  is  owning  to  its  peculiarly  pro- 
tected position  in  the  nose  w^ith  its  small  ostium  higli  up  be- 
hind the  middle  turbinate. 

Latterly,  however,  since  the  work  of  Onodi,  Hajek,  Killian 
and  others  has  shown  us  the  surgical  importance  of  this  space 
and  the  frequency  with  which  it  may  be  the  seat  of  pathological 
process,  the  sphenoidal  sinus,  too;  has  proved  its  possibility  as 
a  receptacle  for  extraneous  objects.  Oppikorfer,  in  100  autop- 
sies exposing  200  sinuses,  found  stomach  contents  nine  times  or 
four  and  one-half  per  cent,  five  times  on  one  side  only  and  twice 
on  both.  He  further  quotes  Wertheim,  Minder  and  Martin 
who  met  with  similar  conditions  and  who  claim  that  the  vom- 
itus  entered  the  cavities  during  the  life  of  the  patient.  Oppi- 
korfer on  the  other  hand,  believes  it  to  have  happened  after 
death  or  shortly  before  with  the  patient  in  a  profound  coma.  He 
bases  his  contention  on  the  fact  that  in  all  the  cases  reported, 
the  mucous  membranes  of  the  sinus  in  some  were  perfectly  nor- 
mal, in  less  than  one-half  there  was  a  catarrhal  inflammation 
and  none  contained  pus.  He  thinks  it  scarcely  possible  that 
stomach  material  could  remain  in  contact  with  so  sensitive  a 
tissue  as  the  lining  membrane  of  this  cavity  for  any  length  of 
time  without  causing  a  marked  purulent  reaction.  Further,  in 
two  of  his  cases  which  were  reliably  watched  during  the  illness 
and  where  positively  no  vomiting  had  occurred  during  life,  the 
above  condition  was  found  on  section.  This,  he  states,  was  due 
to  the  shaking  up  of  the  cadavers  during  transit. 

Tunis^  also  reports  the  results  of  one  hundred  autopsies  ex- 
posing two  hundred  sinuses  in  the  pathological  department  of 
the  Allgemeines  Krankenhaus  in  1909.  The  writer  was  in  Vi- 
enna at  the  time  and  had  the  pleasant  privilege  of  witnessing 
some  of  the  sections  and  assisting  in  going  over  the  case-his- 
tories. In  none  of  these  was  anything  of  a  foreign  nature  found. 
These,  of  course,  were  taken  at  random  and  represented  all  the 
usual  causes  of  death,   which   tends   to  bear  out  Oppikorfer's 

♦Read  at  the  meeting'  of  New  York  Academy  of  Medicine  Section  on 
Otology    and    Laryngolog-y,    May    22,    1912. 
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contention.  The  ostium  sphenoidale  must  be  extremely  large 
and  surrounding  parts  relaxed  or  perhaps  missing  as  in  a  mark- 
ed case  of  atrophic  rhinitis,  for  stomach  contents  to  enter  this 
recess  during  life. 

Chiari^  reports  a  case  of  a  man  brought  to  the  surgical  divi- 
sion of  the  Allegemeines  Krankenhaus  with  a  bullet  in  his  sphe- 
noidal sinus  as  shown  by  the  Roentgen  ray.  This  the  profes- 
sor removed  by  the  nasal  route  and  the  patient  recovered.  It  is 
the  first  time,  so  far  as  I  am  able  to  ascertain,  that  a  bullet  had 
been  taken  from  this  sinus  through  the  nose. 

Voislawsky*  is  the  first  to  record  a  foreign  body  in  the  sphe- 
noid as  the  result  of  operative  interference.  Briefly  it  is  as  fol- 
lows:  Man,  aged  38,  with  pan-sinusitis,  on  February  10,  1910, 
had  his  middle  turbinate  and  ethmoid  cells  removed.  Following 
this,  while  local  applications  were  being  made,  the  cotton  be- 
came detached  from  the  applicator  and  diligent  search  failed  to 
find  it.  The  doctor  was  called  from  the  room  and  on  his  re- 
turn was  shown  a  piece  of  cotton  which  patient  had  blown  from 
his  nose  during  the  absence  and  which  was  thought  to  be  the 
lost  swab.  On  October  10,  while  violently  blowing  his  nose, 
the  patient  expelled  a  bit  of  cotton  which  looked  as  if  it  had 
been  roled  on  an  applicator. 

On  April  22  of  the  following  year,  this  same  patient,  who  was 
a  physician,  having  a  bad  cold  introduced  some  adrenal  solu- 
tion on  a  cotton  swab  into  the  right  nostril  to  reduce  the  con- 
gestion of  the  inflamed  mucous  membrane.  He  again  lost  the 
cotton  and  on  May  22,  Dr.  Voislawsky  removed  it  from  the 
sphenoidal  cavity  by  means  of  a  bent  probe  after  a  stay  of  just 
one  month. 

Charlotte  F.,  aged  19,  milliner,  called  November,  1911,  com- 
plaining of  more  or  less  difficulty  in  nasal  breathing,  worse  at 
night.  She  had  been  to  two  clinics  where  operation  had  been 
advised.  The  septum  was  markedly  deviated  to  the  left  im- 
pinging on  the  turbinates  while  the  concavity  on  the  right  was 
almost  completely  filled  with  a  large  bullous  middle  turbinate. 
After  explaining  to  the  patient  the  objects  and  necessity  of 
operating  she  reluctantly  consented.  On  December  5,  1911,  un- 
der cocain  and  adrenalin,  I  removed  the  left  middle  turbinate. 
This  was  so  large  and  crowded  between  the  septum  and  exter- 
nal wall  that  I  was  unable  to  remove  it  en  masse  and  it  came 
away  in  two  portions.  Then  I  noticed  a  small  opening  in  the 
anterior  wall  of  the  sphenoid  through  which  the  glistening  mu- 
cous membrane  lining  was  plainly  seen. 
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The  patient  was  of  an  intensely  neurotic  temperament  who 
flinched  each  time  an  instrument  approached  the  nose  and  kept 
up  a  continuous  stream  of  inquiries  of  "what  are  you  going  to 
do  now?"  interspersed  with  expressions  of  fear.  Hemorrhage 
was  moderately  brisk  and  after  a  short  wait  it  was  seen  that 
nothing  remained  but  to  smooth  off  a  few  rough  projections 
from  the  stump.  While  doing  so  with  the  Hartmann  alligator 
forceps  (Figure  1),  Miss  F.  suddenly  twisted  her  head  to  one 
side  and  I  felt  something  give  way  in  the  instrument.  On  its 
Nvithdrawal,  the  terminal  section  was  found  missing  (a — Figure 


Figure  1. 

1,  having  become  disarticulated  from  b — Figure  1).  The  pa- 
tient saw  this  too,  which,  as  can  be  readily  imagined,  did  not 
tend  to  allay  any  of  her  previous  apprehensions  and  nervous- 
ness. Meanwhile  hemorrhage  was  fairly  free  and  diligent 
search  failed  to  find  the  "missing  link."  After  working  until  it 
was  clear  nothing  further  could  be  accomplished  under  those 
circumstances  and  fearing  that  manipulating  in  the  dark  might 
push  the  part  into  the  antrum  or  orbit,  the  nose  was  lightly 
packed  and  patient  sent  home.  Thirty-six  hours  later  the  gauze 
was  removed  but  clots  and  oozing  precluded  a  satisfactory  in- 
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spection  of  the  field.  On  December  8,  two  x-ray  pictures,  an- 
tero-posteriorly  and  laterally  were  taken,  but  were  too  faint  to 
be  of  any  assistance.  On  December  10,  nose  was  again  inspect- 
ed and  probed  without  touching  anything  of  a  foreign  nature. 
Oozing  had  been  more  or  less  continuous  but  no  hemorrhage. 


FIg-ure  2. 

At  11  o'clock  that  evening  she  suddenly  started  to  bleed  pro- 
fusely from  the  right  side  and  continued  until  4  a.  m.,  when  the 
flow  stopped  spontaneously.  Patient  came  to  the  office  later 
that  morning  but  owing  to  the  recent  hemorrhage  nothing  was 
attempted.  'On   December   16,    Roentgen   pictures   were   taken 
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again  and  this  time  successfully  as  shown  in  Figure  2.  These 
proved  clearly" the  presence  of  the  instrument  in  the  right  sphenoidal 
sinus. 

Our  course  was  now  plainer.  As  long  as  the  body  lay  in  this 
cavity  probably  no  harm  would  ensue  by  waiting  until  all  re- 
action had  subsided.  Therefore  she  was  advised  to  return  to 
her  work  particularly  as  her  busy  season  was  about  to  start. 
She  reported  at  bi-"or  tri-weekly  intervals  for  control  when  it 
was  noticed  that  granulations  were  springing  up  about  the  en- 
trance to  the  sphenoid.  A  probe  was  passed  through  these 
readily,  but  failed  to  touch  the  corpus  alienum. 

On  May  9,  1912,  the  second  operation  was  performed.  This 
time  to  overcome  the  patient's  nervous  excitability,  she  was 
given  morph.  sulf.  gr.  ^,  hyoscine  hyd.  gr.  1/100  per  hypo,  two 
hours  before  beginning.  It  worked  almost  like  a  charm.  She 
became  much  quieter,  at  times  somnolent  and  I  believe  I  was 
able  to  use  more  cocain  than  had  the  hypnotic  not  been  given. 
Free  use  of  epinephrin  shrank  the  granulations  decidedly  and 
with  Hajek's  sphenoidal  forceps  the  anterior  wall  was  taken 
away  close  to  the  floor.  A  bent  probe  now  touched  something 
metalic  on  the  floor  of  the  sinus  and  a  little  manipulating 
brought  it  to  view.  A  dressing  forceps  easily  delivered  the 
missing  part  much  to  the  gratification  of  both  operator  and  pa- 
tient. The  procedure  was  painless,  took  about  five  minutes, 
and  bleeding  was  so  slight  as  to  demand  no  packing. 

The  accident  impressed  this  fact  forcibly  upon  me:  When 
the  head  is  in  the  usual  position  for  operating  on  the  middle 
turbinate,  especially  its  posterior  half,  the  anterior  wall  of  the 
sphenoidal  body  assumes  the  position  of  the  floor  of  the  middle 
meatus.  Therefore,  should  there  be  a  sufficiently  large  open- 
ing in  the  anterior  wall  objects  dropped  from  the  middle  me- 
atus ca;i  fall  readily  into  the  cavity  in  question.  It  is  well  to 
remember  this  fact  when  pieces  of  cotton  are  lost  in  the  nose. 
The  dimensions  of  the  part  are  17x6x4  mm. 
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John  F.  McCoy,  Chairman. 
Paralysis  of  the  Respiratory  Nerve  Due  to  Circulatory  Lesions;  With  Re- 
marks on  Recent  Therapeutic  IVIeasures.  By  Dr.  J.  W.  Gleitsmanx. 
To  facilitate  the  disposal  of  the  subject,  the  paper  was  divided  into  five 
parts:  (1)  Brief  physiological  remarks;  (2)  Recurrent  paralysis  from 
heart  lesions  in  general;  (3)  Paralysis  in  connection  with  mitral  steno- 
sis;   (4)   Aneurysm;    (5)   Therapeutics. 

1.  The  proclivity  of  the  abductor  muscles  to  paralysis  is  well  known, 
the  reason  for  it  having  been  explained  by  Grabower,  who  by  painstaking 
observations  counted  the  number  of  terminal  nerve  fibers  of  the  laryngeal 
muscles,  and  found  that  of  all  the  laryngeal  muscles  the  posticus  has  the 
smallest  number  of  nerve  terminals,  absolutely  as  well  as  relatively  in 
regard  to  its  size.  Semon  believes  more  in  the  great  vulnerability  and 
the  biological  differences  in  the  muscular  structure  of  the  abductors. 

It  is  known  that  a  recurrent  paralysis  can  change  to  an  abductor  pa- 
ralysis, because  the  stronger  adductor  muscles  recuperate  more  quickly 
than  the  abductors  if  the  underlying  lesion  shows  a  tendency  to  improve- 
ment. Four  cases  were  cited  illustrating  this,  reported  by  Louis  Elsberg, 
Semon,  Landgraf,  and  the  writer. 

It  has  been  observed  that  the  glottis  is  wider  in  the  dead  than  in  bi- 
lateral recurrent  paralysis,  and  this  is  of  great  importance  in  explaining 
some  phenomena  about  w'hich  decided  differences  have  existed  and  prob- 
ably still  exist.  The  greater  width  of  the  glottis  in  the  dead  is  due  to 
the  inaction  of  all  the  laryngeal  muscles  while  in  recurrent  paralysis  the 
external  tensor,  the  cricothyroid  muscle,  which  is  innervated  by  the  su- 
perior laryngeal  nerve,  still  retains  its  function,  which  results  in  an  ap- 
proximation of  the  cords. 

The  position  of  the  vocal  cords  near  the  median  line  after  experimental 
surgical  severance  of  the  recurrens,  led  Grossmann  to  claim  that  the 
glottis  stood  in  the  cadavaric  position  in  such  cases  and  that  therefore 
the  idea  that  posticus  paralysis  alone  caused  the  position  of  the  cords  In 
the  median  line  was  erroneous.  Grabower  showed  the  fallacy  of  this 
contention  by  his  experiments  on  dogs;  and  demonstrated  that  the  posi- 
tion of  the  cords  Is  due  to  the  inability  of  the  thyro-cricoid  muscle  to  re- 
tain its  function  of  extension,  and  thereby  adduction  of  the  cords  for  any 
length  of  time.  If  unaided  in  its  action  by  the  adductors  when  they  are 
paralyzed. 

2.  Cases  of  recurrent  paralysis  from  heart  lesions  in  general  were 
cited  from  Gantz  and  Low,  and  reference  was  made  to  reported  cases  re- 
sulting from  pericarditis.  Pericardial  effusion  was  observed  by  Bauemler 
to  be  the  cause  of  a  bilateral  recurrent  paralysis;  the  condition  disap- 
peared with  the  absorption  of  the  exudate.    The  writer  said  that  so  far 
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as  he  knew  this  was  only  recorded  instance  of  a  cure  of  bilateral  recur- 
rent paralysis  due  to  organic  disease.  Fein  reported  a  case  of  syphilis  as 
the  cause  of  a  left  recurrent  paralysis,  as  all  the  symptoms  disappeared  af- 
ter specific  treatment. 

3.  Ortner,  in  1897,  reported  the  first  case  of  left  recurrent  paralysis 
due  to  mitral  stenosis,  attributing  the  paralysis  to  compression  of  the 
nerve  between  the  aorta  and  distended  auricle.  This  was  confirmed  by 
autopsy.  Later  observations  by  others  demonstrated  that  the  pathological 
lesions  producing  recurrent  paralysis  in  mitral  stenosis  showed  a  great 
variety  of  local  conditions,  in  many  instances  differing  from  those  in  Ort- 
ner's  case.  Kraus  reported  a  case  of  mitral  stenosis,  tricuspid  insuffi- 
ciency, and  hypertrophy  of  the  right  ventricle,  the  Roentgen  ray  showing 
enlargement  and  displacement  of  the  heart.  Autopsy  showed  that  in  con- 
sequence of  this  displacement  the  relationship  of  the  aorta  and  pulmon- 
alis  had  changed  and  that  Botalli's  ligament  exerted  traction  on  the 
nerve.  Fetterolf  and  ,  Morris  have  analyzed  the  results  of  autopsies  of 
eleven  cases  found  in  literature — attributing  the  recurrent  paralysis  to 
direct  compression  on  the  part  of  the  auricle  or  its  appendix  in  seven 
cases;  to  cardiac  displacement  in  one;  to  the  effect  of  persistently  patulous 
ductor  arteriosus  in  one;  and  to  indirect  compression  acting  on  the  pri- 
mary artery  in  two  cases.  An  excellent  resume  of  the  subject  is  pub- 
lished by  Garel. 

4.  The  deleterious  influence  of  the  aorta  upon  the  recurrent  nerve  was 
recognized  in  pre-laryngoscopic  times.  Legroux  in  1853  spoke  of  the 
weakness  of  the  voice,  partial  aphonia, -and  hoarseness  which  he  attribut- 
ed to  compression  of  the  recurrent  nerve  by  an  aneurysm.  The  first 
laryngoscopic  observation  was  made  by  Traube  who  reported  two  cases. 

A  number  of  cases  of  recurrent  paralysis  are  recorded  as  due  to  rheu- 
matism, but  care  must  be  exercised  in  this  matter  as  prolonged  observa- 
tion of  patients  and  the  use  of  modern  therapeutic  measures  may  lead  to 
finding  a  true  pathological  lesion.  Levinstein  for  some  time  treated  a 
patient  with  right  recurrent  paralysis,  believing  it  to  be  of  rheumatic 
origin,  but  finally  by  the  use  of  the  Roentgen  ray  he  found  it  to  be  caused 
by  an  aneurysm  of  the  right  subclavia  producing  compression  on  the  re- 
current nerve.  Finder  reported  the  case  of  a  patient  with  recurrent  pa- 
ralysis, aortic  aneurysm,  and  locomotor  ataxia,  and  found  in  one  clinic 
twenty-four  autopsies  of  cases  of  locomotor  ataxia,  over  one-third  of 
which  had  also  aortic  aneurysm. 

Bilateral  recurrent  paralysis  due  to  aortic  aneurysm  is  rare,  and  is 
caused  by  a  very  large  aneurysm  involving  the  trunk  of  the  anonyma  and 
the  subclavia.     Bernhard  analyzed  nineteen  cases  reported  up  to  1903. 

5.  Therapy.  Horsley  in  1909,  reported  a  case  of  complete  paralysis  of 
the  left  recurrent  due  to  a  bullet  injury.  This  was  treated  by  incision 
along  the  sterno-cleido-mastoid,  excision  of  the  diseased  ends  of  the  nerve, 
and  approximation  of  the  healthy  nerve-ends  with  chromic  catgut,  mus- 
cular tissue  being  drawn  over  the  suture.  Improvement  began  after  two 
months,  and  recovery  was  complete  in  nine  months. 

Navratil  reported  some  interesting  experiments  on  dogs,  in  which  he 
made  anastomosis  of  the  recurrent  nerve  with  the  descending  branch  of 
the  hypoglossus,  guarding  the  sutured  ends  by  Foramitti's  method.  Grab- 
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ower  published  aiT  interesting  case,  which  confirmed  his  statement  as  to 
the  function  of  the  crico-thyroid  muscle.  The  patient  had  been  operated 
upon  three  times  for  goiter  which  exerted  pressure  on  both  recurrent 
nerves;  the  adductors  of  both  sides  recuperated,  drawing  the  cords  to- 
wards the  median  line,  thereby  causing  dyspnea,  which  necessitated 
tracheotomy.  Grabower  advised  neurectomy  of  the  superior  laryngeal 
nerve  of  one  side.  After  this  was  done  the  left  cord  began  slowly  to  re- 
cede from  the  median  line,  and  a  month  and  a  half  later  the  tracheal  can- 
nula was  removed.  Mertens  also  reports  a  similar  gratifying  result  from 
neurectomy  of  the  superior  laryngeal.  The  latest  procedure  for  alleviat- 
ing, unilateral  recurrent  paralysis  was  reported  by  Bruenings  to  the  So- 
ciety of  German  Laryngologists,  who  injected  paraffin  into  the  cord,  in 
an  attempt  to  counteract  the  atrophy  and  weakness  of  the  paralyzed  cord 
and  restore  its  phonatory  position.  Of  the  first  three  patients  treated  in 
this  way,  two  regained  their  voices,  and  the  third  was  greatly  relieved.  A 
year  later  he  reported  five  other  cases  with  similar  results.  He  had  no 
ill  sequelae,  and  in  1912  the  oldest  patient  spoke  with  an  almost  normal 
voice. 

DISCUSSION. 

Dr.  QtiNLAN  said  that  he  did  not  feel  prepared  to  discuss  the  paper, 
but  that  he  wished  to  congratulate  the  author  upon  his  able  research  and 
classical  presentation  of  the  subject.  All  know  how  difficult  these  cases 
are,  and  the  last  word  in  regard  to  diagnosis  and  treatment  has  not  yet 
been  said.  He  had  failed,  however,  to  elicit  any  new  note  in  therapeutics 
or  in  the  agencies  for  the  relief  of  these  conditions.  Unfortunately,  he 
has  had  from  time  to  time  cases  of  recurrent  paralysis,  which  have  one 
after  another  defeated  his  efforts.  It  was  always  a  pleasure,  however,  to 
listen  to  Dr.  Gleitsmann's  views  and  to  enjoy  the  treat  he  gives  his 
hearers. 

Db.  Fretjdenthal  said  that  Dr.  Gleitsmann  had  referred  to  the  greater 
vulnerability  of  the  abductor  muscles,  and  he  himself  had  been  able  to 
prove  this  law  of  Semon's  some  six  or  seven  years  ago,  when  he  had  ex- 
amined all  the  cases  of  tabes  and  sclerosis  at  the  Montefiore  Home.  He 
had  found  a  great  many  interesting  cases  that  gave  no  symptoms  at  all. 
If  it  were  not  so  difficult  to  examine  them  he  would  like  to  do  it  again; 
by  repeated  examinations  he  had  seen  first  only  a  paralysis  of  the  abduc- 
tor muscles  and  a  few  months  later,  that  the  whole  recurrent  nerve  was 
paralyzed. 

Dr.  Finder  had  found  that  one-third  of  his  cases  of  tabes  had  some 
aneurysm,  and  one  should  be  careful  in  making  a  diagnosis  of  recurrent 
paralysis  not  to  omit  this  aneurysm.  Dr.  Freudenthal  said  that  he  al- 
ways kept  in  mind  the  condition  of  the  chest,  which  in  his  cases  had  been 
examined  by  various  observers.  He  did  not  recall  more  than  one  or  two 
cases  of  aneurysm  seen  by  him  in  connection  with  this  paralysis.  In  re- 
current paralysis  the  normal  vocal  cord  has  to  learn  how  to  compensate 
and  go  over  to  the  affected  side,  so  as  to  close  up  the  glottis.  He  had  been 
Impressed  by  the  findings  of  these  patients.  People  with  absolutely  nor- 
mal voice  and  breathing,  showed  suddenly  a  recurrent  paralysis. 

Dr.  Thurbeb  said  that  he  had  reported  once  before  the  case  of  a  man 
at  the  Vanderbilt  Clinic  who  had  a  left  recurrent  laryngeal  paralysis  and 
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had  found  a  way  to  give  himself  a  good,  loud  voice  by  external  pressure 
with  his  thumb;  thus  producing  the  required  adduction  by  external  pres- 
sure. He  discovered  how  to  do  this  by  trying  to  call  at  some  distance 
when  his  head  was  turned  so  that  his  collar  made  pressure  on  the  side  of 
his  larynx. 

Dr.  Yankauer  said  that  in  some  cases  the  diagnosis  of  intra-pulmonary 
tumors  is  not  made  by  the  internist,  for  the  symptoms  are  obscure,  and 
the  tumor  may  be  small.  Bronchoscopy,  however,  affords  an  excellent 
means  of  recognizing  the  causes  of  this  paralysis,  for  any  tumor  that  is 
,arge  enough  to  press  on  the  recurrent  nerve  would  be  likely  to  show  in 
the  trachea.  The  examination  of  these  patients  with  the  bronchoscope, 
however,  requires  the  observance  of  certain  precautions.  Any  muscular 
effort  or  strain  on  the  part  of  a  patient  with  an  aneurysm  is  dangerous, 
and  if  we  do  not  know  the  cause  of  the  paralysis  we  must  assume  that 
an  aneurysm  may  be  present  and  consequently  avoid  subjecting  the  pa- 
tient to  any  risks.  For  this  reason  it  has  been  claimed  that  the  use  of 
the  bronchoscope  is  contra-indicated  in  a  case  of  aneurysm,  or  even  of 
suspected  aneurysm.  He  has  examined  eight  such  cases  with  the  broncho- 
scope, in  which  the  diagnosis  of  aneurysm  or  extra-bronchial  tumor  was 
made— sometimes  with  the  bronchoscope  first,  sometimes  the  diagnosis 
had  already  been  made.  In  none  of  these  cases  had  he  met  with  any  ac- 
cident, but  the  patients  all  submitted  readily  to  the  examination  with 
the  bronchoscope  and  did  not  struggle  or  resist.  In  all  these  instances, 
however,  he  took  great  care  not  to  pass  the  bronchoscope  beyond  the  tu- 
mor, not  even  to  advance  so  far  as  to  touch  the  tumor  with  the  instru- 
ment.   This  precaution  is  important. 

The  appearance  of  the  trachea  during  the  bronchoscopic  examination  is 
characteristic  and  is  easily  recognized.  When  lumen-presentation  is 
brought  about,  the  condition,  however,  must  be  distinguished  from  other 
bronchoscopic  appearances  due  to  bending  of  the  trachea  or  a  branching 
when  the  growth  is  in  the  bronchi.  In  one  of  these  cases  of  particular 
interest,  the  patient  had  the  paralysis  on  the  right  side,  and  the  physical 
signs  and  symptoms  of  a  large  growth  involving  the  right  chest,  which 
was  also  shown  by  the  radiograph.  The  bronchoscopic  examination  was 
made  under  local  anesthesia  without  difficulty,  and  the  tumor,  pressing  on 
the  right  wall  of  the  trachea  and  compressing  the  lumen  into  a  crescen- 
tic  shape,  was  easily  made  out.  The  bronchoscope  was  kept  in  position 
for  about  fifteen  minutes,  and  was  passed  without  the  slightest  effort  or 
resistance  from  the  patient,  who  withstood  the  manipulations  without 
any  mishap.  The  bronchoscope,  however,  was  not  passed  beyond  the 
growth.  Dr.  Yankauer  said  that  incidentally,  one  reason  for  his  prefer- 
ence for  external  illumination  rather  than  for  the  Jackson  bronchoscope 
in  spite  of  the  practical  advantages  of  this  instrument  was  the  necessity 
of  finding  the  growth  before  the  bronchoscope  reaches  it,  for  in  the  case 
of  the  latter  Instrument  one  cannot  see  until  close  to  the  growth,  while 
with  external  illumination  one  can  see  the  bifurcations  as  soon  as  the 
vocal  cords  are  passed. 

The  internist  was  anxious  to  get  a  more  detailed  examination,  so  a 
week  later  the  bronchoscope  was  passed  a  second  time.  On  this  occasion 
it  was  easier  than  at  the  first.    An  effort  was  made  to  pass  the  growth, 
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but  When  the  narrow  part  of  the  trachea  was  reached  it  was  found  im- 
possible to  get  beyond  the  growth  without  a  great  deal  of  pressure.  No 
injury  was  produced  nor  was  there  any  bleeding  or  blood  stained  mucus, 
and  after  the  operation  was  over  the  patient  said  that  it  had  not  bothered 
him  as  much  as  the  first  time.  He  got  off  the  table,  and  would  have  walk- 
ed back  to  the  ward,  had  he  been  permitted.  This  was  in  the  afternoon. 
On  the  next  morning,  he  suddenly  became  dyspneic,  and  in  an  hour  pass- 
ed away.  It  was  not  possible  to  say  whether  or  not  the  passage  of  the 
bronchoscope  had  any  relation  to  the  death  of  the  patient  in  this  case. 
The  dyspnea  began  nineteen  hours  after  a  bronchoscopy  which  he  had 
permitted  without  difficulty.  That  seemed  rather  a  long  time  for  any 
reaction  to  begin,  and  a  patient  with  a  large  tumor  involving  practically 
all  of  the  chest  on  one  side  is  apt  to  die  in  that  way,  and  it  is  possible 
that  the  death  was  a  coincidence.  Unfortunately  there  was  no  autopsy 
and  the  cause  of  death  could  not  be  ascertained.  It  certainly  was  unfor- 
tunate that  although  he  had  examined  so  many  patients  by  the  aid  of 
the  bronchoscope  without  mishap  as  long  as  he  kept  on  the  near  side  of 
the  growth,  the  patient  should  have  died  the  first  time  he  tried  to  pass 
the  bronchoscope  beyond  the  growth.  All  of  the  cases  which  he  had 
seen  were  examined  under  local  anesthesia.  One  of  those  referred  to  by 
Dr.  Gleitsmann  was  examined  in  his  office.  In  that  case  the  aneurysm 
was  not  large  and  had  been  overlooked  by  the  internist;  subsequently  the 
patient  was  taken  to  the  hospital  and  a  radiograph  was  taken,  and  some 
slight  physical  signs  were  elicited.  The  diagnosis,  however,  in  that  case 
was  made  with  the  bronchoscope  first. 

In  another  case  of  special  interest,  the  growth  was  on  the  left  side, 
and  pressed  upon  the  left  bronchus  and  not  upon  the  trachea  at  all. 

Examination  in  these  cases  can  be  made  safe,  if  the  patient  does  not 
resist,  and  if  the  bronchoscope  is  kept  away  from  the  growth. 

Db.  Gleitsmanx  said  that  he  was  aware  of  the  difficulties  of  broncho- 
scopy in  cases  of  aneurysm,  and  it  should  be  attempted  only  with  the  ex- 
ercise of  great  care  and  after  much  experience.  Formerly  we  were  warn- 
ed against  the  use  of  bronchoscopy  in  such  cases,  but  with  proper  consid- 
eration and  attention  the  bronchoscope  can  be  a  great  aid  in  reaching  a 
diagnosis. 

He  had  at  first  intended  to  extend  his  paper  to  all  the  affections  of  the 
chest,  mediastinum,  lungs,  etc.,  but  had  found  it  necessary  to  limit  him- 
self. They  are  detected  by  the  bronchoscope  and  by  the  effect  of  pressure 
against  the  recurrent  nerve. 

Removal  of  Foreign  Body  From  Left  Bronchus.  Removal  of  Foreign 
Body  From  Esophagus.  Removal  of  Foreign  Substance  From  Both 
Bronchi.     By  Dr.  Svonky  YANKAtKH. 

The  first  specimen  was  removed  from  the  left  bronchus  of  a  boy  of 
5  years,  who  gave  the  following  history:  For  four  weeks  he  had  had  a 
cough  with  profuse  expectoration  and  intermittent  fever.  Examination 
showed  physical  signs  of  consolidation  and  effusion  on  the  left  side;  he 
had  an  evening  temperature  of  104^.  He  remained  in  the  hospital  for  a 
week,  during  which  time  the  acute  symptoms  disappeared,  but  the  physi- 
cal signs  did  not  clear  up.  A  radiograph  was  taken,  and  showed  the 
presence  of  a  foreign  body  on  the  left  side,  outside  of  the  mammary  line. 
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The  parents  were  sent  for,  and  upon  questioning  gave  the  history  of  the 
inhalation  of  a  foreign  body  some  tlve  weeks  previously.  They  had  sent 
for  a  doctor,  but  he  thought  it  had  passed  down  into  the  stomach,  and 
they  had  given  the  matter  no  further  attention.  This  was  the  second 
case  in  which  a  foreign  body  was  discovered  without  any  previous  his- 
tory. In  this  case  it  happened  that  the  substance  was  of  a  nature  to 
ejlve  a  dense  shadow;  in  the  other  case  it  was  a  soft  bone  and  gave  no 
shadow. 

On  passing  the  bronchoscope,  the  left  bronchus  was  found  filled  with 
granulation  tissue.  After  removing  this  a  good  deal  of  pus  was  expelled 
and  the  foreign  body  was  seen  and  removed.  The  boy  made  a  good  re- 
covery in  about  a  week. 

The  second  case  had  a  somewhat  similar  history.  The  child  was  2 
years  of  age  and  was  eating  walnuts;  she  ran  across  the  floor  and  fell, 
and  began  to  cough,  and  became  cyanotic.  A  doctor  was  sent  for,  who 
thought  she  was  suffering  from  diphtheria  and  gave  her  antitoxin.  The 
cyanosis  disappeared,  but  the  attacks  of  coughing  continued,  and  the  cy- 
anosis returned  several  times  a  day.  After  two  weeks  these  attacks  be- 
came so  bad  that  the  cyanosis  was  accompanied  by  convulsions.  A 
laryngologist  was  then  consulted,  who  referred  the  case  to  Dr.  Yankauer 
The  patient  was  anesthetized  and  a  bronchoscopic  tube  pa=a-id,  but  the 
trachea  was  so  swollen  that  it  was  difficult  to  pass  even  a  small  tube 
However,  this  was  eventually  successful,  and  several  small  pieces  of 
walnut  meat  were  found  and  removed.  From  previous  cases  of  this  kind 
it  was  suspected  that  there  might  be  other  pieces  which  had  escaped  ob- 
servation. The  examination  was  difficult  as  there  was  a  great  deal  of 
swelling,  but  eventually  with  the  aid  of  cocain  and  adrenalin  the  left 
bronchus  was  entered,  and  several  more  pieces  of  the  walnut  meat  were 
removed.  A  careful  exploration  was  made  and  the  bronchus  was  thor- 
oughly cleaned  out,  and  the  child  made  a  good  recovery. 

While  eating  chicken  the  third  patient  suddenly  felt  something  solid 
in  his  mouth,  which  slipped  down  his  throat.  He  immediately  be- 
gan to  gag  and  vomit.  He  went  outside  and  while  bending  over  a  basin, 
his  false  teeth  dropped  out  and  disappeared.  Eventuallv  as  he  thought, 
the  piece  of  bone  went  lower  down  in  his  throat  and  remained  there.  He 
nad  a  good  deal  of  pain  and  was  unable  to  swallow.  J*:!  brief,  the  history 
was  that  of  swallowing  a  piece  of  bone  while  eating,  uu  introducing  an 
esophagoscope  to  a  distance  of  fourteen  inches  from  the  teeth,  a  glisten- 
ing white  body  was  found.  This  was  grasped  with  the  forceps  and  with- 
drawn with  the  esophagoscope  as  far  as  the  cricoid,  when  it  slipped  back. 
The  esophagoscope  was  again  introduced  and  the  same  thing  occurred  a 
second  and  a  third  time.  Finally,  the  foreign  body  was  seized  by  the  flat- 
tened portion  and  brought  up  to  the  cricoid  region,  but  even  then  It  could 
not  be  brought  out.  By  holding  it  flrmly  but  with  gentle  traction  against 
the  contracted  muscle  the  spasm  was  overcome  and  the  foreign  body  re- 
moved. It  proved  to  be  a  part  of  the  tooth  place,  which  had  evidently 
been  cracked  off  while  he  was  eating.  Following  the  operation  there  was 
a  slight  abrasion  of  the  posterior  esophageal  wall,  swelling  of  both  ary- 
tenoids and  marked  dysphagia.  The  patient  was  put  to  bed  for  twenty- 
four  hours,  after  which  the  pain  and  swelling  disappeared  and  he  went 
home. 
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Regular  Meeting,  December  23,  1912. 

Case  of  Nose  Made  Out  of  Finger.     Db.  Clare:jce  McWilliams. 

The  patient,  a  man  of  45,  was  admitted  to  the  hospital  on  September 
5,  iyi2,.  Two  years  prior  he  had  been  a  stationary  engine  oiler.  His 
right  arm  was  caught  in  the  belt  and  his  face  was  drawn  m  so  that  the 
spokes  of  the  wheel  struck  his  face,  annihilating  the  nose.  He  was  then 
in  a  Long  Island  city  hospital  for  twelve  months,  where  he  said  he  had 
had  eleven  operations.  On  admission  to  the  Presbyterian  Hospital,  his 
face  was  entirely  healed  but  terribly  disfigured.  It  was  marred  by  nu- 
merous scars,  as  was  also  the  forehead,  the  skin  of  the  forehead  being 
attached  to  the  bone  by  the  scars.  The  projection  of  the  nose  was  en- 
tirely gone,  the  nasal  and  cartilaginous  portions  being  entirely  missing, 
as  was  also  the  projection  of  the  frontal  bone  forward.  There  was  one 
small  opening  into  the  nasal  cavity,  admitting  a  probe.  The  left  nostril 
was  entirely  gone,  and  its  edge  was  attached  to  the  bone  beneath,  while 
one-naif  of  the  right  nostril  remained  and  projected  forward  in  a  teat- 
like process.  The  defect  in  soft  parts  went  up  to  within  an  inch  of  the 
frontal  bone,  and  was  one  inch  in  transverse  diameter  and  an  Inch  and 
a  half  vertically.  Any  operation  to  reproduce  the  nose  in  such  a  case 
must  introduce  some  t)ony  support.  Morestin  has  carried  out  a  procedure 
of  grafting  a  rib  into  the  soft  parts  of  the  forehead  and  then  turning 
down  a  flap  containing  the  implanted  rib  to  form  the  nose.  This  did  not 
seem  advisable  because  of  the  scars  on  the  forehead  and  the  wish  not  to 
increase  his  disfigurement  by  additional  scars.  There  was  nothing  to 
be  done  but  to  graft  a  finger  into  the  defect,  because  the  man's  condition 
was  pitiable.  He  could  get  no  position  because  of  the  deformity,  and 
went  around  with  a  handkerchief  tied  about  his  face  to  hide  his  dis- 
figurement. 

The  procedure  followed  was  that  described  by  Finney  and  McGraw. 
The  head  and  shoulders  were  immobilized  in  a  plaster  of  Paris  splint 
the  evening  before  the  operation,  and  this  splint  was  cut  down  on  one 
side  so  that  it  could  be  quickly  removed  in  the  case  of  any  accident 
during  anesthesia.  This  splint  was  of  great  assistance  in  later  immo- 
bilizing the  attached  hand  and  arm  immediately  after  the  operation.  A 
knife  inserted  in  the  defect  separated  the  soft  parts  from  the  bone  be- 
neath, extending  up  to  the  frontal  bone,  and  the  edges  of  the  defect  were 
pared  all  about  the  margin.  The  left  finger  was  chosen.  Esraarch  about 
one  arm;  nail  removed  and  scraped,  exposing  bone  beneath.  Metacarpo- 
phalangeal articulation  opened  by  a  posterior  longitudinal  incision;  joint 
opened;  head  of  metacarpal  bone  removed;  division  of  anterior  tendons, 
also  lateral  ligaments  of  joint.  Finger  was  then  free  but  united  by  soft 
parts,  and  nourished  by  uninjured  digital  vessels.  Skin  removed  from 
whole  circumference  of  last  phalanx  and  tip  of  phalanx  nipped  off  with 
rongeur.  Finger  then  slipped  into  place,  the  extremity  of  the  last 
phalanx  going  up  to  the  frontal  bone  under  a  bridge  of  undivided  soft 
parts.  No  suture  was  used  to  attach  the  phalanx  to  the  frontal  bone.  A 
longitudinal  denudation  was  made  on  each  side  of  the  second  phalanx, 
about  a  quarter  of  an  inch  wide,  to  which  the  edge  of  the  cheek  on  one 
side  was  sutured,  and  on  the  other  that  of  the  nostril,  the  defect  between 
the  check  and  nostril  being  filled  in  by  the  skin  of  back  of  finger.    The 
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first  phalanx  was  left  unattached,  as  it  was  later  to  be  turned  backwards. 
Interrupted  silkworm-gut  sutures  were  used.  Plaster  of  Paris  splint  was 
then  applied  about  head  and  about  arm  and  chest.  For  a  couple  of  days 
after  the  operation  the  pain  in  the  arm  was  severe,  but  after  that  the 
arm  went,  so  to  speak,  to  sleep  and  there  was  no  further  discomf«rt. 

On  the  fifteenth  day  after  this  operation,  one  of  the  digital  vessels  on 
one  side  of  the  finger  was  tied  under  novocain  4  per  cent  anesthesia;  on 
the  twenty-first  day  the  finger  was  amputated  through  the  metacarpo- 
phalangeal articulation,  using  novocain  locally.  No  attempt  was  made 
to  close  the  proximal  end  of  the  finger  at  this  time.  Heat  in  the  shape 
of  hot  cloths  was  applied  to  the  finger  for  twenty-four  hours.  Subsequent- 
ly there  was  some  necrosis  of  the  soft  parts  on  the  end  of  the  first  pha- 
lanx, but  not  to  any  great  extent. 

Eight  days  later,  the  first  phalanx  was  fiexed  to  a  right  angle  in  rela- 
tion to  the  second  phalanx,  and  its  tip  was  sutured  in  this  position  to  the 
l?one  behind,  while  the  soft  parts  covering  it  were  also  turned  backward 
and  sewed  to  the  freshened  lower  border  of  the  nasal  delect.  Sixteen 
days  later  it  was  necessary  to  remove  the  greater  part  of  the  first  pha- 
lanx because  of  the  necrosis.  After  this  operation  there  was  some  infec- 
tion of  the  finger,  the  pus  from  which  escaped  through  several  places  in 
the  line  of  the  scars.  This  infection,  however,  soon  ceased.  The  tendons 
of  the  transplanted  finger  were  not  disturbed  at  any  time  during  the 
various  procedures,  and  are  still  in  place. 

The  man  is  not  yet  a  beauty,  but  his  appearance  is  vastly  improved. 
There  is  no  sign  now,  after  three  months,  of  any  re-growth  of  the  nail. 
There  is  a  small  opening  into  the  nasal  cavity  but  not  sufficient  for  res- 
piration. He  is  a  mouth  breather.  He  has  very  little  sense  of  smell. 
The  wound  caused  by  amputating  the  finger  healed  by  primary  union. 
The  tip  of  the  last  phalanx  seems  to  be  solidly  united  to  the  frontal  bone. 
During  the  twenty-one  days  that  the  finger  remained  attached  to  the  face 
and  hand,  nourishment  was  entirely  fluid,  and  was  administered  through 
a  tube  passed  into  the  angle  of  the  mouth.  At  the  outset  of  the  opera- 
tion it  was  planned  to  wait  but  fourteen  days  before  amputating  the 
finger,  but  on  the  expiration  of  that  time  the  patient  was  so  comfortable 
that  it  was  deemed  safer  to  wait  another  week. 

Dr.  Mc Williams  asked  the  opinion  of  the  members  as  to  the  advisabil- 
ity of  attempting  to  improve  the  smelling  function  of  the  nose. 

DISCUSSION. 

Dr.  Carter  said  that  before  deciding  upon  what  operation  is  to  be  done 
in  these  cases — whether  a  finger  is  to  be  used,  or  bone  first  grafted  into 
the  skin  of  the  arm  and  then  transferred  to  the  face  later,  as  he  himself 
had  done  in  a  case  previously  reported  before  the  Section — the  personal 
equation  has  to  be  considered.  A  great  deal  depends  upon  how  much  the 
man  needs  his  finger.  The  loss  of  so  useful  a  member  is  a  serious  draw- 
back to  the  operation.  There  were  several  points,  however,  in  this  case 
in  favor  of  the  operation  done  by  Dr.  McWilliams,  which  should  not  be 
overlooked.  It  is  a  great  deal  easier  to  immobilize  the  hand  on  the  face 
than  to  immobilize  the  arm  in  that  position,  for  the  elbow  has  to  be  pro- 
truded some  distance  beyond  the  head,  and  it  is  very  difficult  to  put  on 
a  bandage  that  will  hold  it  steady.     Another  point,  too,  is  that  the  skin 
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on  the  finger  is  nearer  the  color  ot  the  skin  on  the  face  than  that  of  the 
arm.  This  is  not  due  entirely  to  the  fact  that  the  skin  on  the  finger  ia 
covered  up  most  of  the  time  and  so  is  whiter,  but  it  is  of  a  different  tex- 
ture and  its  supply  of  blcod  is  not  so  great  as  that  over  the  face. 

In  doing  the  Carter  operation,  it  must  be  remembered  that  the  con- 
traction of  the  flap  that  is  taken  from  the  arm  is  very  considerable,  and 
due  allowance  must  be  made;  the  flap  should  be  made  twice  as  large  as 
is  needed,  owing  to  this  contraction.  There  are  serious  objections  to  the 
finger  method.  It  is  quite  a  disadvantage  to  have  to  remove  a  finger; 
hardly  anything  would  overcome  that  objection  in  a  mau  who  has  to  earn 
his  living  by  manual  labor.  Further,  if  the  nail  is  not  completely  de- 
stroyed, ic  would  interfere  with  the  permanent  result.  Jt  is  unfortunate 
that  the  man  has  no  nasal  breathing  space,  as  this  would  add  greatly  to 
his   comfort. 

Dr.  Carter  said  that  he  would  like  to  know  whether  the  patient  hag 
any  sensation  in  his  nose.  He  said  that  his  own  case,  where  he  first 
transplanted  the  rib  into  the  arm  and  then  transferred  the  tissue  to  the 
face,  was  one  where  there  was  no  nose  at  all^  and  that  the  woman  has  a 
nasal  breathing  space  and  sensation  in  her  new  nose;  his  case  is  of  ten 
months'  standing.  Dr.  Carter  considers  his  own  operation  preferable  to 
that  of  utilizing  a  finger. 

Dij.  Freudexthal  said  that  he  could  not  comment  upon  the  operation 
itself,  for  he  had  had  no  experience  in  such  cases,  but  In  regard  to  the 
<luestion  of  forming  new  nostrils  he  hardly  thought  he  would  advise  try- 
ing that,  as  it  would  be  impossible  to  give  the,  man  a  satisfactory  breath- 
ing nose.  The  mucous  membrane  could  not  be  replaced,  and  without  that 
he  could  not  breathe  satisfactorily;  he  would  be  in  the  same  position  as 
a  man  witn  atrophic  rhinitis.  The  air  would  simply  pass  through,  but 
H  would  not  be  assimilated. 

Dr.  Smith  said  that  Dr.  McWilliams  deserved  the  highest  commenda- 
tions for  obtaining  such  an  excellent  result.  Those  who  had  tried  such 
work  in  the  past  had  signally  failed.  Some  years  ago  a  prominent  sur- 
geon had  attempted  a  similar  operation,  using  the  thumb,  and  suit  was 
brought  against  him  for  the  hideous  outcome  of  the  attempt.  Looking 
at  the  pictures  of  the  case  before  operation  and  the  condition  after,  there 
was  nothing  but  commendation  to  be  expressed  for  such  a  wonderful  piece 
of  plastic  surgery.  Only  those  who  had  seen  other  attempts  made  to  do 
such  work  could  appreciate  this  case.  Personally,  he  would  prefer  to 
attempt  rib  transplantation  in  order  to  save  the  finger,  but  it  might  have 
failed  in  this  case,  as  there  was  no  support  for  the  rib,  and  so  much 
tissue  would  have  had  to  be  transplanted  that  it  seemed  doubtful  whether 
as  good  a  result  could  have  been  obtained.  The  distal  phalanx  repre- 
sents the  columnar  cartilage  of  the  nose,  and  upholds  the  tip,  while  the 
piece  of  rib  would  have  been  perfectly  flat. 

Dr.  McWilliams.  closing  the  discussion,  said  that  there  was  no  sensa- 
tion in  the  nose,  though  there  might  be  some  later  on.  In  considering 
just  what  to  do  in  this  case,  the  finger  method  seemed  the  best,  partly 
for  the  reason  mentioned  by  Dr.  Smith,  I.  e.,  the  flatness  of  the  antero- 
posterior diameter  of  the  rib  would  have  been  very  small  and  the  nose 
would  not  have  been  projected  anteriorly  far  enough.     In  the  next  such 
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case  he  might  try  the  rib  first,  and  then  use  the  finger  as  a  last  resort, 
if  necessary. 

Peri-tonsilar   Abscess;    Nitrous   Oxid    Inhalation;    Death.    Di:.   Ernest  V. 

HUBBAKD. 

Dk.  Hubbard  said  that  it  is  always  a  pleasure  to  report  successes,  but 
that  once  in  awhile  it  was  good  for  the  soul  to  report  a  failure.  He  told 
of  a  patient  whom  he  had  seen  last  spring,  a  man,  31  years  of  age.  He 
was  first  seen  three  years  ago  suffering  from  a  peri-tonsilar  abscess,  from 
which  he  recovered.  Subsequently  he  had  two  others  which  were  lanced 
and  from  which  he  recovered  in  the  same  way.  This  last  time,  however, 
an  attempt  was  made  to  lance  the  abscess,  but  without  success;  at  the 
end  of  twenty-four  hours,  another  attempt  was  made,  again  without  suc- 
cess, and  finally  a  third  futile  effort  was  made.  Cocain  was  used  in  each 
instance,  but  no  pus  was  found.  The  man's  constitutional  condition  grew 
worse,  his  temperature  was  104 o,  and  something  had  to  be  done.  An  anes- 
thetist was  accordingly  summoned,  with  the  idea  of  operating  under  ni- 
trous oxide.  The  anesthetist  was  one  of  the  ablest  men  in  ihe  city.  Only 
a  moment  or  two  before  the  operation  the  man  had  left  his  bed  and  gone 
to  the  toilet.  Everything  was  made  ready,  and  Dr.  Hubbard  was  busy  for 
a  moment  with  his  back  turned,  when  the  anesthetist  called  to  him  that 
the  man  was  dead.  He  had  had  only  two  whiffs  of  the  ether,  when  his 
heart  and  respiration  stopped,  and  he  was  off  in  a  flash.  Every  effort  was 
made  to  revive  him,  using  all  the  usual  means  for  a  space  of  two  hours, 
but  all  to  no  avail. 

As  far  as  could  be  determined,  the  man  was  in  reasonably  good  health 
previous  to  this  trouble,  his  heart,  lungs,  and  kidneys  were  in  good  con- 
dition. Death  did  not  seem  due  to  fright,  for  the  man  had  been  through 
a  great  deal,  and  did  not  seem  to  be  affected  with  fright. 

Everyone  knows  how  trying  these  cases  are,  but  the  doctor  said  that 
he  would  never  again  administer  nitrous  oxid  in  a  case  of  peri-tonsilar 
abscess. 

DISCUSSION. 

Dr.  Heller  told  of  a  somewhat  parallel  case  to  which  he  had  been  call- 
ed. An  able  dentist,  who  had  administered  nitrous  oxid  a  great  many 
times,  had  telephoned  him  to  come  to  the  office,  and  when  he  arrived  the 
patient  was  dead  in  the  chair.  The  man  had  been  treated  by  a  general 
practitioner  for  a  swelling  in  his  throat.  This  physician  first  thought  of 
peri-tonsillar  abscess,  and  incised  it  several  times,  but  finding  no  pus 
present,  and  observing  that  the  swelling  was  very  far  anteriorly,  sent  the 
man  to  a  dentist.  The  dentist  made  a  diagnosis  of  some  infection  around 
the  root  of  the  wisdom  tooth,  and  advised  extraction  of  the  tooth.  The 
physician  told  him  to  go  ahead,  and  upon  being  asked  about  the  anes- 
thetic, he  consented.  The  anesthetic  was  given  and  the  tooth  extracted, 
and  as  the  dentist  turned  to  lay  the  tooth  down  and  then  looked  back  at 
the  patient  the  man  died.  The  family  physician  was  summoned  imme- 
diately, but  the  man  was  already  dead.  The  dentist  said  ttiat  he  could 
not  feel  that  it  was  due  to  the  extraction  of  the  tooth,  for  there  was  no 
difficulty.  No  explanation  could  be  reached,  excepting  that  in  some  way 
the  man  had  been  infected.     There   was  pus  at  the   root  of  the  tooth. 
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Whether  there  was  an  infection,  causing  a  heart  depression,  could  not  be 
determined.      ~ 

Db.  Fkeudenthal  said  that  It  would  seem  almost  Impossible  that  In 
&uch  a  case  the  patient  should  die  from  infection.  A  man  could  not  die 
from  an  infection  in  a  lew  seconds;  but  he  might  die  from  asphyxiation. 
He  had  had  cases  where  the  pus  from  the  pharynx  went  down  into  the 
larynx,  causing  asphyxiation  in  a  very  short  time. 

Ur.  Seymouk  Oppenheimer  said  that  the  case  referred  to  by  Dr.  White 
and  the  one  referred  to  by  Dr.  Heller  were  entirely  dissimilar,  in  so  far 
as  in  the  one  no  operative  interference  had  been  employed  before  the 
death  of  the  patient  and  in  the  other  death  occurred  after  or  during  the 
operation.  He  questions  very  much  the  judgment  or  wisdom  in  employ- 
ing general  anesthesia  for  the  evacuation  of  any  pus  focus  about  the 
throat.  The  danger  of  aspiration  of  the  "contents  of  the  abscess  cavity 
when  opened  is  a  very  serious  one.  Death  occurs  in  these  cases  from 
asphyxiation. 

Dk.  Carter  said  that  it  would  seem  that  Dr.  Freudenthal  had  struck 
the  nail  on  the  head  in  stating  that  death  was  probably  due  to  asphyxia- 
tion resulting  from  the  anesthesia.  Of  course,  where  there  is  a  large  col- 
lection of  pus  anywhere  near  the  entrance  to  the  lungs,  the  natural  pass- 
age is  already  constricted,  and  this  constriction  is  increased  by  the  nitrous 
oxid;  for  the  vessels  of  the  head  especially  become  turgescent  in  any 
operation  under  this  anesthetic.  Dr.  Carter  believes  that  a  certain 
amount  of  asphyxiation  always  occurs  under  nitrous  oxid  anesthesia. 

Dr.  Smith  agreed  with  Dr.  Oppenheimer  in  what  he  had  said  relative 
to  general  anesthesia  in  these  cases.  The  air  is  insufficiently  areated 
any  way  owing  to  the  obstruction  in  breathing,  even  previous  to  the  ad- 
ministration of  an  anesthetic,  and  when  an  anesthetic  is  administered  the 
individual  is  unable  to  throw  out  the  pus  that  accumulates  in  the  larynx 
and  trachea,  consequently  it  is  aspirated.  It  was  a  standing  rule  in  nis 
clinic  that  no  patient  with  an  abscess  in  or  around  the  upper  respiratory 
tract  should  have  general  anesthesia  for  its  evacuation.  From  the  in- 
numberable  evidences  given  of  fatal  cases  following  anesthesia  for  the 
evacuation  of  pus  in  and  around  the  upper  respiratory  tract  it  seems  con- 
clusive that  it  should  be  forbidden. 

Db.  Joseph  E.  Lvmbard  agreed  with  Dr.  Smith  that  a  general  anes- 
thetic was  dangerous  in  any  collection  of  pus  in  the  throat.  One  or  two 
precautions  should  always  be  taken;  a  prop  should  be  placed  in  the  mouth, 
as  it  is  very  difficult  to  get  the  mouth  open  when  using  nitrous  oxid.  The 
less  general  anesthesia  given  in  these  cases  the  better.  Another  Impor- 
tant point  is  to  have  the  head  of  the  patient  with  ttfe  face  downward,  or 
the  head  very  much  lowered. 

He  asked  if  any  of  the  gentlemen  knew  whether  In  any  ot  these  cases 
reported  the  gas  had  been  turned  with  the  positive  pressure.  That  makes 
a  great  deal  of  difference,  especially  with  a  young  subject.  Some  one 
had  said  that  a  patient  anesthetized  with  nitrous  oxid  gas  must  be  cya- 
nosed.     That  is  not  correct. 

Dr.  Hvrd  told  of  a  case  of  peri-tonsillar  abscess  which  he  had  seen  two 
years  before,  located  Dehind  the  tonsil  and  extending  down  the  lateral 
pharyngeal  wall  nearly  to  the  level  of  the  larynx.  Examination  of  the 
larynx  with  the  mirror  revealed  no  edema  around  the  arytenoids  or  else- 
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where.  The  patient  was  in  good  shape  and  walked  to  the  operating 
room.  The  mouth  was  opened,  the  swelling  incised  with  a  knife,  and 
then  with  the  finger  the  incision  was  enlarged  downward;  all  in  about 
five  seconds.  The  man  after  that  walked  back  to  his  room,  said  he  felt 
much  better  and  was  greatly  relieved,  and  I  went  out  of  the  hospital.  Ten 
minutes  later  he  was  dead.  He  must  have  died  of  acute  edema  of  the 
larynx.  In  these  cases  general  anesthesia  seems  usually  contra-indicated. 
Hyoscin  and  morphin  with  local  anesthetics  are  much  preferable,  and 
the  patients  will  have  to  stand  some  pain.  Some  of  them  wiJl  die  quickly, 
whether  anesthesia  is  used  or  not. 

Dr.  McWilliams  said  that  as  he  had  listened  to  the  various  cases  just 
reported,  it  seemed  to  him  that  the  last  death  was  due  to  an  embolism 
and  not  asphyxia.  It  takes  only  two  or  three  minutes  for  such  a  patient 
to  die. 

Uk.  Hukd  said  that  in  the  case  he  had  mentioned  the  death  occurred 
about  twenty  minutes  after  the  operation. 

Dr.  McWilliams  said  that  in  the  cases  which  he  had  seen  in  general 
surgical  practice  the  patients  would  sometimes  get  along  for  ten  or  eleven 
days,  when  an  embolus  would  break  loose  and  get  into  a  coronary  artery 
or  pulmonary  vein  and  the  heart  stop.  He  was  inclined  to  think  that 
that  was  the  condition  which  had  caused  the  death,  a  pulmonary,  coron- 
ary, or  cerebral  embolus. 

Dr.  McUoy  said  that  one  of  the  facts  that  stands  out  most  prominently 
in  the  literature  is  that  many  of  these  patients  die  suddenly.  He  had 
had  much  experience  in  treating  this  class  of  cases  of  suppuration  of  the 
lower  pharynx,  the  patients  getting  along  very  well  apparently  for  awhile 
and  then  suddenly  dying.  There  seems  to  be  a  severe  infection  which 
produces  an  effect  upon  the  heart.  He  was  more  inclined  to  believe  that 
it  was  an  affection  of  the  heart  produced  by  extreme  sepsis  than  an 
acute  edema  of  the  larynx,  for  that  would  require  more  than  ten  min- 
utes, perhaps  more  than  an  hour's  warning.  In  one  of  the  meetings  of 
the  Section  in  the  spring,  a  number  of  cases  of  this  class  were  reported 
ending  in  sudden  death.  One  of  the  points  which  would  seem  to  indicate 
an  extreme  character  of  sepsis  was  that  the  cases  were  usually  associated 
with  high  fever,  profuse  sweating,  and  extreme  prostration.  A  general 
anesthetic  would  seem  to  be  a  bad  thing  in  these  cases,  and  yet  cocain, 
which  is  a  cardiac  depressant,  seems  contra-indicated  also.  It  is  best  to 
give  a  guarded  prognosis  in  all  cases  occurring  in  patients  over  50  years 
of  age. 

Dr.  Hubbard  said  that  he  was  glad  that  the  unfortunate  case  he  had 
reported  had  brought  out  this  discussion,  for  he  had  learned  some  things 
that  he  had  not  known  before.  Replying  to  the  question  in  regard  to 
pressure,  he  was  inclined  to  think  that  the  pressure  was  positive,  for  the 
bag  was  filled  but  once  and  the  patient  had  taken  but  a  few  whiffs  of  the 
anesthetic. 

Replying  to  Dr.  Freudenthal's  question  as  to  the  condition  of  the  pa- 
tient at  the  time  of  death,  he  was  inclined  to  believe  that  the  man  died 
from  heart  failure,  in  spite  of  the  fact  that  death  from  nitrous  oxid  is 
due  to  respiratory  failure.  He  agreed  with  Dr.  Carter's  remarks  about 
death  from  heart  failure.    This  iiiian  had  been  very  ill  and  his  heart  had 
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probably  become  much  involved.     He  was  white,  not  red  nor  bluish,  but 
dead  white,  before  death  and  alter. 

In  regard  to  what  had  been  said  about  the  blocking  of  the  throat  with 
the  abscess,  and  whether  the  operation  had  been  begun— the  man  had  not 
been  touched.  The  patient  was  in  the  hands  of  the  anesthetist,  who  in- 
formed him  that  the  man  was  dead.  His  throat  was  not  blociced,  and  his 
breathing  was  not  interfered  with.  His  general  condition  was  good,  and 
the  local  condition  was  simply  the  swelling  in  the  throat  after  three  in- 
cisions. 

Paper  and  Demonstration  of  Suspension  Laryngoscopy-  Db.  Wof-r 
Fbeudenthal. 

Dk.  Wolff  Freudenth-\l  described  this  novel  way  of  rendering  the 
larynx  more  accessible  to  our  vision  and  instruments  and  said:  The 
instrumentarium  necessary  for  this  new  invention  of  Killian's  consists 
of  an  operating  table,  a  stand  or  gallows,  a  hook-spatula  with  a  handle, 
a  tongue  holder  and  a  mouth-gag,  and  finally  for  illumination  a  Kirstein 
head-light.  After  giving  the  details  of  each  instrument  used,  the  posi- 
tion of  the  patient  and  the  mode  of  introducing  the  instruments,  Dr. 
Freudenthal  continues:  After  the  adjustment  of  the  apparr^tug  is  com- 
pleted the  view  obtained  is  excellent.  We  see  at  once  the  interior  of  the 
larynx,  more  so  naturally  the  posterior  commissure;  we  see  part  of  the 
trachea,  the  sinus  pyriformis,  the  pharynx  and  occasionally  the  upper 
portion  of  the  esophagus.  At  the  same  time  we  have  both  hands  free 
for  operation  and  the  larynx  is  absolutely  open  to  us,  i.  e.,  there  is  no 
hook  nor  tube  in  it  to  encroach  upon  its  lumen. 

In  order  to  remove  certain  diseased  areas  from  the  interior  of  the 
larynx,  we  simply  resort  to  a  double  straight  curette,  or  any  other  suit- 
able straight  instrument,  and  this  can  be  done  as  quickly  or  more  quick- 
ly than  I  can  put  this  in  writing.  I  have  done  this  repeatedly.  At  other 
times  it  is  more  difficult,  but  it  is  always  easier  than  with  the  old  method. 

There  are  several  advantages  connected  with  the  method.  We  see 
parts  which  could  not  be  seen  otherwise,  as  for  example  the  anterior 
portion  of  the  posterior  laryngeal  wall.  Other  parts,  as  neoplasms  for 
example,  assume  a  different  aspect.  It  is  easier  for  the  padent  and  the 
physician  to  operate  in  this  way. 

Dr.  Freudenthal  has  operated  on  a  number  of  different  cases  and  of 
late  has  used  that  method  for  the  removal  of  submerged  tonsils.  The 
doctor  considers  it  a  valuable  contribution  to  our  laryngoiogical  technic 
and  is  convinced  that  it  will  bear  good  fruit  in  the  future. 

DISCUSSION'. 

Db,  B^lix  Cohx  said  that  he  could  endorse  the  statements  of  Dr.  Freud- 
enthal. He  had  had  the  occasion  to  use  the  suspension  apparatus  simul- 
taneously with  Dr.  Freudenthal  at  the  Beth-Israel  Hospital,  and  also  at 
the  German  Hospital  with  an  apparatus  placed  at  his  disposal  through 
the  courtesy  of  Dr.  Max  Heiman,  who  had  brought  the  apparatus  with 
him  from  Europe  this  fall.  How  will  the  suspension  be  borne,  is  dem- 
onstrated by  the  fact  that  the  suspension  was  demonstrated  ^y  the  speak- 
er a  few  days  ago  at  the  Clinical  Society  of  the  German  Hospital  to 
about  fifty  or  sixty  physicians  under  local  anesthesia.  Prof.  Killian  dem- 
onstrated  the   suspension  laryngoscopy  to  120  physicians,  and  one  can 
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readily  deduce  that  the  lapse  of  time  required  for  such  a  demonstration 
would  suffice,  or  any  operative  interference  which  might  be  necessary. 

Dr.  Freudenthal  did  not  refer  to  one  point,  to  the  selection  of  cases. 
All  cases  cannot  be  suspended  or  can  only  be  suspended  wiin  great  diffi- 
culty. And  the  same  rules  and  conditions  hold  as  for  an  autoscopic  or 
bronchoscopic  examination.  As  a  rule  those  patients  that  are  easily  auto- 
scoped  are  easily  suspended.  The  article  of  Killian  has  given  the  impres- 
sion that  suspension  almost  necessitates  a  general  anesthetic  The  speak- 
er, however,  found  that  the  majority  of  cases  can  be  examined  under  local 
anesthesia. 

As  far  as  the  technic  is  concerned,  the  occasional  slipping  of  the  epi- 
glottis referred  to  by  Dr.  Freudenthal  may  sometimes  be  due  to  a  faulty 
method  of  introduction,  and  a  little  more  experience,  and  occasionally 
a  reintroduction  of  the  spatula  will  overcome  this  difficulty  without 
having  recourse  to  methods  of  holding  down  the  epiglottis  by  an  extra 
mechanical  device.  It  is  beyond  a  question,  that  suspension  laryngo- 
scopy has  come  to  stay  as  a  permanent  and  valuable  aid  to  the  laryngolo- 
gist,  and  that  the  apparatus  will  shortly  become  a  part  of  the  equipment 
of  every  hospital.  In  some  cases  one  cannot  only  see  the  larynx  and 
trachea,  but  even  the  bifurcation  and  the  opening  to  both  bronchi;  it 
would  therefore  be  possible  to  remove  growths  or  foreign  bodies  from  the 
trachea  or  even  the  mouth  of  the  bronchus,  without  the  use  of  a  broncho- 
scope. 

Dr.  Smith  asked  Dr.  Freudenthal  whether  the  bronchoscope  could  be 
used  as  easily  through  this  method  as  through  the  former  method;  and 
whether  in  fulguration  of  papilloma  of  the  larynx  there  was  any  more 
danger  of  short  circuit  with  this  spatula  than  with  that  commonly  used; 
also  what  advantage  there  was  in  esophagoscopy.  He  also  wished  to 
know  what  advantage  was  obtained  in  operating  on  adenoids  and  tonsils 
in  this  position  over  the  ordinary  method.  There  was  very  little  danger 
in  aspirating  blood  in  the  ordinary  recurrent  position,  and  to  have  all 
this  apparatus  in  the  way  seemed  unnecessary.  Under  the  ordinary 
methods  this  operation  is  done  so  rapidly  that  the  aspiration  of  blood  does 
not  enter  as  a  dangerous  factor.  He  also  asked  if  there  was  any  danger 
of  paralysis  or  stiffness  of  the  neck  or  other  undesirable  sequellae  from 
this  method. 

Db.  Einhorn  said  that  he  had  been  present  at  the  Clinical  Society  of 
the  German  Hospital  when  Dr.  Felix  Cohn  had  demonstrated  this  method 
of  direct  inspection  of  the  larynx  on  a  patient,  and  had  looked  into  the 
larynx  and  trachea,  ana  saw  the  vocal  cords  and  the  rings  of  the  trachea. 
He  had  been  so  impressed  with  the  advantages  of  this  method  that  he 
had  no  doubt  it  would  soon  become  popular.  It  was  very  simple,  and  one 
could  see  things  just  as  they  are,  without  using  mirrors,  and  have  the 
whole  field  in  view.  As  to  esophagoscopy,  it  might  be  of  advantage  to  use 
this  method  in  some  cases,  but  the  old  method  was  not  difficult.  Very 
little  time  was  required.  As  soon  as  the  patient  is  in  position  the  opera- 
tion can  be  done  very  quickly,  and  the  evil  results  of  any  pressure  could 
not  be  great. 

Db.  Cohn  said  that  with  the  apparatus  one  could  not  only  see  the 
trachea,  but  could  see  the  bifurcation  and  could  look  right  into  the  bron- 
chus, and  that  it  was  possible  that  foreign  bodies  in  the  trachea  or  bron- 
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chus  could  be  removed  without  the  use  of  the  bronchoscope.     That  would 
certainly  be  a  great  advantage  in  some  cases. 

Dr.  Carter  inquired  whether,  in  operations  requiring  an  anesthetic; 
the  anesthetic  was  administered  before  the  apparatus  was  placed  in  the 
mouth,  and  also  whether  the  patient's  breathing  was  in  any  way  inter- 
fered with  while  the  apparatus  was  in  position. 

Dr.  Heixer  asked  what  method  of  lighting  was  used. 
Dr.  McCoy  said  that  one  great  advantage  of  this  method  was  that  the 
patient's  head  was  held  firm  and  steady  for  the  operator  without  his 
having  to  depend  upon  an  assistant,  whose  strength  might  give  way  just 
when  the  steadiness  was  most  needed.  Otherwise,  he  could  .".ee  but  little 
advantage  in  this  method  over  Jackson's  and  others  that  L-ad  been  de- 
scribed. One  can  zee  just  as  well  and  manipulate  just  as  well.  He  had 
never  experienced  any  difficulty  in  getting  the  instrument  In  and  seeing 
the  larynx  perfectly.  He  could  not  quite  understand  how  Dr.  Freuden- 
thal  managed  the  epiglottis. 

Dr.  Freudenthal  said  that  there  were  several  points  which  he  had 
omitted  to  mention  in  his  introductory  remarks,  as  he  had  not  wished 
to  make  the  paper  too  long. 

In  regard  to  the  selection  of  cases.  Dr.  Cohen  was  perfectly  right;  some 
cases  are  easier  to  examine  than  others.  A  man  with  a  stiff  neck  or  a 
rigid  jaw  would  be  very  difficult  to  examine  in  this  way.  Dr  Cohen  had 
spoken  of  two  apparatus  which  are  in  the  city.  He  himself  had  known 
only  of  this  one  kind  which  he  had  imported. 

Dr.  Smith  had  asked  several  questions,  some  of  which  had  been  an- 
swered in  the  discussion.  One  can  see  a  great  distance  into  the  trachea, 
the  bifurcation,  etc.,  and  one  can  operate  on  all  these  parts  directly.  The 
speaker  had  not  used  the  bronchoscope  in  connection  with  ;his  method, 
but  intended  to  try  it  some  time.  He  had  not  used  the  short  circuit  with 
the  apparatus. 

Replying  to  the  question  of  lighting:  In  the  demonstrations  he  had 
used  the  Kirstein  head-light;  small  lamps  can  be  attached,  however,  and 
the  light  thrown  in  directly. 

One  advantage  over  the  older  methods  was  that  in  no  case  was  the 
blood  in  the  way.  Some  tonsils  bleed  quite  a  good  deal.  The  patients 
complain  very  slightly  of  stiffness  or  other  unpleasant  features.  Tho 
tongue  is  not  injured  at  all. 

Replying  to  Dr.  Carter's  question  about  anesthesia:  The  anesthesia  is 
administered  before  starting  in,  in  order  not  to  keep  the  mouth  of  the 
patient  open  too  long.  The  apparatus  does  not  interfere  with  the  breath- 
ing at  all. 

Replying  to  Dr.  McCoy:  The  instrument  presses  the  toague  upward 
and  the  upper  jaw  is  pressed  downward.  There  is  a  wide  space  open 
generally.  It  is  easy  to  see  when  the  tongue  has  slipped  or  will  slip,  and 
the  instrument  can  be  taken  out  and  re-adjusted  so  as  to  hold  the  tongue 
flat.     It  is  probable  that  the  instrument  will  be  slightly  improved. 

Dr.  Glogai-  reported  that  the  patient  with  hysterical  aphonia,  presented 
at  the  previous  meeting  of  the  Society,  had  been  treated  with  the  high 
frequency  current  and  had  regained  her  voice. 
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Dr.  Ross  Hall  Skillern,   Chairman. 

Apparatus  for  Illuminating  the  Accessory  Sinuses  of  the  Nose.   Dr.  E.  B. 

Gleason. 

The  little  apparatus,  in  I'act  a  vest-pocket  edition,  is  very  simple  in  its 
construction  and  is  inexpensive.  It  consists  of  an  ordinary  "ever  ready 
battery"  obtained  at  the  hardware  shop.  The  incandescent  lamp  is  de- 
tached and  in  its  place  is  attached  a  long  tube  containing  ordinary  lamp, 
it  was  demonstrated  that  the  frontal  sinus  could  be  thoroughly  illumin- 
ated; the  maxillary  sinus  could  not  be  seen  as  well,  however,  as  the  fron- 
tal. There  is  also  an  attachment  to  be  placea  in  the  ordinary  mirror  for 
examination  of  the  larynx  and  naso-pharynx. 

Resection  of  the  Ascending  Process  of  the  Superior  Maxilla  in  a  Case  of 
Naso-pharyngeal  Fibroma.  Death  Immediately  Following  the  Opera- 
tion.    Dr.   Ross   Hall   Skillern. 

H.  B.,  aged  14  years,  was  brought  to  me  in  consultation  as  a  case  of 
sarcoma  of  the  interior  maxillary.  Examination  showed  the  left  nares 
completely  occluded  by  a  granulating  mass  which  bled  profusely  on  the 
Slightest  manipulation  with  the  sound.  A  copious,  slightly  fetid  sero- 
sanguineous  discharge  was  also  present  on  the  affected  side.  In  the  naso- 
pharynx a  large  smooth  rounded  mass  hung  down  to  the  lower  edge  of 
the  palatal  folds,  completely  occluding  the  entire  choanae.  This  condition 
had  been  present  for  more  than  a  year,  but  in  the  last  few  weeks  had 
become  greatly  augmented.  Previous  treatment  had  consisted  in  cau- 
terization of  the  nasal  portion  which  almost  protruded  from  the  nares.  In 
ail  perhaps  a  dozen  cauterizations  were  made.  The  profuse  hemorrhages 
which  followed  these  applications  caused  his  physician  to  make  the  diag- 
nosis sarcoma. 

Present  condition:  Thin  anemic  boy.  Asymmetry  of  face.  Typical 
mouth  breather.  All  upper  teeth  had  become  loose  and  fallen  out.  I  ad- 
vised immediate  operation  which  the  attending  physician  endorsed  and 
was  agreed  to  by  the  family.  The  patient  Was  placed  in  the  hospital  and 
carefully  prepared  for  operation  on  the  following  day. 

Operation:  Morphia,  1/6  gr.  and  atropia  1/200  gr.  was  administered 
hyperdermatically.  An  incision  was  made  from  the  internal  angle  of  the 
eye  along  the  side  of  the  nose  to  the  median  line  below  the  left  nostril. 
The  hemorrhage  was  free  but  not  profuse.  After  elevating  the  periosteum 
to  the  pyriform  aperture  and  over  the  antrum  a  portion  of  the  ascending 
process  of  the  superior  maxilla  was  resected  until  the  mucosa  of  the  nose 
was  bared.  The  maxillary  sinus  was  filled  with  a  gelatinous  substance 
in  all  probability  a  mucocele.  The  bone  in  this  region  was  necrosed,  ap- 
parently from  pressure,  as  no  sign  of  sarcomatous  involvement  was  to  be 
found.  After  incising  the  nasal  mucosa  the  true  nature  of  the  tumor  was 
apparent,  as  a  large  glistening  white  mass  occupied  the  entire  nasal 
chamber  pushing  the   septum   toward   the  opposite   side  but  apparently 
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lying  free  in  the  cSvity,  as  no  attachment  could  be  found  anteriorly.  On 
passing  the  finger  backward  dense  adhesions  were  felt  in  the  spheno-eth- 
moidal  region  laterally.  The  index-Hnger  of  the  other  hand  was  inserted 
into  the  choana  and  it  was  noted  that  the  attachment  extended  along  the 
inferior  surface  of  the  body  of  the  sphenoid.  The  patient's  condition  up 
to  this  time  had  been  very  good,  heart  130  and  breathing  normal,  no 
blood  having  escaped  into  the  larynx.  Dissection  by  means  of  the  finger 
and  a  periosteal  elevator  finally  loosened  the  attachment  ot  the  tumor, 
and  it  was  removed  entirely  through  the  anterior  opening.  Consider- 
able hemorrhage  immediately  followed  the  removal,  but  it  was  soon  con- 
trolled by  tampons.  As  we  were  about  to  insert  the  packing  and  suture 
the  patient  suddenly  ceased  breathing.  He  was  quickly  turned  on  the 
side,  a  mouth-gag  inserted  and  the  throat  swabbed  out,  although  he  had 
not  once  coughed  nor  was  cyanosis  marked.  Only  faint  spasmodic  efforts 
to  breathe  were  made,  showing  that  the  respiratory  inhibition  was  cen- 
tral rather  than  peripheral.  The  heart  was  weaker,  although  regular  and 
not  accelerated.  Hyperdermatics  of  atrophin  and  whiskey  were  given, 
and  the  sphincter  was  dilated  but  without  influencing  the  respiration.  A 
quick  tracheotomy  was  performed  and  the  trachea  wiped  out  as  far  as  the 
bifurcation;  some  clotted  blood  appeared  on  the  gauze.  Artificial  respira- 
tion and  oxygen  were  continued  and  although  the  lungs  would  not  act 
automatically,  nevertheless  the  heart  continued  even  stronger  than  pre- 
viously. No  sign  of  cyanosis  was  present,  the  patient  being  pale.  Ar- 
tificial respiration  was  continued  for  about  50  minutes  when  the  heart 
suddenly  ceased  to  act.  Critically  reviewing  this  case,  it  is  a  difficult 
matter  to  arrive  at  the  precise  cause  of  death. 

The  preparation  of  the  patient  was  faultless,  the  ether  adnnnistered  by 
an  expert  anesthetist  (Dr.  H.  M.  Goddard),  and  although  the  operation 
lasted  nearly  one  hour  and  three  quarters  a  trifle  more  than  one  can 
(^4  lb.)  was  used.  No  undue  traumatism  was  caused  In  removing  the 
growth  and  as  far  as  we  could  judge  by  feeling  it  had  not  p-^'ietrated  into 
the  cranial  cavity.  The  hemorrhage,  while  at  times  profuse  was  always 
quickly  controlled.  Considering  these  facts  it  was  decided  by  those  pres- 
ent (Dr.  Geo.  M.  Coates  and  Dr.  William  Menah)  that  death  was  due  to 
paralysis  of  the  respiratory  center  from  the  hyperdermatic  of  morphia 
administered  previous  to  the  operation.  This  may  have  been  furthered 
by  the  small  amount  of  inspired  blood  together  with  the  lack  of  oxygen 
the  patient  received  while  manipulations  were  being  made  In  the  choanae. 
There  was  no  question  that  the  reflexes  were  abolished  at  that  time  for 
not  once  did  the  patient  cough  or  show  any  signs  of  strangulation.  An 
autopsy  might  have  thrown  some  light  upon  this  question  bui  unfortun- 
ately one  was  not  permitted. 

A  Case  of  Myiosis  Aurium  Accompanying  the  Radical  Mastoid  Operation. 
Dr.  Geo.  M.  Co.vtes. 

The  following  case  is  thought  to  be  of  sufficient  interest  to  justify  a 
brief  report:  L.  H.,  14  years  old,  is  a  student  in  the  Pennsylvania  In- 
stitution for  the  Blind  in  Philadelphia.  When  4%  years  old,  following 
scarlet  tever,  he  lost  sight  of  both  eyes  and  developed  a  chronic  suppura- 
tive otitis  media  which  in  time  destroyed  the  hearing  of  his  right  ear 
and  so  impaired  that  of  the  left  that  the  loud  spoken  voice  could  only  be 
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heard  at  a  lew  inches  distance.  He  has  been  under  my  care  for  the  last 
five  years,  during  which  time  the  discharge  of  pus  has  not  materially  de- 
creased, for  during  vacation  time  in  summer  he  is  accustomed  to  go  to 
his  home  in  the  country  where  he  gets  no  treatment  at  all,  and  so  loses 
what  little  improvement  he  has  made  during  the  winter. 

A  radicai  mastoid  operation  was  proposed  several  times,  although  not 
urged  on  account  of  his  blindness  and  the  very  little  hearing-power  re- 
maining. It  was  always  refused  until  this  summer  when  symptoms  of 
cholesteatoma  became  marked  and  consent  to  the  operation  was  finally 
obtained.  At  the  time  of  operation,  which  was  done  in  the  I'ennsylvania 
Hospital,  the  mastoid  process  was  found  to  be  extensively  excavated  and 
a  sinus  had  opened  from  the  cavity  of  the  antrum  into  the  posterior  wall 
of  tbe  external  canal.  Ossicles  and  tympanic  membrane  had  long  since 
disappeared  and  a  thorough  and  careful,  complete  radical  operation  was 
done.  The  posterior  incision  was  closed  completely  and  the  cavity  packed 
through  the  meatus  with  plain  sterile  gauze.  Aseptic  technic  was  care- 
ful and  painstaking  throughout.  As  the  boy  made  a  good  recovery  from 
the  ether  and  had  a  normal  temperature,  the  packing  was  not  removed 
until  the  third  day.  On  removing  this  packing  a  very  bad  stench  was 
apparent  and  some  forty  or  fifty  small  maggots  came  away  with  the  gauze 
or  were  washed  out  immediately  afterwards.  The  ear  was  this  time  pack- 
ed with  iodoform  gauze  which  was  changed  daily  for  a  week  and  then 
omitted  altogether  and  no  more  larvae  were  seen,  the  patient  making  an 
unevently  recovery. 

The  patient  had  spent  the  summer  on  a  farm  and  entered  the  hospital 
on  Thursday,  August  22,  1912,  being  operated  upon  on  Friday,  so  that  I 
had  not  seen  him  personally  since  the  preceding  June,  until  the  day  of 
operation. 

The  ear  had  been  douched  in  the  ward  without  any  larvae  being  dis- 
covered. The  eggs  must  certainly  have  been  in  the  middle  ear  at  the 
time  of  operation,  having  been  deposited  by  the  fly  while  he  was  in  the 
country,  and  in  spite  of  what  seemed  a  thorough  operation  a  large  num- 
ber of  them  remained  to  develop  into  the  maggots.  Where  they  could 
have  been  1  am  at  a  loss  to  know  unless  in  the  Eustachian  tube  and  dis- 
lodged upward  by  the  curetting,  which  was  almost  the  last  step  of  the 
operation  before  th«  ear  was  packed. 

DISCUSSION.  • 

Dr.  Gleason:  Larvae  of  domestic  fly  are  often  found  in  strange  locali- 
ties.    I  have  seen  living  maggots  in  a  normal  auditory  canal. 

Dr.  Levy  B.  Hirst:  Maggots  were  found  in  a  patient's  ear  the  day  fol- 
lowing an  outing  in  the  country.     He  had  taken  a  nap  on  the  grass. 

Dr.  Skillebn:  Do  flies  give  birth  to  living  larvae?  He  once  saw  mag- 
gots protruding  from  the  belly  of  a  fly. 

•  Dr.  Coaxes:  In  answer  to  Dr.  Skillern's  question.  There  is  the  vivi- 
parous and  ovaparous  variety  of  fly,  the  former  giving  bi'-th  to  living 
larvae,  and  the  latter  depositing  the  eggs  in  putrid  material,  which  on 
the  hatching  of  the  eggs  in  a  few  hours  sustains  the  young  larvae.  The 
Texis  screw  worm  fly,  or  lucillia  macillaria,  belongs  to  the  latter  variety 
and  according  to  the  Bureau  of  Entomology,  Department  of  Agriculture, 
was  probably  the  cause  of  this  case  of  myiosis. 
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ATROPHIC  RHINITIS  IN  ITS  HISTORICAL.  ETIOLOGICAL 
AND  HISTOLOGICAL  ASPECTS.* 

DR.    JCNATHAX    WRIGHT,    NEW    YORK  CITV. 

The  interest  which  has  arisen  among  rhinologists  to  arrive  at  a 
better  understanding  of  the  lesions  of  atrophic  rhinitis  in  their 
correlation  with  the  clinical  symptoms  is  the  excuse  for  my  includ- 
ing in  this  paper  an  exhausting  but  not  an  exhaustive  review  of  its 
modern  history. 

The  point  of  view  from  which  I  start  is  to  attempt  by  a  pro- 
cess of  induction  to  lay  before  you  and  bring  into  prominence 
those  facts  in  it  which  lead  to  the  conclusion  that  there  is  some 
:ommon  underlying  lesion  which  binds  together  the  allied  clinical 
i)henomena  of  the  different  varieties  of  atrophic  rhinitis  and  to  in- 
dicate that  affiliation  with  other  lesions  which  points  to  the  same 
conclusion.  That  lesion  I  believe  to  be  a  periostitis  of  the  thin 
scroll  bones — a  common  enough  process,  but  a  lesion  in  a  unique 
situation.  Nowhere  else  in  the  body  have  we  thin  plates  of  can- 
cellous bone  between  two  layers  of  fibrous  periosteum.  Nowhere, 
else  in  the  body  have  we  thin  sheets  of  cartilage  between  two  lay- 
ers of  perichondrium.  In  hypertrophic  rhinitis,  or  better  in  all 
chronic  rhinitis,  we  have  a  periostitis.  In  all  sinus  aflfections  we 
have  a  periostitis.  These  being  the  allied  local  lesions  with  which 
we  have  to  do,  this  being  the  unique  bone  configuration  with  which 

•Read   by   title  at   the  annual  meeting  of   the   American   Laryngroloffical 
Association.  May,  1913. 
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we  are  confronted,  I  turn  to  the  account  of  the  work  done  on 
atrophic  rhinitis  chiefly  in  modern  times.  After  that  with  your 
permission,  I  will  take  up  some  of  the  results  of  my  own  objective 
study  of  the  histology  of  the  lesion. 

HISTORY. 

There  is  no  doubt  that  the  history  of  atrophic  rhinitis  may  be 
traced  back  to  the  remotest  antiquity  in  the  history  of  civilization, 
especially  that  variety  of  it  associated  with  crusts  and  a  foul  odor. 
It  seems  likely  that  the  reference  in  the  Talmud  to  a  polyp  in  the 
nose  causing  a  bad  smell,  to  which  I  have  referred  elsewhere^  is 
an  indication  of  its  occurrence  among  the  early  Jews.  The  Hindu 
Susruta  spoke  of  it  under  the  name  of  Putinaska,  as  one  of  the 
thirty-one  diseases  of  the  nose.  While  in  the  medicine  of  the 
Greeks  I  have  noted  no  indication  of  the  existence  of  ozena,  as  we 
understand  it^  there  is  a  reference  in  Celsus  to  the  fact  that  the 
Greeks  themselves  gave  the  name  of  ozena  to  the  literature  of 
medicine,  and  he  recognized  that  "it  is  hardly  possible  to  cure  this 
disease."  He  recommended  its  treatment,  in  some  cases,  by  the 
application  of  the  actual  cautery,  but  he  also  employed  other  meth- 
ods. Galen  recognized  it,  as  indeed  did  the  post-Galenic  writers, 
the  Arabians  and  the  physicians  of  the  Renaissance.  It  may  be 
found  spoken  of  by  Fabricius  ab  Acquapendente,  who  modified  the 
procedure  of  Celsus  by  inserting  a  metal  speculum  in  the  nose,  and 
by  putting  the  hot  iron  in  that,  which  imparted  heat  to  the  tissues 
without  actual  cauterization.  This  modification  was  adopted  by 
later  writers. 

However,  it  is  impossible  always  to  know  just  how  closely 
ancient  diai^nosis  and  differentiation  corresponded  with  our  own. 
That  in  individual  cases  it  must  have  been  faulty,  we  realize  from 
the  fact  that  in  quite  modern  times  we  are  able  to  note  the  ab- 
sence of  a  differentiation  which  has  become  essential  to  our  present 
intelligent  study  of  the  disease.  I  therefore  hasten  on  to  that 
period. 

In  1866,  Weber,"  who  had  devoted  himself  largely  to  the  study 
of  the  ear,  contributed  an  article  to  one  of  the  reference  handbooks 
of  surgery  on  nasal  disease,  from  which  it  is  quite  apparent  that 
atrophic  rhinitis  as  we  know  it — non-syphilitic — without  the  pres- 
ence of  a  foreign  body,  was  undifferentiated  at  this  time. 

Zaufal,^  in  1874,  claimed  that  the  ozena  present  in  some  cases 
of  catarrh  is  associated  with  a  congenital  deficiency  in  the  de- 
velopment of  the  inferior  turbinated  bone.  This  idea  that  it  is 
connected  with   a   congenital  bone-defect   was   many  years   subse- 
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quently  (t85Sl  expanded  in  the  work  of  Meisser*  to  the  concep- 
tion that  it  is  due  to  an  abnormal  wideness  of  the  nasal  fossae, 
which  is  congenital.  Alexander  quotes  Sauvages^  as  having 
claimed,  in  17G3,  that  it  is  due  to  the  nose  being  too  narrow.  Hop- 
mann"  again,  in  1893,  had  claimed  the  nasal  fossae  are  congenitally 
too  short.  As  recently  as  1908  he  has  reiterated'  his  belief  in  the 
shortening  of  the  septum  as  an  indication  that  a  congenital  con- 
formation of  the  nasal  fossae  is  the  cause  of  ozena.  Exactly  how 
this  condition  referred  to  by  Hopmann  should  have  an  influence 
on  nasal  affections  is  not  very  clear,  nor  is  the  idea  attri- 
buted to  Sauvages  very  suggestive,  but  the  too  great  roominess  of 
the  nasal  chambers,  at  first  thought,  would  seem  a  more  plausible 
explanation,  as  a  greater  volume  of  air  contained  in  them  would 
provide  for  the  evaporation  of  a  greater  amount  of  moisture  and 
so  tend  to  crust-formation.  But  as  a  matter  of  fact,  it  soon  ap- 
pears on  reflection  that  this  rests  upon  erroneous  conceptions.  The 
air  is  a  moving  current,  and  there  can  be  but  little  difference  in 
the  evaporation  coefficient  whether  the  same  volume  of  air  passes 
through  a  small  chamber  or  a  large  one.  In  fact,  so  far  as  there 
is  provision  for  evaporation  the  advantage  lies  with  the  normal 
nose  as  compared  to  the  larger  chambers  supposedly  attendant  on 
the  beginning  of  the  atrophic  process,  inasmuch  as  the  air  current 
is  more  closely  in  contact  with  the  mucosa  and  can  carry  away  the 
moisture  somewhat  more  rapidly.  As  a  matter  of  fact  the  incep- 
tion of  these  ideas  rested  upon  a  very  insecure  basis.  Little  his 
been  learned  of  the  etiology  by  observers  using  modern  methods  c  i 
examination  and  still  less  by  students  of  nasal  histology.  The  same 
may  be  said  of  the  idea  of  Michel,*  in  1870,  that  atrophic  rhinitis 
is  essentially  a  disease  of  the  accessory  sinuses.  This  is  still  a 
prominent  feature  in  discussions  on  the  etiology  of  accesson^ 
sinus  disease.  It  also  rested,  especially  at  that  time,  upon  insuffi- 
cient differentiation.  Indeed  its  prominence  as  an  etiological  factor 
in  the  minds  of  rhinologists  of  the  present  day  may  be  said  to  be 
due  to  an  inadequate  separation  of  the  various  kinds  of  ozena 
from  one  another  and  to  the  inadequate  separation  of  different 
kinds  of  atrophic  processes  in  the  nose  from  one  another.  Crusts 
may  form  from  sinus  disease  as  well  as  from  an  atrophy  of  the 
nasal  mucosa.  There  may  be  an  ozena  and  an  atrophic  process 
which  has  extended  to  the  mucosa  of  the  accessory  sinuses.  Else- 
where I  have  recently  referred  to  the  modern  history  of  the  acces- 
sory sinus  disease  in  its  relationship  to  atrophic  rhinitis"  and  I  will 
not  refer  to  it  here  again  except  incidentally. 
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There  is  an  atrophy  of  age  and  atrophy  following  nasal  opera- 
tions, x^s  in  almost  every  domain  of  medicine  history  here  takes 
account  of  the  differentiation  of  phenomena  in  the  course  of  the 
discussion  of  theory  and  the  acquisition  of  our  knowledge  of  facts. 
Hartmann,  in  1878/**  as  a  result  of  post-mortem  examinations  had 
already  refuted  Michel's  idea  as  to  the  genesis  of  ozena  in  the  ac- 
cessory sinuses.  He  was  inclined  to  accept  Zaufal's  theory,  Tis- 
sier,  in  1894,  claimed  it  to  be  a  bone  disease  of  the  ethmoid  laby- 
rinth in  the  embryo  and  the  infant.  The  accessory  sinuses  are  thus 
affected  in  his  view  as  a  continuation  of  a  congenital  condition, 
the  secretions  forming  a  favorable  medium  for  the  growth  of 
bacteria,  Gerber,  in  1900,  examined  the  question  of  nasal  anom- 
alies in  their  relation  to  the  etiology  of  ozena  and  came  to  the  con- 
clusion that  the  roominess  of  the  fossae  and  a  depressed  nasal 
arch  (chamaeprosopia  and  platyrrhinia)  often  combined  with  syph- 
ilis, are  predisposing  factors.  In  later  years  there  has  been  a  recrud- 
.  escence  of  the  belief  that  ozena  is  due  to  a  necrosing  ethmoiditis^^ 
and  again  the  ethmoid  and  sphenoid  cavities  have  been  vigorously 
attacked. 

In  the  early  work  of  B.  Fraenkel,"  in  1870,  may  be  noted  the  first 
attempt  to  separate  cases  of  true  ozena  from  those  of  syphilitic 
ozena.  While  he  thus  erected  the  typical  atrophic  rhinitis  with 
ozena  into  a  separate  entity,  he  failed  to  indicate  that  it  was  de- 
pendent also  upon  a  bone  change,  as  is  the  ozena  of  a  syphilitic 
nose.  His  idea  that  it  was  a  specific  change  in  the  secretions  was 
a  natural  prelude  to  the  belief  which  soon  arose  that  this  depended 
upon  some  specific  form  of  bacterial  life.  Loewenberg^^  described 
in  1885  a  bacterium  constantly  found  in  the  secretions  of  ozena 
and  this  has  been  many  times  confirmed  by  other  observers  since 
then.  Klamman,^"  Thost,^'  Seifert,^"*  Strauch,^^  Valentine,-** 
Hajek,^^  Reimann,-'-  Abel,--^  Struebling,-*  and  others  contributed 
to  the  bacteriology  of  ozena  within  a  few  years  after  Loe wen- 
berg's  paper ;  but  the  etiological  importance  of  these  bacteria,  in  spite 
of  much  recent  literature  as  to  other  germs,  has  not  been  accepted 
as  preponderating  in  the  causation  of  atrophic  rhinitis,  and  it  can 
not  be  said  that  bacteriology  so  far  has  materially  elucidated  the 
mystery  of  the  etiology  and  pathology  of  the  disease.  These  writ- 
ers for  the  most  part  looked  upon  micro-organisms  with  a  mental 
magnification  borrowed  from  the  high  contagionist  craze  of  the 
day.  For  them  the  bacterium  was  the  primal  factor  in  the  dis- 
ease. Naturally  this  left  the  atrophic  bone-change  even  more  com- 
pletely unprovided   for   than  did  the  subsequent   sinus   theory   of 
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Gruenwald  and  his  followers,  to  which  I  have  referred  as  starting 
with  Michel.  Fraenkel  divided  nasal  catarrhs  into  h^-perplastic 
and  atrophic,  regarding  the  latter  as  a  sequel  of  the  former.  He 
also  admitted  the  influence  of  various  dyscrasiae  as  etiological 
factors.  More  than  thirty  years  later  he  had  the  satisfaction  of 
reminding-'  his  colleagues  that  this  early  classification  is  funda- 
mentally to-day  the  basis  of  differentiation  of  intra-nasal  inflam- 
mations. In  1879  Eugen  FraenkeP^  studied  sections  of  the  atroph- 
ic nasal  mucosa  under  the  microscope  and  noted  changes  in  the 
epithelium,  though  he  asserted  that  it  is  destroyed  and  replaced  by 
other  cells.  He  remarked  on  the  few  acinous  glands  to  be  ob- 
served. He  believed  there  was  always  an  underlying  dyscrasia  of 
tuberculosis  or  of  syphilis.  He  believed  there  were  always  deep 
lesions  of  the  mucosa  and  of  the  bone.  In  the  same  year  Gott- 
stein,-'  though  believing  in  its  systemic  nature,  recognized  ozena 
as  a  constant  symptom  of  that  stage  of  a  chronic  rhinitis  in  which 
it  has  come  to  an  atrophy  of  the  mucosa  and  the  glands  in  it.  The 
vitiation  of  the  secretions  from  this  cause  he  proposed  to  treat 
by  the  use  of  intra-nasal  tampons  of  cotton  left  in  the  nose  for 
twenty- four  hours  or  more.  Hermann  Krause,^^  in  1881,  described 
microscopic  appearances  in  two  cases  of  ozena  and  noted  the  pres- 
ence of  evidences  of  fat  and  fatty  acids  in  the  secretions  of  the 
mucosa,  fibrosis  of  the  stroma  and  blood  vessels,  and  the  relative 
increase  of  lymphoid  cells.  The  destruction  of  glands  he  believed 
to  be  due  to  limitation  of  the  blood-supply  and  the  fibrosis  of  the 
blood  vessels.  These  ideas  were  many  of  them  introduced  in 
America  by  Bosworth  in  several  excellent  papers,^^  in  1882,  and  in 
his  "Treatise  of  the  Diseases  of  the  Nose  and  Throat."  He  be- 
lieved atrophic  rhinitis  with  ozena  was  usually  the  sequence  of  a 
purulent  rhinitis  in  childhood.  Bruegelmann,^  in  1884,  looked 
upon  the  nature  of  ozena  as  a  suppuration  of  the  nasal  turbinated 
bones.  He  thought  the  increased  dimensions  of  the  nasal  cham- 
bers an  anomaly  of  development,  and  he  believed  that  this  and  a 
scrofulous  diathesis  are  predisposing  factors  in  the  etiolog}-. 

Zuckerkandl  brought  the  discussion  to  its  more  useful  channels 
in  refuting  the  fallacies  of  the  theories  dependent  on  a  congenital 
bone-defect  or  abnormality,  and  in  suggesting  that  the  changes  in 
the  bone  are  apparently  the  result  of  an  intra-vitam  inflammatory 
process,  but  it  was  a  number  of  years  before  this  view  became  the 
prevailing  one.  Many  papers  were  written  in  support  of  the  view 
that  it  is  due  to  a  congenital  conformation  of  the  nasal  fossae. 
These  are  reviewed  in  the  paper  of  Meisser  (1.  c.)  and  the  later  one 
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of  Alexander.  The  paper  of  Cholewa  and  Cordes^^  is  to_  be  men- 
tioned as  claiming  that  the  essential  lesion  is  a  bone  lesion,  but  a 
peculiar  one,  not  of  an  inflammatory  nature.  As  for  the  changes 
observed  in  the  mucous  membrane  itself,  these  have  been  variously 
described  as  primary  and  as  secondary  to  a  bone  lesion  by  numerous 
observers,  among  whom  we  may  name  Habermann"-  in  1886, 
Schoenemann^^  in  1902,  Oppikofer^*  in  1907  as  representative  of 
opinions  expressed  at  isolated  times.  The  whole  question  is  ex- 
haustively reviewed  by  Alexander.^^ 

John  N.  Mackenzie,^*"'  in  1884,  expressed  the  belief  that  there  is 
always  a  hypertrophic  stage  to  atrophic  rhinitis.  Moure^^  de- 
clared himself  a  sharer  in  the  belief  of  Gottstein  that  the  essential 
lesion  in  atrophic  rhinitis  lies  in  the  glands.  Habermann  (1.  c.^ 
also  accepted  this  view.  The  involvement  of  the  serous  and  mu- 
cous glands  is  well  established  in  present-day  nasal  histology,  but 
it  has  never  been  generally  accepted  as  a  satisfactory  exposition  of 
the  whole  process  or  of  its  etiology. 

Luc^^  and  Bronner,^^  in  1887-8,  again  drew  attention  to  the  ap- 
parent association  of  ozena  and  accessory  sinus  disease.  .Gruen- 
wald**^  advocated  this  idea  in  his  book  on  nasal  suppuration,  and 
that  other  lesions  also  were  the  cause  of  it,  such  as  adenoid  vege- 
tation, etc.  Luc,'*^  in  1888,  reported  three  cases  of  tracheal  ozena, 
and  a  discussion  as  to  priority  in  the  observation  of  the  affection 
arose  with-  Massei.  Zarniko*-  and  others  asserted  that  tracheal 
ozena  may  exist  without  a  nasal  lesion.  Potiquet*^  contributed  a 
number  of  papers  to  the  earlier  discussions  of  atrophic  rhinitis  by 
modern  rhinologists. 

I  have  already  referred  to  the  literature  of  the  microbian  theories 
of  the  etiology  of  ozena.  The  similarity  of  the  bacillus  found  by 
Loewenberg,  Abel  and  Paulsen  in  ozenatous  cases  with  the  bacillus 
of  Frisch,  and  of  both  with  the  bacillus  of  Friedlaender  led  to 
inuch  discussion  as  to  the  connection  of  ozena,  scleroma  and  pneu- 
monia.** While  most  observers  confirmed  the  early  reports  of 
various  bacterial  forms  found  in  the  secretions  of  ozena,  no  one 
was  able  to  demonstrate  the  presence  of  any  of  them  in  the  sub- 
epithelial tissue  of  the  mucosa  itself  and  som'e  of  the  reputed  spe- 
cific forms  were  found  in  normal  noses  or  in  noses  not  the  site  of 
atrophic  rhinitis.  Perez*^  not  only  discovered  a  cocco-bacillus  as 
the  cause  of  ozena,  but  found  it  also  in  a  dog,  and,  injected  into 
rabbits,  it  caused  gradual  atrophy  of  the  turbinated  bones.  He 
suggests  that  it  is  acquired  by  man  from  the  dog.  Hajek*°  who 
made  investigations  on  the  bacterial  contents  of.  the  nose,  expressed 
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his  belief  that  the  organisms  found  in  ozenatous  cases  had  little  or 
nothing  to  do  with  the  etiology  of  the  disease.  He  believed  that 
atrophic  rhinitis  had  always  a  preliminary  stage  of  hypertrophy. 
In  the  discussion  on  his  paper,  in  1887,  in  which  he  asserted  this 
and  that  the  Friedlaender  bacillus  often  found  in  the  nose  played 
a  secondary  part  even  in  pneumonia,  he  was  opposed  by  Weichsel- 
baum,  Paltauf  and  Roth. 

Siebenmann,*^  who  was  a  collaborator  with  Meisser  in  the  ex- 
amination of  cranial  form  as  a  factor  in  the  etiology  of  ozena,  made 
a  careful  study  of  the  histology  of  atrophic  rhinitis,  but  he,  as 
many  other  writers,  laid  a  stress  upon  the  specificity  of  the  meta- 
plasia of  the  epithelium  of  the  surface  which  would  not  have  been 
the  case  if  such  work  had  been  controlled  sufficiently  by  the  ex- 
amination of  this  element  in  normal  noses  and  in  other  pathologi- 
cal conditions,  since  in  adult  life  there  is  alwavs  much  of  it  to  be 
noted.  Cozzolino**  believed  the  lesion  first  begins  as  a  keratosis 
of  the  surface  epithelium  and  becomes  secondarily  bone  disease. 
There  was  a  tendency  with  many  others,  as  with  Rethi"  for  ex- 
ample, to  consider  the  ozena  as  something  specific  and  aside  from 
the  anatomical  lesions  of  atrophic  rhinitis. 

I  have  noted  that  from  time  to  time  authors  had  incidentallv  re- 
marked on  the  connection  of  tuberculosis  and  ozena,  owing  to  their 
having  a  common  basis  in  malnutrition.  Theisen,^**  in  1904,  made 
it  the  subject  of  a  paper.  Broeckaert**  contributed  to  the  study  of 
its  histolog}'  the  expression  of  his  opinion  that  the  disease  was  due 
to  a  toxin  produced  by  a  parasyphilitic  or  a  paratuberculous  sys- 
temic infection.  These  terms  came  into  use  about  this  time,  and 
their  exact  pathological  significance  is  still  enshrouded  in  mystery. 
Frese^-  was  of  the  opinion  that  most  of  the  cases  are  of  syphilitic 
origin.  Sobernheim,''  in  1909,  reported  that  seventeen  cases  of 
typical  ozena  gave  a  negative  Wassermann  reaction,  adding  an- 
other proof  to  the  view  that  the  nasal  aflfection  may  exist  without 
any  syphilitic  antecedent.  A  number  of  others  testified  to  the 
same  eflFect.  It  was  spoken  of  as  a  larval  tuberculosis.**  Schoene- 
mann,*°  in  1909,  traced  a  connection  between  the  occurrence  of 
eczema  and  that  of  ozena.  From  time  to  time  various  authors 
have  suggested  that  ozena  is  a  trophoneurosis.'" 

Freitel'^  made  an  attempt  to  determine  the  age  at  which  ozena 
first  shows  itself  and  concluded  that  in  the  great  majority  of  cases 
it  was  in  the  school  age  of  children  that  it  developed,  4  to  14  years. 
In  all  treatises  on  the  subject  since  the  affection  was  first  differ- 
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entiated  by  B.  Fraenkel,  the  preponderance  of  the  female  sex  in 
the  cases  affected  by  it  was  noted. 

The  treatment  of  atrophic  rhinitis,  especially  of  its  chief  symp- 
tom, ozena,  has  been  varied.  Going  back  to  the  time  of  its  differ- 
entiation, we  have  already  noted  that  tampons  were  recommended 
by  Gottstein,  and  in  the  earlier  history  of  rhinology  this  was  a 
common  form  of  treatment  for  all  nasal  affections,  the  linen  or 
other  absorbent  tampon  being  saturated  with  various  medicaments. 
Cauterization,  we  have  seen,  was  also  recommended  by  the  an- 
cients for  what  they  called  ozena,  and  in  1884-5  it  was  recom- 
mended^^ again  as  a  therapeutic  agent  in  its  modern  differentiation. 
In  most  of  the  writers  on  the  subject  recommendation  for  treat- 
ment included  thorough  cleansing  and  the  application  subsequently 
of  some  stimulating  medicament,  like  thymol,  aristol,  turpentine, 
ichthyol,  etc.  Braun,  Laker  and  Demme^^  recommended  (1891) 
vibratory  massage.  This  was  employed  by  others  either  by  hand  or 
by  electrically  driven  machinery.  Faradism  was  also  used,*'*'  also 
the  electrolytic  application  of  chlorid  of  copper*'^  and  submucous 
electrolysis.*'-  Dionisio**^  employed  various  forms  of  photo-therapy 
in  ozena  and  in  the  same  year  (1903)  Casassa*'*  reported  on  the 
therapeutical  use  of  radium. 

BrindeP^  in  1902  inaugurated  the  treatment  of  ozena  by  the  in- 
jection of  paraffin  under  the  atrophied  mucosa  and  this  method  of 
treatment  has  persisted  to  the  present  time,  it  being  strongly  recom- 
mended by  Hutter^*'  ten  years  later.  Broeckaert,**^  who  adopted 
the  idea  promptly,  subsequently  supplemented  it  by  more  vigorous 
measures.  It  was  practiced  by  Fliess*'®  and  by  many  other  rhino- 
logists  for  a  time  after  this,  until  the  report  of  an  embolus  of  the 
retinal  artery  in  two  or  three  cases  of  the  injection  of  paraffin  in 
the  skin  of  the  nose  discouraged  for  a  while  frequent  resort  to  it. 
On  the  strength  of  his  belief  that  atrophic  rhinitis  with  ozena  was 
the  result  of  a  disease  of  those  cavities,  Broeckaert,**^  in  1905,  in 
addition  to  the  use  of  paraffin  proposed  to  operate  radically  on  the 
ethmoidal  sinuses  and  to  curette  the  sphenoid.  He  removed  the 
middle  turbinate,  allowing  the  inferior  to  remain,  reinforcing  it 
with  paraffin  injections  and  injections  of  it  also  into  the  septal 
walls  and  floor  of  the  nose.  He  proposed  also  to  destroy  the  naso- 
sinusal  wall  of  the  antrum,  but  not  to  curette  the  latter  unless  it 
was  diseased.  He  claimed  the  injection  of  paraffin  was  efficient 
not  only  as  a  prothesis  filling  out  the  large  spaces,  but  as  a  stimulant 
modifying  the  nutrition  of  the  mucosa.  Guyot'**  employed  suction 
of  the  nasal  chambers  by  mechanical  methods  in  the  treatment  of 
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ozena.  A  number  of  cases  were  treated  with  injection  of  anti- 
diphthertic  serum  because  diphtheroid  bacilli  were  found  in  the 
crusts  chiefly  by  Italians.'^  Skillern  and  Holmes'^  used  vaccines 
made  from  the  pure  culture  of  the  Abel  bacillus.  Emulsions  of 
the  culture  of  the  lactic  acid  bacillus  have  been  used  by  many  in 
the  treatment  of  ozena."*  Foy,"  in  1911,  claimed  considerable  bene- 
fit can  be  attained  by  the  patients  being  taught  to  breathe  persist- 
ently and  properly  through  the  nose.  Ozena  has  been  treated 
with  hot  air,  dry  or  moist.'^ 

In  the  January  number  of  Semon's  Centralhlatt  fuer  Laryn- 
gologie,  1912,  there  is  a  very  valuable  review  of  the  literature  of 
ozena  during  the  years  1909,  1910,  1911,  by  Alexander.  Among  the 
points  to  which  he  gives  prominence  is  the  inequality  in  the  dis- 
tribution of  cases  geographically,  racially  and  socially,  its  incidences 
as  to  sex  and  age.  He  drew  attention  to  the  fact  that  while  the 
Wassermann  reaction  in  his  own  experience  and  in  that  of  others 
had  given  negative  results  in  cases  of  ozena,  he  had  himself  seen 
a  typical  case  of  ozena,  the  offspring  of  a  syphilitic  father,  the 
sister  of  a  congenitally  syphilitic  brother,  and  in  her  case  the 
Wassermann  reaction  was  also  negative.  He  also  drew  attention 
to  the  fact  that  while  ozenatous  subjects  rarely  contract  syphilis, 
such  cases  have  been  reported  by  Fraenkel  and  Sobernheim  (1.  c.) 
and  others,  and  that  the  question  of  the  relation^ip  of  true  ozena 
to  syphilis  is  not  by  any  means  settled.  It  may  be  remarked  that 
the  subject  is  much  embarrassed  by  the  confusion  which  still 
reigns  as  to  the  clinical  differentiation  of  the  cases.  With  s>'ph- 
ilitic  ozena  on  the  one  hand  and  atrophic  rhinitis  on  the  other, 
without  crusts  ou  odor,  it  is  difficult  for  an  author  to  keep  con- 
stantly in  view  the  typical  cases  of  atrophic  rhinitis  with  ozena. 
The  confusion  is  increased  by  the  introduction  of  the  consideration 
of  accessory  sinus  disease  attended  by  intra-nasal  crust  formation. 
In  this  excellent  review  it  can  be  plainly  seen  that  with  the  excep- 
tion of  the  therapy,  which  is  always  new.  optimistic  and  futile, 
there  has  been  scarcely  a  question  raised  in  the  literature  of  the 
subject  during  the  three-year  period  with  which  it  is  concerned 
that  had  not  been  thoroughly  discussed  in  the  former  three  de- 
cades in  discussions  of  the  phenomena  presented  by  ozena. 

ETIOLOGY. 

Most  modem  observers  who  have  devoted  themselves  to  the 
histology  of  the  lesions  of  atrophic  rhinitis  believe  it  is  primarily  a 
bone  disease.  In  the  consideration  of  the  etiolog}'  various  predis- 
posing factors  have  been  urged,  some  of  them  with  considerable 
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plausibility,  others  with  none.  General  systemic  malnutrition  in 
children,  sometimes  dependent  on  syphilis,  seems  warranted  from 
the  number  of  cases  observable  in  this  class  often  seen  in  two  or 
three  children  of  tlie  same  parents.  Sex  quite  evidentally  is  a  de- 
termining factor,  as  a  very  large  majority  of  the  cases  occur  in 
females.  Puberty  also  is  clinically  observed  to  have  a  determining 
influence  on  the  advent  of  the  symptoms. 

These  factors  are  observable  in  the  apparent  etiology  of  those 
cases  of  chronic  rhinitis  with,  crust-formation  and  the  typical 
ozenic  odor.  In  regard  to  the  latter,  while  we  speak  of  a  typical 
ozenic  odor  it  seems  probable,  from  the  state  of  opinion  as  to  the 
bacteriology  of  the  disease,  that  there  is  no  specificity  about  it. 
Large  numbers  of  bacterial  forms,  swarming  in  a  lipo-proteid  ex- 
cretion of  the  mucous  surfaces,  set  up  chemical  change-s  in  which 
the  volatile  and  non-volatile  fat  derivatives  are  concerned,  which 
give  rise  to  the  odor. 

While  space  forbids  a  discussion  of  the  many  theories  advanced 
in  regard  to  the  etiology,  it  may  be  well  to  say  that  syphilis,  long 
regarded  as  an  etiological  factor  from  the  point  of  view  of  heredity 
has  recently  been  investigated  in  its  relationship  to  ozena  by  the 
Wassermann  reaction.  Negative  results  were  almost  uniformly 
obtained  when  complement  fixation  was  tested  for  in  "the  serum 
of  the  blood  of  ozenatous  subjects.  How  far  this  can  be  regarded 
as  conclusive  in  negation  of  the  idea  of  a  syphilitic  hereditary  factor 
in  the  etiology  of  true  ozena  it  is  too  early  yet  to  decide. 

Excluding  the  cases  of  active  tertiary  nasal  syphilis,  as  we  do  in 
modern  rhinology  in  speaking  of  ozena,  there  is  little  warrant  for 
the  belief  that  hereditary  syphilis  has  more  to  do  with  the  etiology 
of  atrophic  rhinitis  than  that  the  syphilitic  dyscrasia,  like  the 
tuberculous  dyscrasia,  is  the  cause  of  a  lowered  state  of  general 
vitality.  Like  tuberculosis,  atrophic  rhinitis  is  the  disease  of  pov- 
erty. It  occurs  in  the  well-to-do  just  as  phthisis  does,  but  it  is  a 
disease  of  malnutrition,  the  usual  cause  of  which,  as  we  know,  is 
poverty. 

There  is  an  affiliation  of  atrophic  rhinitis  with  accessory  sinus 
disease  by  virtue  of  the  fact  that  the  process  itself  occasionally  ex- 
tends to  the  mucosa  of  these  cavities.  There  are  also  certain  cases 
in  which  a  chronic  discharge  from  the  posterior  ethmoidal  and 
sphenoidal  sinuses  exists  with  crust  formation.  In  the  former 
category  of  cases  surgical  treatment  of  the  sinus  accomplishes 
nothing,  in  the  latter  category  of  cases  eradication  of  the  sinus  af- 
fection  cures   the   ozena.     In   the   majority  of  'cases   of   atrophic 
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rhinitis  with  ozena  the  sinuses  are  not  involved  in  any  way,  even 
in  advanced  stages.  Frequently  the  openings  of  the  sphenoidal 
sinus  can  be  perceived  by  anterior  rhinoscopy,  owing  to  advanced 
atrophy,  and  the  mucous  membrane  may  be  seen  to  be  free  of 
crust  or  other  discharge. 

Atrophic  rhinitis  sometimes  exists  in  one  nostril,  when  there  is 
marked  deviation  of  the  septum.  The  concavity  on  the  one  side 
shows  abundant  crusts  and  an  atrophic  mucosa.  Straightening  of 
the  septum  regularly  cures  the  condition.  Atrophic  rhinitis  not 
infrequently  foUow-s  extensive  operative  destruction  of  intra-nasal 
structure.  These  undisputed  phehomena  lend  some  plausibility  to 
the  theories  and  observations  advancing,  as  an  etiological  predis- 
posing factor,  the  congenital  roominess  of  the  nasal  chambers.. 
The  arguments  and  facts  usually  adduced  in  support  of  such  theor- 
ies have  not  sufficed  to  convince  the  majority  of  rhinological  ob- 
servers of  their  tenability.  Finally  a  certain  amount  of  atrophy, 
without  crusts,  is  the  physiological  accompaniment  of  old  age. 
There  is  plainly  a  shrinking  of  both  bone  and  mucosa. 

There  is  hardly  any  histological  lesion  which  could  serve  as  a 
common  cause  for  changes  in  the  mucosa  of  all  these  cases  except 
that  of  a  bone  lesion  which  has  interfered  with  the  nutrition  of 
the  soft  parts.  The  bone  itself  is  affected  in  them  all,  and  while 
there  is  no  satisfactory  evidence  in  the  bone  itself  of  inflammatory 
action,  the  process  is  manifestly  associated  with  a  pre-existing 
chronic  inflammation  of  the  mucosa  in  a  sutficient  number  to  sup- 
pose that  in  these  at  least  the  bone  atrophy  is  due  to  it.  An  ana- 
lagous  bone  lesion  may  be  supposed  to  exist  in  the  other  cases.  It 
must  be  confessed,  after  all  is  said,  that  the  etiologj-  and  even  the 
succession  of  histological  changes  is  far  from  satisfactorily  under- 
stood or  accurately  known. 

PATHOLOGY. 

In  this  form  of  nasal  inflammation  the  epithelial  metaplasia  is 
more  marked  than  in  the  hypertrophic  form  and  it  is  constantly 
present.  Even  in  fairly  normal  nasal  chambers  the  cylindrical  epi- 
thelium is  in  places  frequently  replaced  by  flattened  cells.  In 
atrophic  rhinitis  this  is  universal.  Yet  so  far  as  I  know  there  is  no 
stickle  cell- formation  such  as  is  sometimes  seen  in  the  epithelial 
metaplasia  of  other  morbid  processes.  There  is  a  tendency  to 
cornification  of  the  surface  layers. 

There  is  beneath  the  epithelium  an  infiltration  of  the  stroma 
with  a  relatively  much  increased  number  of  round  cells.  These 
are  marked  around  the  ducts  of  the  acinous  glands.     There  is  a 
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Steady  encroachment  on  the  epithelial  structures  of  the  glands  by 
these  round  cells  and  a  lowly  organized  fibrous  connective  tissue 
which  finally  all  but  destroys  all  traces  of  glandular  structure. 
The  same  may  be  said  for  the  blood  vessels.  Whether  cavernous 
sinuses  in  these  cases  have  ever  been  much  developed  at  puberty 
or  not  is  a  question.  At  any  rate  the  blood  vessel  walls  have  been 
to  a  large  extent  obliterated  by  the  fibrous  and  the  round-cell  in- 
filtration. That  in  this  process  of  cell  degeneration  there  is  the 
production  of  considerable  fatty  detritus  is  probably  true,  but  to 
the  extent  one  would  infer  from  the  accounts  of  some  observers 
is  certainly  not  my  experience.  This  proteid  decomposition  evi- 
dently finds  its  way  to  the  surface  with  the  copious  discharge  of 
serum  which  takes  the  place  of  the  normal  viscid  fluid  of  the 
glands,  and  there  its  rapid  evaporation  leaves  behind  in  the  form  of 
crusts  a  lipoid  proteid  precipitate  which  rapidly  ferments  and  is 
split  up  into  fatty  acids  by  various  bacteria.  A  large  number  of 
these  have  been  found  and  several  have  been  described  as  specific 
in  the  disease,  but  neither  the  bacilli  of  Loewenberg,  Perez,  Pes- 
Gradenigo,  nor  the  diphtheroid  bacillus,  all  of  which  have  been 
urged  as  etiological  factors,  have  been  accepted  as  of  any  signifi- 
cance in  the  causation  of  the  lesions.  It  seems  probable  that  in 
the  sense  that  there  is  an  antecedent  hyperplasia  of  the  periosteum 
in  atrophic  rhinitis,  we  may  say  that  hypertrophy  is  followed  by 
atrophy  in  certain  cases  of  nasal  inflammation,  but  it  seems  quite 
certain  that  while  this  pre-existing  periosteal  hyperplasia  may  be 
present  in  the  larger  number  of  cases  of  typical  atrophic  rhinitis 
with  ozena,  this  is  the  only  element  in  the  mucosa  which  is  affect- 
ed by  preliminary  hyperplasia.  That  this  is  always  affected  primari- 
ly must  also  be  acknowledged  as  more  or  less  hypothetical.  Never- 
theless the  most  significant  change  in  structure  is  the  thickening 
of  the  periosteal  layer.  Inasmuch  as  the  distribution  of  nutrient 
arteries  to  bone  and  to  mucosa  lie  in  this  element  of  the  mucosa, 
inasmuch  as  it  seems  to  be  a  fibrosis  which  ultimately  destroys  the 
glands  and  the  blood  vessels  of  the  mucosa  itself,  it  is  a  fair  con- 
jecture that  it  is  in  the  periosteum  and  the  perichondrium — for  the 
septal  cartilage  also  becomes  thin  and  even  in  places  absorbed — we 
must  seek  for  the  root  of  the  changes  which  give  this  nasal  disease 
unique  characteristics. 

The  histological  features  of  the  disease  seem  to  justify  us  in 
calling  it  a  fibrosis,  but  the  clinical  features  which  accompany  them 
justify  us  rather  in  calling  it  a  mystery.  There  is  no  analogue  to 
it  elsewhere  in  the  body.     This  gives  us  a  clue  to  its  essential  na- 
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tiire.  There  is  no  other  region  in  the  body  where  we  have  a  very 
thin  plate  of  bone  covered  on  both  sides  by  a  vascular  secreting 
mucous  membrane  and  separated,  from  the  bone  on  each  side  by  a 
thin  layer  of  periosteum  which  carries  its  nutrient  blood-vessels. 
Often  present  in  early  childhood,  associated  with  puberty  in  wom- 
en, the  symptoms  ceasing  for  the  most  part  after  middle  life,  not 
beginning,  except  in  the  rarest  cases,  after  adolescence,  apparently 
not  necessarily  preceded  by  a  condition  of  chronic  inflammation 
or  by  hypertrophy,  conceiving  of  it  as  initially  a  fibrosis  of  the 
layers  of  connective  tissue  next  the  bone  and  cartilage  is  a  matter 
of  some  difficulty, — yet,  after  all,  that  seems  the  most  reasonable 
hypothesis  purely  from  a  histological  standpoint. 

In  order  to  understand  the  essential  lesions  of  the  stroma  of  the 
mucous  membrane  in  atrophic  rhinitis,  I  must  repeat  somewhat  the 
remarks  I  have  made  in  a  recent  series^^  of  articles  on  the  con- 
tractile elements  in  the  connective  tissue. 

Looking  for  the  first  time  at  the  picture  presented  by  sections 
of  the  nasal  mucosa  of  animals,  stained  by  the  Weigert  formula 
or  one  of  its  modifications,  the  observer  is  struck  with  the  abun- 
dance of  elastic  fibers.  Their  profusion  at  first  seems  not  to  be  more 
pronounced,  on  the  average,  in  one  locality  than  in  another,  but  it 
soon  becomes  evident  that,  aside  from  their  great  abundance  in  the 
walls  of  the  large  blood-vessels,  the  most  constant  and  the  most 
richly  supplied  locality  is  the  periosteum  and  the  deeper  layers  of 
the  stroma  intimately  associated  with  it.  Thick  interlacing  bundles 
are  always  demonstrable,  running,  in  an  irregular  way,  parallel 
with  the  planes  of  the  bone.  Everywhere  the  blue-black  threads 
run  through  the  middle  layers  of  the  stroma,  always  either  parallel 
or  obliquely  to  the  surface.  Nearly  always  demonstrable  is  a  spe- 
cial layer  of  fibers  situated  in  the  stroma  just  under  the  epithelium 
at  varying  distances  from  it,  but  in  such  relation  to  it  and  in  such 
arrangement  that  one  cannot  fail  to  perceive  that  it  subserves  a 
special  physiological  need,  somewhat  apart  from  the  general  ton- 
icity the  widely  scattered  fibers  elsewhere  would  give  the  mucosa. 

The  persistence  of  this  layer  of  wavy  fibers  just  under  the 
epithelial  line  is  not  infrequently  noted  in  a  mucosa  considerably 
altered  bv  hypertrophy.  It  is  a  layer  indefinite  in  extent  and  some- 
what inconstantly  seen  in  the  normal  mucosa  in  the  human  infant 
and  in  animals.  It  is  well  to  draw  attention  to  the  fact  that  never 
in  the  free  stroma  do  the  elastic  fibers  run  in  planes  vertical  to  the 
surface  or  vertical  to  the  periosteum,  but  always  obliquely  to  them, 
except  for  the  sub-epithelial  fibers  just  spoken  of,  and  the  elastic 
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fibers  of  the  periosteum  itself  which  run  in  more  or  less  horizontal 
directions  in  relation  to  the  surface  and  the  bone. 

Recently  an  article  by  Duerck^^  has  drawn  attention  to  straight 
telegraph-wire  like  fibers  revealed  in  connective  tissue  generally 
and  in  arterial  walls  by  some  of  the  Weigert  stains  for  nerve  sheath 
demonstrations.  He  seems  to  think  these  had  not  been  previously 
demonstrated  in  the  walls  of  the  arteries.  While  they  may  not 
have  been  especially  emphasized  in  the  work  of  Koelliker  and  Eb- 
ner,  from  which  he  quotes,  they  certainly  are  a  more  or  less  familiar 
phenomenon  to  histologists  and  may  be  demonstrated  with  the 
hemotoxylon-resorcin  stain  as  modified  by  Hart.  It  is  not  unusual 
to  see  these  fibers,  or  fibers  at  least  morphologically  similar  to 
them,  in  the  connective  tissue  of  turbinated  bodies  of  infants,  and 
they  are  seen  also  in  those  of  the  monkey. 

Breugelman'^  who  used  the  'hemotoxylon  eisenlack'  stain  for 
sections  of  the  penis  also  demonstrated  them  there.  We  may 
imagine  they  furnish  in  the  walls  of  the  arteries  and  elsewhere 
that  form  of  elasticity  lent  to  a  lady's  corset  by  the  whalebone 
stays,  but  it  is  not  at  all  certain  that  their  straightness,  their  "tele- 
graph wire"  appearance  may  not  be  due  to  their  being  ordinary 
elastic  wavy  fibers  stretched  out  straight  by  traction  or  by  virtue 
of  their  position. 

The  distribution  of  elastic  tissue  around  the  gland  acini  is  not 
very  marked,  or  apparently  in  such  a  mechanical  arrangement  as  to 
work  in  the  most  efficient  manner  in  expelling  the  contents.  While 
it  is  true  that  in  some  cases  it  is  demonstrable  in  the  material  from 
animals,  such  is  not  uniformly  the  case.  One  gains  the  impression 
that  such  expulsion  of  mucus  from  the  glands  as  may  occur  from 
the  contractile  action  of  the  tissues,  arises  more  from  the  general 
elasticity  of  the  stroma  than  from  a  special  network  around  the 
glands.  Although  the  description  of  Schiefiferdecker-"  is  not  very 
accurate,  it  seems  to  me,  I  repeat  what  he  says.  Backward  from 
the  vestibuli  nasi  "with  the  beginning  of  the  glands,  the  elastic 
fibers,  especially  in  the  deeper  parts  of  the  stroma,  become  more 
slender,  but  are  nevertheless  still  thick;  they  surround  the  glands 
and,  singular  to  say,  reach  a  greater  thickness  exactly  at  those 
places  which  lie  between  the  epithelium  and  the  glands,  so  that 
this  part  appears  as  the  characteristic  continuation  of  the  network 
hitherto  penetrating  the  whole  stroma."*     Now  while  this  may  be 

♦Schiefferdecker  has  had-  the  same  experience  with  the  apparent  caprio- 
ioiisness  of  elastic  tissue  stains,  and  he  also  is  not  dis'posed  to  trust  the 
results  of  tinctorial  reactions.  It  seems  to  me  we  are  justified  in  suppos- 
ing' that  there  are  variations  of  chemical  and  tinctorial  reactions  wliich  do 
not  influence  elasticity,  but  it  is  also  possible  that  a  functional  demand 
may   temporarily  effect  a  chemical   and  hence  a  tinctorial  change  and  also 
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the  character  of  the  elastic  fiber  arrangement  bordering  on  the 
vestibule,  in  the  deeper  portions  of  the  nose  such  is  not  the  case. 
The  same  author  subsequently  speaks  of  the  glands  of  the  deeper 
parts  of  the  nose  being  surrounded  by  a  membrana  propria.  It  is 
true,  as  will  subsequently  appear  in  a  discussion  of  pathological 
conditions,  that  one  can  observe  appearances,  as  if  the  base  of  the 
gland-cells  exuded  a  homogeneous  substance  which  forms  a  sort  of 
an  incomplete  and  irregular  hull  to  a  gland  acinus;  but  it  is  very 
difficult  to  be  sure  that  this,  in  the  material  from  animals,  is  not 
simply  a  slightly  more  dense  arrangement  of  connective-tissue 
fibrils.  Among  these,  as  I  have  said,  may  frequently  be  traced  the 
elastic  fiber  of  the  stroma,  but  there  is  no  specific  peri-glandular 
network  of  fibers  taking  the  Weigert  stain,  nor  is  there  anything 
which  can  be  called  a  membrana  propria. 

In  the  walls  of  the  nasal  blood-vessels  I  am  not  aware  there  is 
any  exceptional  feature  to  the  distribution  of  the  elastic  fiber.  In 
the  endothelium  of  the  single- walled  capillary  the  occasional  ap- 
pearance of  a  purple  stain  may  be  thought  to  argue  for  an  elasticity 
which  is  more  evident,  judging  from  the  stains,  as  the  thickness  of 
the  wafls  increases.  The  intima  of  the  venous  sinuses  is  very  thick, 
and  the  longitudinal  elastic  fibers  always  stand  out  as  sharp  land- 
marks in  sections  of  the  erectile  tissue  colored  with  Weigert's 
stain.  It  also  mingles  freely  with  the  external  coats  of  the  venous 
sinuses.  The  arterial  vessels  present  no  especial  feature  -in  this 
regard. 

What  I  wish  to  dwell  on  especially  is  the  condition  of  the  elastic 
fiber  itself  in  the  presumably  normal  material,  as  distinguished 
from  the  elastic  fiber  and  the  elastin  noted  in  the  material  from  the 
nasal  mucosa  of  adults  removed  in  the  course  of  clinical  work. 
Normally  the  elastic  fiber  is  indefinitely  long,  slender,  branclWig. 
usually  with  finely  drawn-out  ends  interlacing  everywhere  with 
other  fibers.  Just  where  and  how  they  are  anchored  to  other  cells 
is  not  very  clear.  The  transverse  measurement  of  the  elastic  fiber 
varies  greatly  in  different  localities.  In  the  nasal  mucosa  it  is  of 
smaller  caliber  as  seen  in  the  infant  and  in  the  monkey.  It  ranges 
from  a  hardly  perceptible  line,  as  viewed  with  the  o.  im.  1/12  obj., 
up  to  perhaps  two  microns.     Koeiliker,   speaking  of   the  elastic 

a  change  in  elasticity.  In  other  words,  elasticity  being  an  expression  of 
energry.  It  may  vary  in  the  tissues,  just  as  muscular  enerfry  varies  without 
betraying  itself  in  structure  to  our  powers  of  vision.  This  falls  In  very 
well  with  a  recent  remark  of  von  Hansemann  (Deszendenz  und  Patholosrie, 
Berlin,  1909)  whose  ideas  on  the  mutability  of  tissue-form  fur  more  than 
a  decade  have  been  known  under  the  name  of  "anaplasla.  '  "In  man 
slightly  differentiated  connective  tissue  is  extraordinarily  variable  In  its 
occurrence  and  everywhere  adapts  itself  in  form  and  position  to  tempo- 
rary demands  made  by  normal  and  pathological  states." 
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fiber  in  general,  says  it  ranges  up  to  six  microns  in  diameter  or  even 
to  twice  or  thrice  that.  In  the  nose  when  it  exceeds  two  or  three 
microns  it  is  usually  associated  in  the  loose  stroma  with  pathological 
conditions  and  itself  presents  various  departures  from  what  I  con- 
ceive is  its  normal  condition.  In  my  notes  I  have  spoken  of  this 
normal  condition  as  "efficient  looking,"  meaning  thereby  they  were 
arranged  in  such  a  way  as,  supposing  they  were  capable  of  con- 
traction, their  shortening  would  lead  to  a  condensation  of  the  tis- 
sues in  which  they  lie.  This  was  to  distinguish  them  from  swollen 
fibers  with  abrupt  ends,  broken  into  sections,  granular,  sometimes 
betraying  thdir  former  state  of  continuity  only  by  a  row  of 
granules  into  which  they  had  disintegrated  in  the  course  of  dis- 
ease,— perhaps  at  times  they  break  up  into  this  state  of  discontinuity 
as  a  result  of  the  technic  of  fixation,  hardening  and  staining.  Great 
clouds  of  elastin  granules  are  thus  seen  crowding  some  fields.  In 
the  normal  mucosa  when  such  clouds  exist  they  are  more  or  less 
homogeneous,  the  granules  for  the  most  part  not  being  resolved 
by  the  highest  powers  of  the  microscope. 

So  far  as  my  own  convictions  go,  there  can  scarcely  be  a  doubt 
of  the  origin  of  the  elastin  and  the  elastic  fiber  as  an  exudate  of  the- 
cells  in  adult  tissue,  even  when  the  fiber  is  efficient  looking.  In 
normal  tissiie  it  is  organized  into  a  fiber  by  a  precisely  working 
machine,  but  when  the  stimulus  is  over-great,  as  in  hypertrophic 
conditions,  the  fibers  are  thick  and  swollen,  with  abrupt  ends,  often 
broken  into  sections  or  a  row  of  granules,  but  frequently  existing 
as  a  cloud  of  coarsely  granular  material  in  the  stroma.  Such 
granules  are  seen  inside  of  cells,  especially  at  the  free  surface  of 
gland  cells.  Up  to  a  certain  point  this  disorderly  condition  of  the 
elastin  corresponds  to  the  extent  and  the  degree  of  the  hypertrophy, 
anc^hen  a  change  sets  in. 

I  cannot  here  enter  into  an  exhaustive  discussion  of  all  the 
changes  in  .the  nasal  mucosa  supervening  upon  an  hypertrophic 
rhinitis.  I  must,  however,  trace  in  outline  the  course  of  events 
which  can  be  gathered  only  from  a  composite  mental  impression 
of  the  moving  picture  of  morbid  processes  after  years  of  observa- 
tion. The  static  conditions  conventionally  looked  upon  as  the 
"pathology"  of  disease  is  a  sterile  way  of  studying  vital  problems. 
Morbid  tissue,  like  normal  tissue,  is  a  living  thing,  moving  along 
the  path  in  which  it  is  guided  by  the  laws  of  living  matter  and  by, 
in  this  locality,  the  preponderating  influence  of  the  environment. 
At  hardly  any  given  moment  is  the  condition  exactly  what  it  sub- 
sequently becomes.    The  only  constant  thing  is  change.     I  am  com- 
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pelled  then,  in  attempting  to  place  the  changes  in  the  so-called 
elastin  in  the  proper  light,  to  be  a  little  discursive.  There  is  a 
growing  tendency,  for  which  we  must  be  profoundly  grateful,  to 
treat  of  pathology  not  as  something  dead  and  immovable,  but  as 
of  something  living  and  mobile,  a  process  and  not  a  state.  In 
chronic  inflammation  of  the  nasal  mucosa  the  static  conception  of 
it  is  entirely  unintelligible.  We  must  conceive  of  it  as  a  process 
in  which  changes  are  slowly  advancing  as  the  result  of  age,  heredity 
and  environment. 

There  may  be  changes  in  the  nasal  mucosa  as  the  result  of  a 
chronic  rhinitis  which  has  not  perceptibly  increased  or  diminished 
the  bulk  of  the  tissue.  Hypertrophy  and  atrophy  are  gross  and  in- 
exact terms,  but  they  are  so  fixed  in  rhinological*  usage  that  it  is 
impossible,  at  least  inconvenient,  to  break  away  from  them.  So 
notwithstanding  the  protest  I  make  in  what  I  have  to  say  it  will 
be  more  convenient  to  start  from  a  basis  furnished  by  some  of  the 
conventional  divisions  of-  atrophic  rhinitis,  of  no  value  in  them- 
selves except  as  indicating  some  of  the  causes  underlying  the  pro- 
cess. 

It  often  happens  that  atrophy  supervenes  upon  states  of  the 
mucosa  whose  condition  of  chronic  inflammation  has  caused  symp- 
toms so  trifling  as  not  to  betray  it.  It  is  occasionally  the  case  that 
edematous  polypi  (especially  in  asthmatic  and  hay-fever  cases) 
spring  from  a  mucosa  in  which  previous  inflammatorj-  changes 
have  been  insignificant,  and  the  same  may  be  said  of  atrophic 
rhinitis.  Nevertheless  it  is  true  that  a  periosteal  lesion  without 
any  antecedent  hypertrophy  of  the  mucosa  may  be  the  first  step 
in  the  pathological  .process  which  leads  to  an  atrophic  rhinitis. 
Such  is  a  fact,  I  believe,  in  those  ozenic  cases,  not  too  common 
now  that  a  keener  diflferentiation  of  diagnosis  is  exercised,  which 
we  recognize  as  having  begun  in  early  childhood,  when  there  may 
have  been  a  half-suppressed  syphilitic  inheritance,  or  some  other 
systemic  deep-lying  vice.  This  also  frequently  applies  to  those 
cases  whose  symptoms  of  ozena,  with  the  characteristic  crusts  and 
odor,  date. back  to  puberty  only.  There  is  another  class  of  cases, 
pseudo-ozenic  we  may  call  them,  which  have  foul  decomposing 
crusts  without  the  specific  odor,  and  associated  with  sinus  sup- 
puration. In  both  these  categories  there  is  an  antecedent  periosteal 
lesion.  In  the  first,  the  true  ozenic  cases,  there  is  a  periosteal 
lesion  due  to  some  unknown  systemic  cause  which  has  blocked 
the  nutrient  arteries  of  the  superjacent  soft  parts.  Such  is  also  the 
condition  mutatis  mutandis  in  the  other  category  just  mentioned. 
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The  suppurative  inflammation  of  the  mucosa  of  the  sinuses  has 
spread  through  the  periosteum  to  the  bone.  One  bone  change  we 
may  say  is  endogenic,  the  other  is  exogenic,  and  the  results  (true 
ozena  and  pseudo-ozena)  may  be  differentiated  by  careful  clinical 
observation.  There  is  still  a  third  class  of  atrophy  in  addition  to 
that  succeeding  hypertrophy.  I  refer  to  the  atrophy  of  age.  The 
bone  shrinks,  the  epithelium  is  atypical,  the  venous  sinuses  are 
fewer  and  smaller,  the  racemose  mucous  glands  are  suppressed, 
while  from  the  single-tubed  serous  glands  of  Bowman  in  the  up- 
per regions  of  the  nose  and  from  direct  transudation  a  watery 
fluid  flows  and  drips,  often  so  inopportunely,  from  the  nose  of  age. 

There  is  always  some  edema  or  serous  infiltration  accompanying 
atrophy  even  in  the  very  last  stages.  In  the  end  the  connective 
tissue  cells  have  taken  on  an  embryonic  type  with  branching  pro- 
cesses, and  such  mesh  of  fibrils  as  still  exist  is  crowded  with  the 
small  leucocytes  and  their  naked  nuclei.  At  this  stage  the  elastic 
tissue  in  the  walls  of  the  radical  arteries"  and  veins,  even  that  of 
the  intima,  has  become  disorganized  and  partially  absorbed.  The 
glands,  all  but  perhaps  some  traces  of  their  ducts,  have  disappeared 
and  the  stroma  of  the  turbinates  is  little  better  than  granulation 
lissue. 

To  summarize  then:  In  the  newborn  infant  the  elastin  material 
exists  in  the  nasal  mucosa,  so  far  as  selective  stains  reveal  its 
presence,  in  the  form  of  a  fine  net-work  of  fiber  and  no  coarse 
granular  material  or  swollen  fibers.  Later  in  life  the  latter  ap- 
pear and  in  hypertrophy  are  prominent  in  the  landscape  of  the 
sections.  As  changes  go  on  to  atrophy  of  any  kind  or  to  edema, 
the  useless  non-efficient  material  is  absorbed  first  and  the  fine 
fibers  last,  perhaps  themselves  passing  through  a  stage  of  disor- 
ganization. I  think  there  can  be  no  doubt  that  in  adult  tissue  the 
granular  elastin  has  an  intra-cellular  origin,  and  it  is  probable  that 
even  some  of  it  thrown  out  in  inflammation  may  be  organized  into 
efficient  fibers,  but  for  the  most  part  this  attempt  af  organization 
is  incomplete  and  imperfect.  Lilce  the  callus  thrown  out  from 
bone,  it  must  be  looked  upon  as  a  process  of  repair  and  regenera- 
tion. The  material  carries  with  it  imperfectly  the  heredity  of 
early  embryonic  life,  the  tendency  to  tissue-formation.  It  is  quite 
impossible  to  account  for  the  appearances  on  the  supposition  that 
all  the  disorganized  material  has  had  its  origin  in  the  degeneration 
of  pre-existing  normal  fibrils. 

In  taking  up  the  question  of  the  presence  of  the  smooth  muscle 
cell  in  the  stroma  of  the  nasal  mucosa,  so  interesting  from  many 
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points  of  view  of  a  general  nature,  the  special  histological  ques- 
tions concerning  it  have  hitherto  aroused  interest  only  in  one  re- 
spect. Is  it  a  fact  that  separate  smooth  muscle  cells  or  limited 
bundles  of  cells  lie  free  in  the  loose  stroma  of  the  erectile  tissue  of 
the  turbinate  bodies,  or  are  they  always  closely  connected  with  the 
coats  of  the  large  blood-vessels?  ZuckerkandP^  and  Herzfeld^- 
maintain  the  latter  view,  and  their  position  may  be  regarded  as 
summed  up  in  the  words  of  Herzfeld:  "The  erectile  tissue  of  the 
nasal  mucosa  is  rich  in  organic  musculature.  This,  however,  does 
not  lie  free  in  the  connective  tissue  of  the  erectile  bodies,  but  forms 
as  in  all  other  parts  o»f  the  body  the  middle  tunic  of  thie  arteries  and 
veins,  and  lies  closely  pressed  around  the  walls  of  the  lacunae  of 
the  erectile  tissue." 

Students  of  rhinology  became  familiar  with  the  view  of  Zucker- 
kandl,  which  is  of  the  same  tenor,  many  years  ago.  While  muscle 
c^ls  had  been  described  in  the  stroma  of  erectile  tissue  elsewhere, 
the  corpus  cavernosiim  of  the  penis,  the  nipples,  etc.,  the  scalp,  the 
skin  of  many  animals,  for  many  years  no  one  ventured  to  assert 
in  the  face  of  Zuckerkandl's  authority  their  presence  in  the  stroma 
of  the  nasal  erectile  bodies.  I  had  been  indisposed  to  accept  the 
views  of  Zuckerkandl  chiefly  for  physiological  reasons  and  from 
the  clinical  study  of  the  nasal  mucosa.  Owing  to  the  difficulties  of 
differentiation  and  the  unsatisfactory  technic  in  vogue  before  Mal- 
lory's  recent  introduction  of  his  connective  tissue  stains  have  added 
so  much  to  the  more  exact  study  of  cellular  relations,  it  was  diffi- 
cult to  acquire  sufficient  assurance  to  refuse  an  assent  to  an  au- 
thority so  weighty  as  that  of  Zuckerkandl.  It  is  true  that  Schief- 
ferdecker*^  has  asserted  of  late  years  that  muscle  fibers  do  lie 
free  in  the  stroma,  but  the  confirmation  of  the  assertion  was  a 
difficult  matter,  and  it  still  remains  a  disputable  matter.  The 
difficulties  are  not  wholly  technical  nor  entirely  those  of  personal 
opinion,  but,  in  the  question  are  involved  some  fundamental  prin- 
ciples of  histology,  of  embryogenesis  and  of  other  matters  of  by 
no  means  inconsiderable  interest  in  general  biology. 

The  relation  of  the  smooth  muscle  cell  to  the  racemose  glands 
in  the  nasal  mucosa  differs  somewhat  from  that  which  obtains  in 
the  skin  since,  according  to  Koelliker,***  in  the  connective  tissue 
net-work  around  the  skin  glands,  there  is  mingled  with  it  elastic 
fibers,  fat  cells  and  often  muscle  cells.  It  is  true  that  muscle  cells 
can  often  be  made  out  in  connection  with  the  racemose  glands  of 
the  mucosa,  but  in  health  with  regularity  only  around  the  ducts  of 
the  glands,  and  here  they  are  seen  even  closer  up  under  the  sur- 
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face  epithelium  at  their  mouths, — the  only  situation  immediately 
under  the  surface  epithelium,  so  far  as  I  have  been  able  to  observe, 
where  the  muscle  cell  can  be  demonstrated  in  the  nasal  mucosa. 
We  usually  have  the  mouth  of  the  duct  at  the  bottom  of  a  deep 
sulcus  in  the  mucosa,  so  that  the  muscle  cell  as  a  matter  of  fact 
does  not  even  here  usually  approach  very  closely  to  the  surface. 
Further  it  may  be  noted  in  this  connection  that  frequently  blood- 
vessels of  considerable  caliber  (fifty  microns  estimated  in  one  ob- 
servation in  my  notes)  have  no  encircling  muscle  coat  when  they 
lie  close  under  the  surface  epithelium.  It  will  be  remembered  that 
I  described  as  normally  existing  close  under  the  epithelium  a  spe- 
cial horizontal  layer  of  elastic  fibers,  and  we  may  readily  believe 
that  these  are  more  serviceable  in  obtaining  a  smooth  surface  on 
contraction  than  muscle  fibers  would  be  in  that  situation,  while 
deeper  in  the  stroma  a  musculature  is  required  to  supplement  the 
obliquely  arranged  elastic  fibers.  For  efficiency  in  respiration  and 
in  olfaction  a  smooth  nasal  surface  would  be  very  desirable,  but 
for  proper  drainage  it  is  imperative.  I  shall  not  attempt  a  com- 
plete description  of  the  musculature  of  the  blood-vessels  further 
than  to  say  the  deep  veins  and  sinuses  and  deep  vessels  of  even 
very  small  caliber  are  supplied  with  well-developed  muscle  cells  in 
their  coats,  both  longitudinal  and  transverse;  in  the  superficial^ 
vessels,  as  I  have  just  intimated,  the  character  of  the  coats  is  that 
of  large  and  small  capillaries. 

One  cannot  have  constantly  before  one's  eyes  the  difficulty  of 
distinguishing  the  indifferent  cell  from  the  differentiated  muscle 
cell  in  the  connective  tissue  without  the  growth  of  a  conviction 
that  out  of  the  former  may  arise  the  latter  in  answer  to  some 
functional  demand,  increasing  in  importance  as  one  approaches 
the  vascular  layers.  In  another  respect  it  may  quite  as  rationally, 
even  from  my  observations,  be  argued  that  the  muscle  cells  have 
split  off  primarily  from  those  of  the  vessel  coats,  by  mitosis,  in  the 
development  of  the  bulk  of  the  erectile  bodies  which  takes  place  at 
puberty.  This  might  easily  occur  and  the  muscle  cells  might  be 
isolated  at  considerable  distances  by  the  proliferation  and  inter- 
position of  the  dift"erent  connective  tissue  cells  of  the  loose  stroma. 
In  the  calf,  and  in  the  human  infant  before  birth,  especially  in  the 
latter  where  the  embryonic  type  of  cell  prevails,  the  isolation  of  the 
muscle  cell,  if  I  am  to  trust  my  own  notes,  is  even  more  conclusive- 
ly to  be  observed  than  in  the  human  adult.  To  be  sure  there  is  no 
reason  why  the  genesis  of  the  stroma  muscle  cells  may  not  be 
ascribed  to  both  sources,  i.  e.,  to  their  original  embryonic  differ- 


WRIGHT  :    ATROPHIC  RHINITIS.  661 

entiation  in  the  tissue  and  to  their  derivation  under  certain  condi- 
tions from  the  musculature  of  the  blood  vessels.  The  question 
of  the  mutation  of  the  indiflferent  adult  connective  tissue  cell  into 
a  muscle  cell  is  quite  another  matter,  and  will  find  little  support 
from  some  observers.  Nevertheless,  while  I  admit  that  my  ob- 
servations are  susceptible  of  an  orthodox  interpretation  in  this  in- 
stance, I  am  disposed  to  exclude  the  possibility  of  such  a  meta- 
morphosis, especially  in  the  disturbances  of  chronic  inflammation. 
In  other  articles^'  I  have  dwelt  sufficiently  upon  the  evidence  of  a 
metamorphosis  of  epithelial  cells  into  cells  exhibiting  the  fibrils  of 
connective  tissue  under  the  stimuli  of  chronic  inflammation.  Here, 
as  in  the  tonsils,  chronic  inflammation  certainly  induces  an  appear- 
ance of  metaplasia  which  has  forced  itself  on  my  attention.  The 
branching  connective  tissue  cell  is  much  more  closely  related  em- 
bryologically  to  the  muscle  cell  than  to  the  epithelial  cell,  and  how 
much  resistance  this  view  of  their  functional  and  morphological 
mutability  may  receive  I  do  not  know. 

This  brings  me  to  the  fate  of  the  smooth  muscle-cell  in  plainly 
pathological  states  of  the  nasal  mucosa.  I  have  explained  at  great 
length  the  difficulty  one  must  experience  in  saying  where  normal 
nasal  structure  in  the  adult  becomes  abnormal.  A  very  wide  tieu- 
tral  territory  must  be  pictured  as  existing  between  the  two.  With 
the  elastic  tissue  we  have  seen  that  when  we  emerge  out  of  that 
neutral  debatable  strip  into  the  clearly  pathological  domains  of 
edematous  infiltration  and  of  atrophic  change,  we  have  found  a  very 
marked  diminution  not  only  in  the  efficient  coaptation  of  the  elas- 
tic granules  and  the  configuration  of  the  fibers  which  occurs  early 
in  the  course  of  hyperplastic  change,  but  we  have  found  a  marked 
diminution  in  the  quantity  of  elastin,  organized  and  disorganized, 
everywhere  in  the  tissue.  Clinically,  in  the  viscid  mucus  which 
clogs  the  gland  acini  in  atrophic  rhinitis,  we  recognize  an  increased 
demand  for  the  function  of  an  actively  contracting  cell  around  the 
acinus.  Comparing  sections  differently  stained  of  the  same  tissue 
in  atrophic  rhinitis  we  at  once  note  in  the  penultimate  stage  that 
the  muscle  cells  have  offered  a  markedly  greater  resistance  to 
degeneration  and  absorption  than  has  the  elastic  fiber.  I  have  point- 
ed out  that  in  the  normal  tissue  the  smooth  muscle  cell,  or  some- 
thing resembling  it,  is  seen  around  the  mouth  of  the  racemose  gland 
ducts  but  not  around  the  acinus.  In  the  primary  changes  in  the 
glands  in  the  course  of  chronic  hypertrophy  the  muscle  cell  is  noted 
also  wrapped  around  the  acini  in  such  a  way  as  to  suggest  that  it  is 
there  in  answer  to  a   functional  demand   for  the  expulsion  of  a 
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thickened  mucus,  or  possibly  to  take  the  place  of  the  elastic  tissue 
which  has  ceased  in  the  stroma  to  transmit  its  pressure  to  the 
glandular  structures.  Passing  on  to  fairly  well  advanced  atrophic 
conditions,  stages  in  which  there  has  been  marked  destruction  of 
the  venous  sinuses  and  the  glands  by  the  encroachment  of  low- 
grade  fibrous  tissue  and  the  obliteration  of  these  structures,  we 
note  that  the  muscle  cell  in  the  walls  of  the  arterioles  and  venous 
sinuses  most  affected  is  assuming  the  irregular  nucleus  form  and 
branching  cell  body  of  the  indifferent  connective  tissue  cell.  At 
least,  from  my  point  of  view  this  is  what  seems  to  take  place, 
though  I  cannot  deny  the  validity  of  the  description  which  nar- 
rates the  history  of  the  process  in  another  fashion,  viz.,  that  this 
indifferent  connective  tissue  cell  replaces  the  muscle  cell. 

A  careful  study  of  the  cell  forms  in  the  stroma  of  these  mod- 
erately advanced  cases  of  atrophy  in  comparison  with  hypertrophy 
will  reveal  comparatively  very  many  more  cells,  entirely  isolated 
from  the  neighborhood  of  any  blood-vessel,  which  have  assumed 
or  preserved  the  morphology  of  the  smooth  muscle  cell  than  in 
normal  or  hypertrophic  mucosa^  It  is  true,  a  perfect  picture  of  the 
muscle  cell  form  is  net  obtained  in  the  technic  I  have  used,  and  the 
criticism  is  unavoidable  that  pressure  has  moulded  indifferent  con- 
nective tissue  cells  into  the  rounded  ribbon  or  spindle-like  form  of 
the  muscle  cell  with  a  cylindrical  nucleus;  but  I  am  sure  if  they 
vx'ere  wound  around  a  blood-vessel  there  would  be  nO  hesitation  on 
the  part  of  any  histologist  in  classifying  them  as  smooth  muscle 
cells.  In  the  later  or  last  stage  of  atrophy  of  the  mucosa  all  muscle 
cell  forms  have  disappeared,  the  stroma  has  been  reduced  almost  to 
the  condition  of  granulation  tissue  made  up  of  round  cells  in  a 
feeble  mesh  of  star-shaped  branching  cells  with  long  processes, 
resembling  the  .embryonic  type  of  cell,  and  numbers  of  single- 
walled  capillaries. 

The  structural  changes  wrought  in  the  mucosa  are  evidenced  in 
the  vitiation  of  the  secretions.  The  absorption  of  bone  and  cartilage 
are  responsible  for  a  change  in  the  external  configuration  of  the 
nose  when  the  disease  has  begun  in  early  childhood,  before  the 
facial  bones  are  fully  developed".  Whether  it  has  begun  in  child- 
hood or  at  puberty,  the  roominess  of  the  nasal  chambers  is  depend- 
ent upon  atrophy  of  the  scroll  bones  and  of  the  mucosa  covering 
them. 

How  to  account  for  the  disappearance  of  the  crusts  and  the  secre- 
tions in  those  cases  in  which  it  occurs  after  middle  life,  remains  a 
subject  for  histological  research.     A  restoration  of  the  glands  and 
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blood-vessels  anatomically  seems  biologically  improbable,  yet  there 
is  a  return  to  a  secretion  on  the  surface  of  such  a  nature  that  its 
evaporation  is  not  rapid  enough  to  prevent  it  from  carrying  away 
with  it  those  non-volatile  ingredients  which  formerly  were  left 
behind  as  crusts  of  dried  secretion. 

The  atrophy  of  age  is  of  the  same  structural  nature,  so  far  as  the 
glands  and  blood-vessels  and  the  periosteum  are  concerned,  and  it 
seems  probable  that  in  those  cases  which  recover  from  their  terrible 
affliction  of  foul-smelling  nasal  crusts,  the  senile  stage  of  the  mucosa 
is  reached  and  its  condition  suffices  to  remove  the  trouble.  In  this 
view  then  we  may  believe  that  a  fibrosis  of  unknown  origin  in  the 
periosteum  and  perichondrium  induces,  by  shutting  off  the  proper 
nutrition  of  the  tissues,  a  state  of  vicious  lipoid-proteid  metabolism 
in  the  mucosa,  the  waste  products  of  which  washed  out  with  the 
serum  and  lymph  of  the  tissues  produce  the  crusts  on  the  surface. 
These  vary  with  the  concentration  of  the  solid  constituents  of  .the 
secretions.  Sometimes  they  are  not  sufficiently  concentrated  to 
remain  as  a  deposit  on  the  surface.  We  may  thus  account  for  cases 
of  atrophy  without  crusts  or  excessive  odor.  The  approach  of  age 
slows  down  the  activity  of  all  metabolic  processes  and  tends  thus 
automatically  to  cure  the  ozena  of  atrophic  rhinitis  and  leave  behind 
only  the  structural  atrophy.  I  am  fully  aware,  at  the  present  state 
of  our  knowledge,  how  likely  this  hypothesis  is  to  prove  insuf- 
ficient on  critical  analysis  or  even  erroneous  when  more  complete 
objective  knowledge  is  attained. 

To  summarize  the  histological  pathology  of  atrophic  rhinitis,  we 
may  say  that  owing  either  to  antecedent  intra-nasal  inflammation, 
or  to  a  constitutional  dyscrasia,  or  to  the  physiological  change  of 
age,  or  to  all  three,  thickening  of  the  fibrous  elements  in  the  peri- 
osteum or  perichondrium  is  followed  by  consequences  which  are 
manifested  through  the  effects  of  local  malnutrition  due  to  inter- 
ference with  the  blood  and  perhaps  the  lymph  supply' of  the  mucous 
membrane  and  the  bone  it  covers.  These  are:  1.  The  metaplasia 
and  cornification  of  the  surface  epithelium.  2.  Round-cell  infiltra- 
tion. 3,  Destruction  of  the  blood  vessels.  4.  Destruction  of  the 
glands.  5.  Destruction  of  the  elastic  fibers.  6.  Absorption  of  the 
bone,  especially  of  the  inferior  turbinate.  7.  Destruction  of  the 
smooth  muscle  fibers  in  the  stroma.  8.  These  structures,  to  some 
extent,  replaced  by  round-cell  infiltration  and  by  lowly  organized 
fibrous  connective  tissue  sometimes  approaching  the  embryonic  type. 
9.  While  these  changes  are  going  on  there  is  excretion  or  transuda- 
tion to  the  surface  of  lipo-proteids,  derived  from  tissue-waste  and 
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perverted  gland  function,  which  form  a  stinking,  viscid  secretion 
and  crusts  in  which  bacteria  plentifully  multiply.  10.  Finally,  this 
destructive  metabolism  ceases  with  the  advent  of  old  age.  The  foul 
secretions  and  crusts  disappear,  and  the  surface  is  moistened  by  a 
serous  exudate  which  dilutes  the  remaining  gland  secretion  suf- 
ficiently to  secure  its  drainage.  Thus  nature  brings  about  a  cure 
difficult  or  impossible -for  man  to  accomplish. 
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COMPLICATIONS  OF  THE  OPERATION  FOR  REMOVAL 
OF  TONSILS.* 

DR.   CHARLES   W.   RICHARDSON,    WASHINGTON,   D.    C. 

I  have  given  my  paper  the  above  title  in  order  to  embrace  all  the 
procedures  that  are  employed  in  the  excision  of  diseased  or  en- 
larged tonsils.  The  removal  of  tonsils  has  become  such  an  every 
day  matter-of-fact  operation  that  the  general  profession  and  the 
laity  have  grown  to  look  upon  tonsillectomy  as  a  trivial  affair,  a 
simple  procedure  that  has  no  danger,  and  that  may  be  performed 
by  any  one.  It  seems,  therefore,  that  it  is  adequate  time  for  us  to 
be  considering  our  bearings  and  inquire  if  this  operation  be  so  sim- 
ple as  many  seem  to  consider  it,  and  whether  it  be  devoid  of  /erious 
danger  to  the  welfare  and  life  of  the  patient.  It  seems  to  me  that 
it  is  wise  for  us  at  this  time  to  turn  our  attention  from  the  technic 
and  the  favorable  issue  of  excision  of  the  tonsils  to  the  considera- 
tion of  its  complications  and  ascertain,  if  possible,  the  methods  to 
avoid  them.  We  are  all  more  inclined  to  narrate  and  publish  our 
own  successful  issues  in  medicine  and  surgery  than  our  unfavorable 
ones,  which  fact,  no  doubt,  accounts  for  the  small  number  of  com- 
plications of  tonsillectomy  reported  in  the  literature.  When  one 
sees,  hears,  and  occasionally  reads  of  the  unfortunate  complications 
which  ensue  subsequent  to  the  excision  of  tonsils,  we  wish  it  were 
considered  the  duty  of  every  operator  to  report  the  complications 
which  occur  in  his  tonsillar  surgery.  In  a  careful  review  of  this 
subject,  one  is  impressed  with  the  small  number  of  complications, 
other  than  hemorrhage,  that  are  reported.  Several  excellent  papers 
have  been  published  on  the  complications  of  tonsillectomy,  most  of 
them  treating  of  one  particular  type  of  complication  and  referring 
to  others.  It  will  be  my  aim  in  this  paper  to  collate  all  types  of  com- 
plications that  may  arise  in  connection  with  this  operation,  compli- 
cations that  have  been  reported  in  the  literature  accessible  to  my  re- 
search. I  shall  also  report  in  detail  some  of  the  complications  which 
it  has  been  my  misfortune  to  encounter.  Those  cases  in  which  com- 
plications ensue  in  conjoint  tonsillar  and  adenoid  operations  are  not 
reported,  as  frequently  the  complication  is  probably  as  much  the 
result  of  the  adenotomy  as  of  the  tonsillectomy.     Neither  should 
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we  con-.ider  the  rather  too  frequent  death  from  local  or  general 
anesthesia  during  tonsillectomy  as  a  complication  of  this  operation. 

Hemorrhage :  The  most  frequent  and  most  dreaded  complica- 
tion of  tonsillectomy  is  post-operative  hemorrhage.  Hemorrhage 
following  tonsillectomy  may  be  immediate  or  post-operative.  Lind- 
ley  Sewell^  reports  fifty  cases  of  serious  hemorrhage,  with  nineteen 
deaths.  As  this  report  is  the  most  recent  one  on  this  complication 
that  I  have  read  and  his  number  of  cases  tallies  with  the  numbers 
reported  by  others,  I  take  it  for  granted  that  it  probably  summarizes 
all  the  extremely  seriotis  bleedings  and  deaths  reported  in  previous 
papers.  We  all  know  from  personal  experience  and  from,  the  ex- 
perience of  our  immediate  colleagues  that  this  is  by  far  an  inade- 
quate report  of  the  serious  hemorrhage  resulting  from  tonsillectomy. 
I  feel  that  technic  and  accicl<':nt  are  more  frequently  the  cause  of 
this  complication  than  hemophilia.  To  minimize  the  danger  of  this 
complication  in  tonsillectomy,  I  should  suggest  the  employment  of 
finger  enucleation.  The  freedom  from  post-operative  hemorrhage 
in  enucleation  is  the  strongest  and  most  favorable  argument  for  the 
general  adoption  of  this  method  of  operating. 

Hyperpyrexia:  Hyperpyrexia,  without  known  cause,  is  a  rare 
complication  of  this  operation.  Hyperpyrexia,  with  fatal  termina- 
tion occurring  after  operations  of  minor  importance,  is  one  of  the 
unpleasant  sequelae  met  with  in  general  surgery ;  so  we  should  not 
be  unprepared  for  its  occasional  occurrence  in  our  field  of  labor.  An 
interesting  case  of  this  type  is  reported  by  Dr.  D.  J.  G.  Wishart.-  The 
patient  was  a  girl,  i8  years  old,  presenting  no  symptom  other  than 
those  of  enlarged  tonsils  and  adenoids.  The  tonsils  were  slightly 
inflamed,  coated  with  secretion,  and  the  follicles  were  filled  with 
cheesy  detritus.  The  operation  was  done  under  general  anesthesia, 
being  attended  with  only  moderate  hemorrhage.  Shortly  after  the 
operation  the  temperature  rapidly  rose  a  degree  per  hour  until  it 
reached  107°,  and  the  patient  died  twelve  hours  after  the  completion 
of  the  operation.    No  post-mortem. 

It  has  been  my  unpleasant  experience  to  have  had  almost  a  case 
identical  with  that  reported  by  Dr.  Wishart.  During  Marcli,  1909, 
I  operated  upon  a  child,  4  years  of  age,  for  enlarged  tonsils  and 
adenoids.  When  the  child  was  brought  to  the  operating  room  I  was 
told  that  the  patient  had  a  temperature  of  99.4°.  I  refused  to  oper- 
ate and  proceeded  with  several  other  operations  upon  other  patients. 
After  finishing  my  clinic,  I  visited  the  patient  in  its  room  and  there 
was  won  over  by  the  parents,  who  were  anxious  to  have  the  opera- 
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tion  done,  to  proceed  with  the  operation.  The  operation  was  a  re- 
markably easy  and  almost  bloodless  one  and  the  patient  was  sent  to 
its  room  in  good  condition.  At  four  o'clock  I  was  notified  that  the 
temperature  was  102°  and,  from  that  time,  its  temperature  rose 
steadily  until  it  registered  107.2°  at  10  p.  m.  The  child  died  at 
II  :i5  p.  m.  None  of  the  treatment  instituted  influenced  the  upward 
tendency  of  the  temperature.  An  autopsy  was  made  in  the  early 
afternoon  of  the  day  following  its  death  by  Dr.  L.  W.  Glazebrook. 
There  was  no  blood  in  the  stomach  or  intestinal  tract  and  all  organs 
of  the  body  presented  an  absolutely  normal  macroscopic  appearance. 
We  were  quite  surprised  at  the  findings  and  embarrassed  at  our  in- 
ability to  ascertain  the  cause  of  death. 

Infarct  of  the  lung :  I  have  heard  several  cases  of  this  character 
spoken  of,  but  find  none  reported  as  such  in  the  literature.  When 
one  considers  the  large  cavity  left  between  the  pillars  after  the  ex- 
cision of  the  tonsil,  with  more  or  less  bruised  tissue  which  must 
slough  away,  it  is  rather  surprising  that  this  complication  does  not 
occur  more  frequently.  I  have  had  two  cases  of  this  character  de- 
velop under  my  care.  Two  years  ago,  in  June,  I  operated  upon  a 
vigorous,  rather  large,  man  of  45  years  of  age  for  the  removal  of 
both  tonsils.  The  operation  and  convalescence  was  slow.  A  mod- 
erate fever  continued  for  six  days.  On  the  seventh  day  the  patient 
returned  to  his  home  and  was  lost  sight  of  by  me  for  nearly  ten 
days,  although  under  the  constant  care  of  his  family  physician. 
When  I  saw  him  again  in  consultation,  I  found  the  patient  a  very 
ill  man.  He  was  running  a  septic  temperature,  coughing  constant- 
ly, complaining  of  great  pain  in  the  base  of  his  right  lung,  and  pre- 
senting a  very  anxious  and  distressed  countenance.  A  slight  area 
of  dullness,  wnth  some  moist  rales  could  be  made  out  over  base  of 
the  right  lung  posteriorly.  The  patient  was  taken  to  his  home  in  a 
distant  state,  when,  several  weeks  later,  the  full  evidence  of  an  ab- 
scess of  the  lung  developed,  which  was  later  operated  upon  and 
'drained,  with  a  favorable  issue. 

I  have  also  had  another  case  of  the  same  character  this  winter. 
In  December  I  operated  upon  a  young  married  woman,  24  years  of 
age,  for  hypertrophied  tonsils.  The  case  was  simple  in  operation 
and  attended  with  very  little  hemorrhage.  •  The  patient's  throat  was 
very  sore  for  several  days  and  the  convalescence  was  slow.  Ten 
days  after  the  operation  she  developed  a  severe  and  harassing  cough  : 
the  temperature  had  a  moderately  septic  curve.  Physical  signs  were 
nccrative  over  chest.    On  the  tliirteenth  dav  the  confjh  \\a«  nT^re  an- 
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noying  and  was  frequently  of  a  paroxysmal  character.  She  now 
Degan  to  expectorate  a  large  quantity  of  purulent,  very  offensive 
secretion,  and  complained  greatly  of  an  intensely  offensive  odor 
whenever  she  coughed.  Examination  of  the  sputum,  which  was 
very  offensive  in  odor,  demonstrated  it  to  be  made  up  largely  of  pus 
cells.  The  infecting  organism  was  found  to  be  a  streptococcus. 
Physical  examination  demonstrated  a  small  consolidation  between 
the  second  and  fourth  ribs  on  the  right  side,  with  small  mucous 
rales.  On  the  fifteenth  and  sixteenth  days  she  had  great  pain  in  up- 
per portion  of  right  lung.  This  pain  recurred  again  on  the  twen- 
tieth day  of  illness.  The  patient  was  put  on  urotropin,  and,  in  the 
course  of  three  weeks,  made  a  complete  recovery,  attended  by  a 
gradual  and  complete  subsidence  of  all  symptoms. 

La  Play^  reports  an  exceedingly  interesting  case.  A  child  who 
had  a  double  tonsillotomy  done  some  eight  days  before  being  brought 
under  his  observation  was  thought  to  have  diphtheria  and  antitoxin 
was  administered.'  Culture  examination  proved  the  case  to  be  of 
non-diphtheretic  character.  Subsequently  the  child,  a  patient  of  8 
years,  developed  pulmonary  symptoms.  Physical  examination 
showed  in  th€  left  lung  distinct  dullness,  with  an  expiratory  ego- 
phonic  souffle.  A  pleurotomy  was  done  and  an  abscess  cavity 
drained.  Culture  of  the  pus  demonstrated  the  presence  of  pneu- 
mococci.    This  case  appears  to  be  of  embolic  origin. 

General  sepsis:  Mild  sepsis,  enduring  for  a  few  days,  is  a  fre- 
quent complication  of  tonsillectomy,  but  the  more  severe  types  of 
"general  sepsis  are  seemingly  quite  infrequent,  if  one  is  to  judge 
from  the  number  of  cases  reported.  It  is  not  strange  that  sepsis 
follows  such  an  operation  when  we  consider  the  fact  that  such  large 
open  wounds  are  constantly  bathed  in  such  an  abundant  flora  as  is 
contained  in  the  buccal  cavity,  but  rather  strange  that  it  does  not 
occur  much  more  frequently  in  its  severer  forms. 

A.  Sonntag*  reports  the  following  case :  A  boy,  7  years  old,  was 
operated  upon.  Two  days  after  the  operation  the  patient  felt  sick  * 
and  showed  torticollis  towards  the  left  side.  On  the  third  day  there 
was  vomiting,  headache  and  delirium ;  in  the  evening,  spasms ;  tem- 
perature 39.6°.  On  the  seventh  day  there  was  swelling  of  knee  and 
right  wrist;  somnolence  increased  and  temperature  rose  to  40°. 
Death  occurred  on  eleventh  day  from  severe  general  infection.  Dr. 
L.  W.  Dean,  in  an  excellent  article  in  The  Laryngoscope;,  narrates 
three  cases  of  sepsis  following  tonsillotomy  and  tonsillectomy.  In 
his  article  Dean  gives  a  full  resume  of  all  reported  cases  of  sepsis 
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as  a  complication  of  excision  of  the  tonsils.  The  first  case  reported 
by  Dean  was  a  death  from  general  sepsis  following  tonsillectomy 
occurring  in  the  practice  of  Dr.  L.  L.  Smead,  of  Newton,  Iowa.  The 
patient  was  not  in  good  general  physical  condition  at  the  time  of  the 
operation.  All  care  was  employed  at  the  time  of  the  operation  to 
insure  as  aseptic  an  operation  as  possible.  The  operation  was  done 
under  local  anesthesia.  The  right  tonsil  was  enucleated  and  the 
greater  portion  of  the  left.  The  operation  on  the  left  tonsil  was  in- 
complete on  account  of  hemorrhage.  The  wound  surface  and  ad- 
jacent tissue,  as  well  as  the  glands  of  neck,  were  greatly  inflamed 
the  day  after  the  operation.  The  temperature  ran  between  102°  and 
103"^.  There  was  great  difficulty  in  swallowing  and  breathing.  On 
the  third  day  there  was  delirium,  dimness  of  vision,  and  slight  vom- 
iting. The  amount  of  urine  eliminated  became  progressively  less. 
On  the  sixth  day  all  lymphatic  glands  of  body  were  enlarged;  de- 
lirium was  more, pronounced.  The  patient  died  on  the  evening  of 
the  sixth  day. 

The  second  case  reported  by  Dr.  Dean  was  one  of  cerebral 
thrombo-sinusitis,  following  tonsillotomy  with  recovery,  occurring 
in  his  own  practice.  The  patient,  a  boy  of  14  years,  was  operated 
upon  under  local  anesthesia  at  the  clinic.  He  did  not  remain  in 
hospital  after  the  operation,  as  directed,  and  Dr.  Dean  did  not  see 
him  again  until  a  week  after  the  operation.  The  following  is  the 
condition  of  the  patient  as  reported  on  the  seventh  day :  "The  re- 
mains of  the  tonsils  were  somewhat  swollen  and  reddened.  The 
out  surfaces  were  covered  with  a  fibrous  exudate.  The  pharynx 
was  also  inflamed.  The  condition  of  the  throat  was  not  bad.  The 
temperature  was  105°.  It  had  been  intermittent.  There  had  been 
a  series  of  chills.  Pulse  was  100,  very  weak.  Patient  was  delirious. 
Along  the  anterior  border  of  the  sterno-cleido-mastoid  muscle  a 
cord-like  swelling  could  be  easily  felt.  On  the  left  side  was  exoph- 
thalmos with  panophthalmitis.  On  the  right  side  was  a  well-marked 
optic  neuritis.  The  ear  and  mastoid  seemed  normal.  Dr.  Kimbell's 
physical  examination  was  negative.  Diagnosis:  septic  phlebitis 
involving  the  internal  jugular  and  extending  along  the  cerebra' 
sinuses  to  the  orbital  veins,  accompanied  by  thrombosis  of  the  or- 
bital veins  on  the  left  and  perhaps  of  the  left  cavernous  sinus,  A 
very  bad  prognosis  was  made."  The  patient  recovered.  The  third 
case  was  one  of  gangrene  of  muscle  of  neck  following  tonsillectomy, 
with  recovery.  The  condition  narrated  did  not  manifest  itself  until 
fifteen  days  after  the  operation.  The  case  was  one  of  extensive  in- 
fection of  the  glands  and  tissues  of  the  neck.  The  condition  was 
met  by  free  incisions  and  use  of  bichlorid  washing  and  drainage. 
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Ballenger'^  reports  two  severe  cases  of  streptococcus  infection. 
Pierce"  reports  a  serious  case  of  infection  resulting  in  a  permanent 
torticollis  following  a  tonsillectomy.  Dr.  C.  E.  Deane'  reports  two 
cases  of  severe  sepsis  occurring  in  his  practice. 

Emphysema:  Subcutaneous  surgical  emphysema  is  fortunately 
a  rare  complication  of  tonsillectomy.  An  interesting  case  of  this 
character  in  which  the  emphysema  was  very  extensive  is  reported 
by  Dr.  Benjamin  D.  Parrish^  of  Philadelphia.  He  does  not  give 
the  name  of  the  operator  in  his  article,  or  the  hospital  in  which  the 
operation  was  performed.  He  states  the  patient  left  the  operating 
room  in  good  condition.  The  operation  was  attended  with  a  little 
more  bleeding  than  is  usual  in  such  operations.  He  states  that  the 
tonsils  were  quite  adherent  and  in  freezing  them  a  small  button- 
hole was  made  in  the  lower  part  of  the  posterior  pillar  on  the  left 
side.  "The  orderly  and  nurse  noticed  on  the  elevator  that  the  pa- 
tient seemed  to  be  struggling  for  breath  and  also  that  his  neck  and 
face  were  swelling  rapidly."  He  states  that,  when  he  reached  the 
patient,  the  breathing  was  rapid  and  shallow,  the  face  was  livid, 
and  the  lips  cyanosed.  The  entire  neck  was  puffed  out  so  that  the 
line  of  the  jaw  was  complel^ely  obliterated.  The  emphysema  affect- 
ed the  face  and  right  eyelid  and  emphysematous  crackling  extended 
over  the  anterior  portion  of  chest  as  far  down  as  the  last  rib.  By 
flexing  the  neck  and  opening  the  mouth  the  breathing  was  restored 
and  further  extension  of  the  emphysema  prevented.  The  patient 
made  a  good  recovery,  with  gradual .  absorption  of  the  emphysema. 

I  had  a  mild  emphysema  occur  in  my  practice,  also  in  a  male 
adult.  The  emphysema  followed  a  double  tonsillectomy  and  in- 
volved only  the  right  side  of  the  neck.  In  this  case  the  emphysema 
was  noted  about  an  hour  after  the  operation  and  extended  on  the 
right  side  of  the  neck  almost  to  the  line  of  the  clavicle.  There  was 
only  moderate  swelling,  but  very  distinct  crackling.  It  subsided 
completely  within  forty-eight  hours. 

Infection  of  the  lungs  and  serous  membranes :  The  occurrence 
of  pneumonia  and  pleurisy  as  sequelas  of  tonsillectomy  is  not  usual- 
ly reported,  but  there  is  a  sufificient  number  of  cases  incidentally  re- 
ported that  indicates  that  this  is  not  an  infrequent  complication. 
In  my  own  practice,  covering  now  some  years,  I  have  had  two  cases 
of  pleurisy,  both  of  which  recovered,  and  one  case  of  pneumonia, 
which  was  fatal  in  its  termination. 

Coley,  as  quoted  by  F.  C.  Ard,  reports  three  cases  of  septic  infec- 
tion of  the  serous  membranes  under  his  observation,  and  Putnam 
as  having  seen  two  cases  of  meningitis  following  the  operation. 
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In  a  recent  artiqle,  Eugene  A.  Crockett"  states  that  in  the  Massa- 
schusetts  Charitable  Eye  and  Ear  Infirmary,  within  the  past  few 
years,  there  had  been  two  cases  of  ether  pneumonia,  one  of  which 
died. 

Disturbances  in  relationship  to  the  nerz'ous  system:  Complica- 
tions in  connection  with  the  nervous  system  are  more  apt  to  occur 
in  those  of  a  hysterical  temperament.  I  found  two  cases  of  this 
character  to  report. 

E.  Bergh^"  reports  a  case  in  which  nervous  disturbances  developed 
after  tonsillectomy  in  a  female  child,  7  years  old.  Immediately 
after  the  operation  the  little  patient  had  an  attack  of  strangulation, 
followed  by  spasmodic  contraction  of  the  thigjis  oa  the  abdomen. 
Patient  had  at  decreasing  frequency  subsequent  attacks  of  strangu- 
lation, followed  by  muscular  contractions.  Patient  finally  recovered 
under  treatment.  Bergh  states  that  the  patient  was  of  a  ner\'ous 
temperament,  but  the  nervous  attracks  were  doubtless  due  to  the 
tonsillectomy. 

Pfingst  reports  quite  an  interesting  case  of  hysterical  hemiplegia 
coming  on  a  week  after  a  tonsillectomy.  This  patient  was  a  robust 
young  woman,  18  years  of  age,  with  a  personal  history  of  an  hys- 
terical temperament.  She  manifested  a  number  of  symptoms  dur- 
ing her  illness,  all  of  which  partook  of  the  hysterical  type.  The  pa- 
tient remained  in  this  condition  for  a  period  of  three  months,  when 
gradual  improvement  set  in.  The  last  symptom  to  disappear  was 
the  hemiplegia,  which  entirely  disappeared  four  months  after  the 
tonsillectomy. 

Status  lymphaticus:  Dr.  F.  R.  Packard^^  gives  the  report  of  a 
case  upon  which  he  performed  the  operation  of  tonsillectomy,  which 
resulted  in  death,  apparently  due  to  a  status  lymphaticus.  The  opera- 
tion was  done  without  incident  of  any  kind  whatever,  upon  a  female 
child  33^  years  of  age.  He  states,  "the  child  was  apparently  a  per- 
fectly normal  little  girl,  of  the  average  size  and  healthy  appearance, 
except  for  a  somewhat  sallow  complexion."  Immediately  after  the 
operation,  nor  at  any  subsequent  period  was  there  any  bleeding. 
When  coming  out  from  under  the  ether^  she  vomited  a  small  quan- 
tity of  blood.  The  operation  was  done  at  i  p.  m.  At  4 130,  5 130  and 
6:30  p.  m.  the  child  was  examined  and  no  bleeding  noted.  About 
6:20  the  little  one's  condition  became  very  serious,  temperature 
100°,  respiration  36.  and  pulse  rate  156,  At  7  p.  m.  the  child  sto|>- 
ped  breathing,  for  which  no  relief  came,  although  tracheotomy  was 
done.  No  autopsy  was  obtained.  Packard  states,  "this  case  pre- 
sents features  which,  to  my  mind,  render  it  practically  certain  that 
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the  fatal  result  was  due  to  the  condition  known  as  status  lymph- 
aticus.  The  child's  death  was  certainly  not  due  to  hemorrhage,  nor 
could  it  be  attributed  to  the  method  of  administering  the  anesthetic 
or  the  quantity  used.  As  to  status  lymphaticus  so  little  is  really 
known  about  it  that,  unless  an  autopsy  had  been  obtained  and  an  en- 
larged thymus  gland  found,  it  would  be  impossible  to  state  positive- 
ly that  this  condition  had  been  the  cause  of  the  child's  death." 

Dr.  T.  J,  Harris^"  reports  a  case  of  death  from  status  lymphaticus. 
In  Dr.  Harris'  case  the  operation  was  done  under  cocain-adrenalin 
infiltration.  Two  injections  of  the  local  anesthetic  were  adminis- 
tered, as  it  was  thought  that  all  of  the  first  given  was  lost  through 
escapage  from  the  follicles  of  the  diseased  tonsils.  The  patient  was 
profoundly  impressed  after  the  first  injection.  "Complained  of  feel- 
ing bad,  vomited,  had  a  slight,  convulsive  seizure,  presenting  the 
appearance  we  often  see  when  cocain  has  been  employed  locally  for 
a  nasal  operation."  It  was  necessary  to  support  the  patient  during 
the  operation.  After  the  completion  of  the  operation  Dr.  Harris 
states  he  was  struck  by  the  pallor  of  the  patient  and  discovered  he 
was  unconscious.  All  efforts  at  resuscitation,  employed  for  over  an 
hour,  failed.  An  autopsy  was  performed,  and  nothing  abnormal 
discovered  except  that  the  right  auricle  was  swollen  and  the  right 
auricular  appendage  was  dilated  with  fluid  blood  until  it  was  five 
times  as  large  as  the  left ;  the  right  ventricle  was  also  swollen ;  and 
the  thymus  gland  was  hypertrophied  and  weighed  eighteen  grammes. 
The  examination  of  the  thymus  gland  demonstrated  that  it  showed 
no  atrophy.  Dr.  Harris  states  that  ''the  patient  died,  in  all  prob- 
ability, of  an  over-dilated  right  ventricle,  due  to  the  enlarged  thy- 
mus, with  its  action  on  the  trachea  and  recurring  laryngeal,  with 
the  cocain-adrenalin  mjection  acting  as  an  exciting  cause."  Dr.  E. 
B.  Dench  also  reports  a  case  of  status  lymphaticus. 

Amygdalotomy  rash :  This  complication  occurs  rarely  as  a  se- 
quela to  the  removal  of  the  tonsils  and  is  of  no  consequence  except 
for  the  anxiety  it  may  cause.  It  usually  appears  from  two  to  three 
days  after  the  operation  and  appears  either  in  a  roseola,  papular  or 
erythematous  form.  It  makes  the  initial  appearance  usually  on  the 
chest,  abdomen  or  limits.  It  may  or  may  not  be  attended  bv  itching. 
It  attains  its  maximum  intensity  in  a  day  or  two  and  then  rapidly 
disappears.  It  is  usually  attended  by  a  slight  elevation  of  the  tem- 
perature. Dr.  Wyatt  Wingrave  reports  thirty-four  cases  of  the 
rash.  Dr.  Edgar  Forsyth^-''  also  reports  cases  in  an  excellent  paper. 
I  have  had  this  rash  appear  in  four  cases  upon  which  I  have 
operated.    Dr.  S.  S.  Adams  reported  it  as  occurring  in  a  case  upon 
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which  I  operated,  while  the  patient  was  under  his  observation.  This 
condition  is  no  doubt  due  to  an  auto-intoxication  from  the  blood 
which  is  swallowed  during  the  operation.  A  brisk  purgative  the 
day  after  the  operation  should  prevent  the  occurrence  of  the  com- 
plication. 

Diphtheria :  A  case  of  diphtheria  following  tonsillotomy  is  re- 
ported by  August  Caille".  This  complication  can  only  result  in 
operating  upon  a  patient  who  is  a  carrier.  For  this  reason  it  would 
be  wise  to  make  cultures  of  the  faucial  secretions  of  all  children 
upon  whom  the  operation  is  to  be  done. 

Oswald  I.ovenstein^"'  after  an  extensive  review  of  the  subject  of 
diphtheria  in  connection  with  tonsillotomy,  makes  the  statement 
that  the  mucous  membrane  of  the  mouth  and  nose  lodge  a  consider- 
able number  of  cocci,  spirilla  and  bacilli  of  many  varieties ;  among 
the  latter  may  sometimes  be  found  virulent  Klebs-LoelTler  bacilli. 
He  gives  reports  of  cases  of  diphtheria  ensuing  after  tonsillotomy. 
Lichtwitz^'',  in  two  different  articles  appearing  in  1896  and  1900, 
discusses  the  diphtheritic  phase  of  tonsillar  complications. 

F.  Kobrak-'  reports  a  case  of  excision  of  the  tonsils  in  a  female 
child,  within  three  days  after  she  sliowed  severe  symptoms  of  an- 
gina, with  the  formation  of  a  membrane  which  proved  to  be  diph- 
theritic. To  this  was  added  an  eruption  of  scarlatina.  The  child 
died. 

Local  disturbances  as  sequelae  of  tonsillar  operations:  There 
are  a  few  cases  reported  of  injury  about  the  faucial  region,  less, 
probably  by  far,  than  actually  occur,  as  many  of  these. result  from 
accident  during  operation  and  from  faulty  technic ;  therefore,  the 
operator  hesitates  to  report  them. 

Dr.  Lindley  Sewell  in  his  paper  reports  two  cases  of  tracheotomy 
which  were  necessitated  on  account  of  prolonged  glottis  spasm  with 
collapse  and  cyanosis.  Without  giving  authority  he  also  reports  a 
case  of  torticollis  and  a  case  of  retro-pharyngeal  abscess.  Bauche- 
court  and  Martin,  as  quoted  by  Dean,  report  three  cases  of  edema 
of  the  pharynx  and  the  glottis,  one  of  which  was  fatal. 

Dr.  I.  Lederman^**  reports  a  unique  complication  in  the  forma- 
tion of  a  hematoma  in  the  fauces  following  a  tonsillectomy.  Dr. 
Lederman  states  that  shortly  after  the  removal  of  the  tonsil,  blood 
began  to  extravasate  under  the  mucous  membrane  until  a  large  mass 
nearly  the  size  of  a  hen's  egg  was  found  in  the  tissue  of  the  palatine 
arch. 

Dr.  Francis  Huber'"  reports  a  case  of  lateral  pliaryngeal  abscess 
occurring  in  a  child  two  years  old,  following  a  tonsillectomy.     Dr. 
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Van  D.  Hedges,  of  Plainfield,  New  Jersey,  is  reported,  by  Dr.  F.  C. 
Ard,  to  have  observed  two  cases  of  torticollis  following  tonsil- 
lectomy. The  condition  lasted  two  months  in  one  patient  and  one 
month  in  the  other.    Condition  ascribed  to  sepsis. 

Injury  to  the  pillars  and  accidental  removal  of  the  uvula  are  not 
uncommon  results  of  operative  work  for  removal  of  the  faucial  ton- 
sils. Cicatrices  forming  in  the  palatine  arch,  which  more  or  less 
impair  the  movement  of  the  vela  curtain  and  adhesion  of  the  an- 
terior and  posterior  pillars  to  each  other  in  the  process  of  repair, 
are  possible  occurrences.  These  results  are  not  of  any  serious  mo- 
ment to  the  speaking  voice,  unless  the  injury  is  great,  biit  are  of  de- 
cided moment  to  the  singing  voice  or  to  the  voice  used  for  elocution 
purposes.  - 

Dr.  Hudson-Makuen-*'  writes,  in  no  hesitating  terms,  in  regard' to 
these  conditions,  as  follows:  "Seeing  as  I  do  many  children  having 
defects  of  voice  and  speech,  day  after  day  for  many  successive 
weeks,  I  have,  perhaps,  a  somewhat  unusual  opportunity  for  study- 
ing the  local,  as  well  as  the  general,  effects  of  the  operation  under 
discussion,  and  I  confess  to  you  that  I  have  been  amazed  at  the 
apparent  disregard  for  the  surrounding  structures  with  which  much 
of  this  work  is  done.  The  sacrifice  of  one  or  more  pillars  of  the 
palate  and  of  the  uvula  seems  not  to  give  some  operators  any  con- 
cern whatsoever  and  the  results  upon  the  voice  and  speech  have 
been  in  some  cases,  not  only  disastrous,  but  altogether  irreparable." 

Infection  of  the  middle  ear:  As  a  complication  of  tonsillectomy 
this  is  an  occasional  occurrence,  as  all  operators  are  aware,  but  I 
find  only  a  few  reports  of  such  infection.  To  be  sure,  this  compli- 
cation is  more  apt  to  occur  after  operation  for  adenoids  than  after 
tonsillectomy. 

Infection  of  the  cervical  glands:  This  is  also  another  type  of 
complication  which  is  occasionally  manifested,  but,  as  it  is  looked 
upon  by  operators  as  only  an  incident  in  the  cases,  they  are  not 
usually  reported. 

Unclassified :  A  case  of  gangrene,  with  death,  is  reported  by  Ter 
Kenle  in  a  child  of  7  years,  eight  days  after  a  tonsillotomy,  as  quot- 
ed by  Dr.  S.  M.  Bourack.-^ 

In  Crockett's  article,  previously  referred  to,^  he  states,  "The  oc- 
currence of  twelve  deaths  in  this  city  (Boston)  and  its  suburbs  in 
the  last  year  and  a  half  or  two,  following  the  removal  of  tonsils,  as 
well  as  the  occurrence  of  a  large  number  of  very  considerable 
hemorrhages,  also  fatal  unless  checked  by  experienced  hands,  would 
prove  to  my  mind  that  it  is  not  wise  to  advise  such  removal  except 
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on  sufficient  symptoms."'  Evidently  these  twelve  cases  of  death  re- 
ferred to  by  Crockett  have  not  been  reported  by  the  operators, 
neither  can  they  be  classified,  as  the  reporter  does  not  refer  to  the 
causes  of  death. 

Also,  as  unclassified  may  be  mentioned  the  case  reported  by 
Schuchardt--  of  a  case  of-  a  sudden  death  following  excision  of  ton- 
sils, due  to  hemorrhage,  asphyxiation  or  shock.  The  patient  was  a 
child  of  13  years  of  age,  of  the  lymphatic,  chlorotic  constitution, 
who  died  immediately  after  the  removal  of  the  right  tonsil,  the  left 
having  been  previously  operated  upon.  All  methods  of  restoration 
were  adopted,  including  tracheotomy. 

If  anything  can  be  gleaned  from  the  reports  which  I  have  enum- 
erated above,  it  would  seem  to  be  that  lonsillectomy  may  be  at  times 
attended  by  most  serious,  even  fatal,  complications.  It  behooves 
us,  therefore,  to  be  most  careful  in  our  technic  and  most  cautious 
in  our  post-operative  attention  to  our  patients.  Tonsillectomy, 
therefore,  should  be  considered  a  major  operation  and  the  patient 
should  be  prepared  and  surrounded  with  all  the  post-Operative  at- 
tention as  in  any  major  operation. 

With  such  knowledge,  is  it  proper  and  wise  to  suggest  this  oper- 
ation, as  is  often  done  by  the  internist,  with  insufficient  and  inaccur- 
ate data  from  a  local  standpoint,  as  a  prophylactic  measure?  I  be- 
lieve that  this  point  of  view,  as  an  overwhelming  demand  for  the 
removal  of  the  tonsils,  is  too  often  presented  to  the  reluctant  pa- 
tient. I  believe  that  a  few  general  conditions  probably  have  their 
portal  of  entry  into  the  general  system  through  the  tonsils,  but  I 
would  demand  that,  in  every  individual  case,  the  tonsil  be  first 
proved  to  be  guilty  before  it  is  sacrificed.  When  suggesting  such  a 
procedure  under  such  conditions  one  must  hold  steadfastly  in  mind 
the  fact  that  we  by  this  operation  are  placing  the  patient  in  danger 
of  his  life — probably  a  greater  danger  to  his  life  than  the  possible 
remote  infection. 
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The  Surgical  Anatomy,  Diagnosis  and  Treatment  of  the  lnflam= 
matory  Affections" of  the  Nasal  Accessory  Sinuses  in  Children. 

Seymour  Oppenheimer,  Arch,  of  Fed.,  Jan.,  1913. 
.  The  antra,  though  rudimentary  at  birth,  are  well  defined  and  they 
and  the  ethmoid  cells  are  the  most  important  of  the  sinuses  in  child- 
hood. The  frontal  sinuses  only  develop  in  the  seventh  or  eighth 
year,  and  the  sphenoid  is  usually  formed  by  that  time.  The  recogni- 
tion of  any  form  of  sinusitis  in  childhood  is  difficult,  and  yet  the 
frequency  of  the  acute  infectious  diseases  renders  sinus  trouble  more 
common  than  is  generally  supposed.  The  author  attaches  great  im- 
portance to  the  x-ray  in  diagnosis.  The  treatment  of  the  various 
sinus  conditions  in  childhood,  as  stated  by  the  author,  varies  br.: 
little  in  principles  from  the  methods  pursued  in  adults. 

Packard. 


THE  DIFFERENTIAL  DIAQNOSIS  BETWEEN  VINCENT'S 

ANGINA  AND  PRIMARY  SYPHILITIC  LESION 

OF  THE  TONSIL.* 

DR.   ftOBERT   LE\Y,   DENVER. 

A  young  man,  24  years  of  age,  was  taken  sick  with  the  usual 
symptoms  of  sore  throat,  both  general  and  local.  Being  subject  to 
attackS'Of  this  kind  at  least  once  a  year  he  thought  nothing  of  his 
condition  until  he  began  to  have  great  pain  u{X)n  swallowing,  with 
some  swelling  of  the  neck.  He  called  in  his  family  physician,  who 
pronounced  his  a  case  of  quinsy  involving  both  sides.  The  swollen 
tissues  were  incised  and  shortly  after  there  was  a  sudden  discharge 
of  a  small  cupful  of  bloody  pus,  which,  however,  did  not  give  the 
expected  relief. 

Between  two  and  three  weeks  after  the  onset  the  swelling  in  the 
neck  became  more  marked,  and  one  week  after  the  supposed  ab- 
scess broke,  I  was  called  to  see  the  case.  I  found  the  patient  weak, 
somewhat  emaciated,  suffering  considerable  pain,  more  marked 
upon  swallowing,  a  slightly  increased  temperature  and  moderately 
rapid  pulse.  The  examination  of  the  throat  revealed  a  bilateral 
swelling  of  the  tonsillar  and  peritonsillar  structures.  There  seemed 
to  be  comparatively  little  difference  in  the  two  sides.  Upon  the 
surface  of  the  swollen  tonsils  a  tenacious,  gray  exudate  could  be 
seen  uniformly  distributed.  To  the  touch  the  tumefaction  seemed 
to  be  harder  on  the  left  than  on  the  right  side  and  on  this  side  also 
the  cervical  adenitis  was  more  pronounced.  No  local  or  general 
treatment  was  of  any  avail.  Within  one  week  the  swelling  on 
the  right  side  had  subsided  but  on  the  left  there  developed  a  distinct 
ulcero-membranous  lesion  with  dirty,  greenish-gray  exudate  which 
was  readily  removed,  leaving  a  bleeding  surface.  The  surrounding 
margins  were  elevated  and  moderately  hard. 

Vincent's  angina  appeared  to  be  the^  clinical  diagnosis.  Bac- 
teriological examination  of  the  exudate  as  well  as  of  the  serum 
from  the  surface  obtained  by  curetting,  revealed  the  presence  of 
numerous  fusiform  bacilli  and  what  was  apparently  a  typical  Vin- 
cent spirochete  but  failed  to  di.sclose  the  spirocheta  pallida.  More 
vigorous  local  treatment  such  as  is  recommended  in  Vincent's 
angina  was  instituted  and  still  the  patient  made  very  unsatisfactory 

•Read)  at  the  meeting  of  the  Middle  Section  of  thie  American  Liaryngo- 
losrlcal.  RhinoloKical  and  Otolog-cal  Society,  i*aint  T.ouis,  February  22. 
1913. 
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progress.  Two  subsequent  examinations  for  spirocheta  pallida 
were  made,  both  of  which  were  negative. 

At  the  end  of  six  weeks  from  the  onset  of  the  affection,  secondary 
skin  lesions  manifested  themselves  and  the  Wassermann  reaction 
was  now  positive.  One  injection  of  salvarsan  cleared  up  the  local 
lesion  and  the  subsequent  history  of  the  case  confirmed  the  diagno- 
sis of  chancre  of  the  tonsil.  The  mode  of  infection  was  traced  to  a 
drinking  cup  which  was  used  in  a  shop  as  common  property.  It 
was  discovered  that  in  this  shop  one  of  the  employees  had  a  syph- 
ilitic sore  throat. 

This  case  is  cited  as  an  illustration  of  the  difficulty  in  differentiat- 
ing two  lesions,  both  of  which  are  by  many  considered  rather  rare, 
but  which,  upon  a  study  of  the  literature,  will  be  found  to  be  not 
uncommon.  Vincent's  angina  as  an  entity  is  becoming  more  fre- 
quent as  our  attention  is  called  to  it  and  as  our  methods  of  recog- 
nizing it  are  becoming  more  positive,  and  although  for  several 
years  after  its  description  by  Plaut,  in  1894,  and  Vincent,  in  1896, 
few  cases  were  recorded,  recent  literature  has  placed  so  many  of 
these  cases  before  us  that  it  is  no  longer  the  subject  of  special  com- 
ment. 

Chancre  of  the  tonsil  is  also  less  uncommon  than  generally  be- 
lieved. By  many  authorities  it  is  held  to  be  the  most  frequent  of 
all  extra-genital  primary  lesions.  Several  other  cases  occurring  in 
my  own  practice  and  reported  by  others  have  caused  much  discus- 
sion as  to  the  possibility  of  differentiating  these  two  lesions  in  their 
early  manifestation.  In  the  case  related  above,  the  diagnosis  of 
Vincent's  angina  was  borne  out  by  clinical  and  bacteriological  find- 
ings, but  the  subsequent  history  of  the  case  proved  it  to  be  one 
of  syphilis.  On  the  other  hand,  a  most  interesting  case  is  reported 
by  Zinsser,  in  which  he  states  that  when  the  patient  "came  under 
observation  the  lesion  was  a  characteristic  chancre  of  the  tonsil 
but  proved  to  be  one  of  non-specific  ulcer  belonging  to  the  Plaut- 
Vincent  group."  The  difficulty  is  further  increased  by  a  similarity 
in  the  spirilli  in  the  two  conditions,  by  the  fact  that  salvarsan  has 
been  shown  by  Gerber  to  be  destructive  of  other  spirochetes  be- 
sides those  of  syphilis  and  by  the  healing  of  a  case  of  Vincent's 
angina  by  this  method. 

What  is  the  typical  appearance  of  Vincent's  angina?  I  believe  it 
is  impossible  to  state  this,  in  that  it  may  manifest  itself  in  a  mild 
or  a  severe  form.  The  appearance,  generally  speaking,  is  that  of 
a  dirty  ulceration,  irregular  in  outline,  having  a  hard,  everted  edge, 
and  with  a  tendency  to  spread  deeply  rather  than  superficially.   The 
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surface  of  the  ulceration  is  covered  with  a  grayish-green  pultaceous 
deposit  and  is  readily  wiped  off,  leaving  a  bleeding  surface  beneath. 

What  is  the  typical  appearance  of  chancre  of  the  tonsil?  It  is 
also  impossible  to  answer  this  definitely.  Generally  speaking,  it 
presents  the  appearance  of  a  dirty  ulceration  surrounded  by  a  zone 
of  indurated  tissue,  the  edges  everted  and  the  exudate  upon  its  sur- 
face dirty  and  pultaceous,  leaving  a  bleeding  surface  beneath.  The 
similarity  in  the  local  appearances  is  further  found  in  the  general 
and  local  symptoms.  In  both  lesions  the  pain  may  be  slight  or 
severe.  In  both  the  constitutional  symptoms  may  be  mild  or  marked 
by  slight  rise  of  temperature,  general  malaise  and  slight,  though 
gradually  increasing  malnutrition.  The  glandular  involvement  is 
found  in  both,  presenting  itself  sometimes  early  and  sometimes 
after  several  weeks.  As  far,  therefore,  as  local  appearances  and 
general  or  local  subjective  symptoms  are  concerned,  the  diagnosis 
cannot  be  positively  made. 

Of  what  help  will  the  history  of  the  case  be?  Very  little,  if  any, 
in  the  majority  of  cases.  Chancre  of  the  tonsil  is  acquired  either 
innocently  through  drinking  utensils  and  the  like  or  as  the  result  of 
perverse  sexual  practices.  In  the  first  instance  the  patiertt  is  un- 
aware of  having  acquired  the  infection  and  consequently  cannot  aid 
the  investigation,  and  in  the  second  instance,  knowing  the  possi- 
bility of  acquiring  an  infection  he  will  not  admit  the  bestial  prac- 
tice and  so  will  not  aid  the  investigation. 

We  therefore  look  with  hope  to  the  result  of  bacteriological  re- 
search and  what  problems  have  we  here  to  confuse  us?  In  the 
case  of  chancre  we  expect  to  find  the  spirocheta  pallida,  but  although 
this  micro-organism  when  found,  is  positive  identification  of  the 
disease,  it  has  been  shown  that  it  may  be  recovered  almost  invari- 
ably from  glands  secondarily  involved  but  that  rarely  is  it  found  in 
the  early  stage  of  the  tonsillar  lesion.  In. a  series  of  investigations 
to  determine  if  it  be  possible  to  recover  the  spirocheta  pallida  from 
the  tonsils,  Campbell  found  it  possible  in  8o*per  cent  to  90  per  cent 
of  untreated  cases  with  secondary  lesions,  but  did  not  find  it  in 
his  primary  cases.  One  should  not  be  misled  by  the  discovery  of 
the  spirocheta  dentium  which  is  very  frequently  found  in  the  mouth 
and  is  the  one  spirocheta  which  is  more  likely  than  any  other  to 
be  mistaken  for  the  pallida. 

The  spirillum  of  \'incent  which  is  associated  with  the  fusiform 
bacillus  in  Vincent's  angina  is  somewhat  more  easily  distinguished 
but  nevertheless,  as  stated  by  Zinsser,  the  differential  diagnosis  of 
spirocheta  of  the  mouth  requires  the  greatest  caution  because  of 
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their  close  resemblance  to  one  another.  Moreover,  it  has  been  shown 
tl;iat  the  characteristic  Plaiit-Vincent  micro-organisms  are  present  as 
innocuous  saphrophytes  in  many  mouths,  and  especially  in  those 
in  which  there  are  carious  teeth.  Their  favorite  location  seems  to 
be  around  the  gums  and  in  the  tonsils. 

How  then  can  bacteriological  examination  aid  us?  Only  par- 
tially and  indefinitely.  Positive  or  negative  results  of  microscopic 
investigation  offer  nothing  reliable  or  pathognomonic  except  in  the 
one  instance,  namely,  the  finding  of  undoubted  spirocheta  pallida  in 
a  local  lesion  having  the  suspicious  appearance  of  chancre.  A  cer- 
tain amount  of  reliance  may  be  placed  upon  the  finding  of  the  Plaut- 
Vincent  micro-organisms  in  abundance.  It  is  true  that  the  spiro- 
cheta and  the  fusiform  bacillus  in  symbiosis  must  be  present  in 
order  to  establish  the  diagnosis  of  \'incent's  angina  and  it  is  also 
true  that  they  must  be  found  in  large  numbers  and  almost  to  the 
entire  exclusion  of  other  micro-organisms.  Such  finding  gives  us 
decided  assistance. 

How  then  can  the  diagnosis  be  made?  In  the  light  of  our  pres- 
ent knowledge  and  with  the  exceptions  mentioned  above,  a  positive 
diagnosfs  cannot  be  made.  We  may  form  a  tentative  opinion  as 
to  the  m6st  likely  nature  of  the  lesion,  but  during  its  early  stages 
we  should  give  a  very  guarded  opinion.  The  progress  of  the  case 
will  be  our  most  valuable  guide.  Vincent's  angina  is  often  a  self- 
limited  affection  and  is  generally  amenable  to  local  treatment. 
Primary  syphilitic  lesion  may  also  be  self-limited,  but  in  time, 
secondary  lesion's  will  manifest  themselves.  These  should  be  care- 
fully watched  for  in  every  case,  even  after  the  local  lesion  has 
healed.  One  should,  therefore,  look  upon  every  ulcero-membranous 
lesion  of  the  tonsil  with  suspicion,  reserving  his  judgment  until  the 
progress  of  the  case  establishes  the  diagnosis. 

Metropolitan  Building.     ^ 


Technical  Remarks  on  Tonsillectomy.  H.  Marschik,  Monatschr. 
f.  Ohrenh.,  Heft  1,  liJ13,  p.  80. 
The  author  discusses  the  preferred  raspatory  for  enucleation,  the 
Whitehead  mouth-gag,  the  proper  illumination  of  the  operative  field, 
anesthesia  and  the  instruments  and  technic  employed  in  the  Chiari 
clinic.  Ed. 


SUSPENSION    LARYNGOSCOPY,  WITH   REPORT  OF  CASES.* 

DR.    SAMUEL    IGLAUER,    CINCINNATI. 

Nature  has  well  fortified  the  larynx  against  invasion.  Its  sensi- 
tive reflexes  and  marvelous  mechanism  constitute  its  defenses.  The 
larynx  can  only  be  entered  when  off  its  guard  or  when  it  is  lulled 
to  sleep  by  anesthetics.  The  time-honored  method  of  operating 
within  the  larynx  by  the  aid  of  the  image  in  the  laryngeal  mirror 
has  yielded  brilliant  results  but  requires  prolonged  training  on  the 
part  of  the  operator  as  well  as  the  active  co-operation  of  the  pa- 
tient. Direct  laryngoscopy  by  means  of  a  long  spatula  as  first  advo- 
cated by  Kirstein  and  subsequently  improved  by  the  tubes  of  Killian, 
Jackson,  Bruenings  and  others  has  constituted  a  great  step  in  ad- 
vance and  has  enabled  the  operator  to  become  somewhat  more  inde- 
pendent of  the  patient.  The  personal  equation  of  the  latter,  how- 
ever, still  enters  into  the  success  of  the  procedure  unless  a  general 
anesthetic  is  employed.  In  addition,  the  operator  is  somewhat  re- 
stricted in  his  endeavors  owing  to  the  fact  that  one  hand  is  con- 
stantly engaged  in  holding  the  spatula  in  place  and  the  instrumenta- 
tion is  necessarily  restricted  by  the  walls  of  the  tube. 

The  recent  discovery  by  Killian^*-  of  a  new  method  of  laryn- 
goscopy, i.  e.,  suspension  laryngoscopy,  has  eliminated  most  of  these 
difficulties  and  bids  fair  to  greatly  widen  the  field  of  intra-laryngeal 
surgery.  This  discovery  Avas  largely  the  result  of  an  accident  and 
came  about  in  the  following  manner: 

]3esiring  to  obtain  some  drawing  of  the  larynx  and  deeper  phar- 
ynx, Killian  introduced  a  long  spatula  into  the  larynx  of  a  cadaver, 
in  which  the  head  overhung  the  edge  of  the  table.  In  order  to  give 
the  artist  sufficient  time  to  reproduce  what  he  saw,  Killian  fastened 
the  handle  of  the  instrument  to  a  support  immediately  above  the 
table  and  was  rather  astonished  to  find  that  the  head  of  the  cadaver 
swung  freely  suspended  on  the  spatula.  This  experience  led  him 
to  make  repeated  experiments  on  cadavers  and  finally  to  try  it  on 
the  living.  He  found  that  he  obtained  an  excellent  view  of  the 
l)arts  and  that  patients  bore  the  procedure  very  well.  Killian 
modified  his  original  spatula  from  time  to  time,  and  it  was  finally 
perfected  by  one  of  his  assistants.  Dr.  Albrecht,'"*  of  Berlin. 

•Read  at  the  meetingr  of  the  Academy  of  Medicine  of  Cincinnati,  April  7. 
1913^ 

683 


684 


iglauer:   suspension  laryngoscopy. 


Description  of  the  Instrument:  Albrecht's  improved  hook-spat- 
ula (Figure  1)  consists  of  a  long,  grooved  tongue  blade  (A)  bifur- 
cated at  the  end  so  as  to  fit  into  the  valleculae  at  the  base  of  the 
tongue,  and  having  a  median  sliding  prolongation  to  fit  behind  the 
epiglottis.  (B,  B\)  The  spatula  (3  sizes)  is  attached  to  a  vertical 
arm  or  handle  (H)  which  in  turn  is  connected  above  with  a  hori- 


Figure  1.  Albrecht's  improved  hook-spatula.  A.  Tongue-blade.  B,  B^ 
Sliding'  Prolongation.  H.  Handle.  E.  Horizontal  arm.  D.  Suspension- 
hook.   P.   Tooth-plate.     C.   Counter-pressor. 

zontal  arm  in  the  same  plane  as  the  spatula.  (E).  The  horizontal 
arm,  which  can  be  rotated  to  one  side  if  necessary  (E^).  On  the 
horizontal  arm  is  the  adjustable  vertical  suspension  hook  (D)  which 
sliding  on  a  ratchet  enables  one  to  bring  the  center  of  gravity  over 
the  tip  of  the  spatula.  The  instrument  is  also  provided  with  a 
tooth-plate  to  fit  behind  the  upper  incisor  teeth  in  order  to  prevent 
the  spatula  from  gliding  out  of  the  mouth.     (P)  (C),isa  counter- 
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pressor,  which  may,  if  necessary,  be  applied  to  the  external  sur- 
face of  the  larynx  in  order  to  bring  the  anterior  commissure  into 
view. 

Quite  recently  Lautenschlaeger^  modified  the  spatula  and  claims 
to  have  simplified  and  improved  the  instrument.  In  this  country, 
Freudenthal"  has  reported  excellent  results  from  the  use  of  Al- 
brecht's  instrument. 

In  addition  to  the  spatula,  one  must  have  at  the  end  of  the  table 
some  sort  of  adjustable  horizontal  bar,  which  must  be  strong 
enough  to  support  the  weight  of  the  patient's  head.  For  this  pur- 
pose Killian  attached  to  the  side  of  the  table  a  special  adjustable 
apparatus  to  which  he  gave  the  rather  suggestive  name  of  gallows. 

I  have  found  that  the  horizontal  portion  of  the  ordinary  instru- 
ment tray  serves  well  as  an  excellent  support  for  the  spatula. 
(Figure  2). 

Technic:  The  technic  of  suspension  laryngoscopy  is  as  follows: 
As  a  source  of  illumination  the  ordinary  head-mirror,  the  Klaar 
electroscope,  or  small  electric  lights  attached  to  the  instrument  may 
be  employed.  Suspension  laryngoscopy  may  be  carried  out  either 
under  local  or  general  anesthesia.  As  a  rule,  local  anesthesia  suf- 
fices for  adults,  but  in  order  to  obtain  the  necessary  relaxation  it 
must  be  reinforced  by  an  injection  of  scopalamin,  gr.  1/150,  and 
morphin,  gr.  34 >  administered  a  half  hour  before  the  operation. 

Local  anesthesia  is  obtained  by  applications  of  a  20  per  cent  solu- 
tion of  cocain  (a  few  drops  of  adrenalin  added)  to  the  pharynx, 
the  base  of  the  tongue  and  the  larynx.  Children  usually  require 
a  preliminary  dose  of  codein  followed  by  a  general  anesthetic,  and 
in  addition  a  few  local  applications  of  cocain  are  necessary  to 
abolish  the  reflexes. 

After  anesthesia  has  been  obtained,  the  patient  lies,  or  is  placed 
in  the  dorsal  position  with  his  head  overhanging  the  end  of  the 
table.  An  assistant  supports  the  head,  since  the  spatula  can  be  more 
readily  introduced  if  the  head  be  only  partially  extended.  The 
patient  is  now  instructed  to  hold  out  his  tongue.  (Mouth-gag  and 
tongue-forceps  under  general  anesthesia.)  The  operator  seated  on 
a  low  stool  or  kneeling  at  the  head  of  the  table  introduces  the 
spatula  into  the  mouth  until  it  approaches  the  epiglottis.  At  the 
same  time  the  tooth-piate  is  placed  behind  the  upper  incisors.  The 
median  or  sliding  blade  of  the  spatula  is  now  pushed  behind  the 
epiglottis,  while  the  head  is  gradually  lowered  by  the  assistant  and 
under  direct  inspection,  the  median  blade  is  brought  in  contact  with 
the  laryngeal  surface  of  the  epiglottis,  while  the  bifurcated  tip  of 
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the  spatula  is  pressed  into  the  valleculae  at  the  base  of  the  tongue. 
(The  median  blade  need  not  be  used  if  the  interior  of  the  larynx  is 
not  to  be  exposed,  and  in  children  it  can  usually  be  dispensed  with 
entirely.)  The  horizontal  limb  of  the  spatula,  which,  up  to  this 
time  has  been  turned  to  one  side  to  avoid  contact  with  the  patient's 


Figure   2   shows  the   patient's  head   held   in    suspension. 
Dr.  Albert  Freiberg.) 


(Photograph   by 


chest,  (Figure  1,  E^),  is  now  swimg  into  the  median  line  and  the 
hook  on  the  end  of  the  spatula  is  fastened  to  the  gallows.  The 
assistant  now  slowly  releases  the  patient's  head,  which  is  allowed 
to  swing  freely  upon  the  spatula  (Figure  2).  The  suspended  head 
is  supported  by  the  structures  attached  to  the  hyoid  bone  and  lower 
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jaw  as  perfectly  demonstrated  in  the  radiogram  (Figure  3)  which 
Dr.  Lange  has  been  kind  enough  to  mai^e  for  me.  Contrary  to  what 
one  might  expect,  suspension  is  borne  by  the  patient  without  much 
discomfort  and  may  be  continued  for  some  time.  In  one  instance, 
KiUian  demonstrated  a  case  for  over  :in  hour,  and  at  another  time 


Figure  3.  Radioj^rani  shovvinK  the  suspension  laryngoscope  in  situ  in 
the  cadaver  of  a  child.  An  intubation  tube  has  been  introduced  into  the 
larynx.      Note   position   of  hyoid   bone   and   the   ballooning  of    the    pharynx- 

exhibited  a  patient  to  I'^O  persons.  One  of  my  patients  made 
peculiar  sounds  rhiring  suspension  and  I  thought  him  in  distress, 
but  on  subsef|uent  inquiry  he  stated  that  he  was  merely  laughing  at 
some  poor  joke  of  which  someone  in  the  operating-nxjni  was  guilty. 
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After  making  finer  adjustments  the  structures  brought  into  view 
with  the  head  under  suspension  consist  of  the  hard  and  soft  palate, 
the  tonsils  with  the  anterior  and  posterior  pillars  under  tension,  the 
hypo-pharynx,  the  cricoid  ring,  the  arytenoids  and. the  posterior 
part  of  the  vocal  cords.  In  order  to  bring  the  anterior  commissure 
into  view,  slight  pressure  may  be  made  with  the  finger  or  counter- 
pressor  (Figure  1,  C;  also  Figure  3)  on  the  external  surface  of  the 
thyroid  cartilage.  Quite  frequently  the  trachea  may  be  inspected, 
(suspension-tracheoscopy).  The  parts  under  examination  may  be 
viewed  directly  and  from  many  angles,  so  that  there  is  a  certain 
plasticity  and  perspective  obtained,  which  is  wanting  under  any 
other  method.  This  wide  field  of  vision,  as  well  as  the  wide  ap- 
proach to  the  larynx,  gives  a  great  advantage  to  the  operator  while 
both  of  his  hands  are  free  for  any  necessary  manipulations. 

Report  of  Cases:  The  following  cases  illustrate  some  of  the  uses 
of  suspension  laryngoscopy: 

Case  I :  Mrs.  J.  B.,  age  38,  on  the  service  of  Dr.  Hoppe,  Cin- 
cinnati Hospital.  Diagnosis :  Bulbar  paralysis.  Patient  was  unable 
to  swallow,  and  the  pharynx,  soft  palate,  and  tongue  were  insensi- 
tive. A  slight  application  of  cocain  was  made  to  the  base  of  the 
tongue  and  to  the  epiglottis.  Suspension  laryngoscopy  was  per- 
formed and  the  larynx  with  the  exception  of  the  anterior  commis- 
sure was  brought"  distinctly  into  view.  The  motion  of  the  cords 
was  unimpaired.  A  probe  was  applied  to  the  glottic  region  and 
showed  some  sensation  still  present  with  slight  reflexes.  The  pa- 
tient was  demonstrated  to  several  internes  and  students,  who  ob- 
tained an  excellent  view  of  the  larynx. 

Case  2 :  Cauterization  of  the  larynx  under  suspension  laryngos- 
copy. Mr.  A.  R.,  aged  28,  consulted  me  in  June,  1912,  complaining 
of  slight  hoarseness  and  slight  pain  on  swallowing.  Previous  his- 
tory: About  four  years  before,  patient  contracted  pulmonary  tuber- 
culosis and  went  West  for  his  health,  working  as  a  surveyor.  He 
was  compelled  to  use  his  voice  a  great  deal,  and  one  day  about  three 
years  ago  he  suddenly  became  hoarse. 

Examination  of  the  larynx :  The  mucous  membrane  along  the 
right  border  of  the  epiglottis  was  ulcerated,  exposing  the  under- 
lying cartilage.  There  was  but  very  little  inflammatory  reaction 
about  the  ulcer.  There  was  a  slight  thickening  of  the  inter-aryten- 
oid  space  with  edema  of  the  ary-epiglottic  folds. 

Treatment:  The  ulcerated  epiglottis  was  cauterized  several 
times  under  direct  laryngoscopy,  and  the  ulcer  began  to  heal.  On 
March  16,  1913  a  small  ulcer  still  remained  on  the  epiglottis  to  the 


iclauer:   suspension  laryngoscopy.  689 

right  of  the  median  line  with  slight  edema  of  the  ary-epiglottic  folds 
and  shght  inter-arytenoid  infiltration.  Patient  was  given  a  hypo- 
dermic of  scopalamin,  gr.  1/150  and  morphin,  gr.  ^,  one-half  hour 
before  the  operation.  Twenty  per  cent  cocain  solution  was  then 
applied  to  the  pharynx,  larynx  and  base  of  the  tongue.  Under  sus- 
pension laryngoscopy  the  ulcerated  epiglottis  was  thoroughly  cau- 
terized and  igni-puncture  was  made  in  the  inter-arytenoid  space. 
Patient  stated  after  the  operation  that  he  had  experienced  no  dis- 
comfort whatever.  A  slight  inflammatory  reaction  followed  at  the 
site  of  cauterization,  without  any  pain  or  difficulty  in  swallowing. 
At  the  present  time  the  ulcer  is  practically  healed. 

Case  5 :  Electro-cauterisation  for  tuberculosis  of  the  larynx. 
Mr.  F.  K..  aged  53,  referred  by  Dr.  Behrman,  February  26,  1913. 
complaining  of  pain  in  the  larynx  and  hoarseness. 

Previous  history :  Patient  was  always  well  until  six  years  ago, 
when  he  had  a  slight  attack  of  pleurisy.  Consulted  Dr.  Behrman 
in  June,  1913,  who  found  signs  of  chronic  laryngitis  with  thickening 
of  the  right  cord.  During  the  past  two  weeks  an  ulcer  suddenly 
appeared  on  this  cord.  Examination  of  the  larynx  revealed  an 
ulcer  on  the  right  cord  about  fi  of  an  inch  long  and  Vs  of  an  inch 
wide  occupying  the  middle  third  of  the  cord.  The  ulcer  was  gray- 
ish-white in  color,  superficial  with  slightly  reddened  overhanging 
edges.  The  remainder  of  the  cord  was  congested.  The  motion  of 
the  cord  was  not  impaired.  There  was  a  slight  thickening  in  the 
inter-arytenoid  space  to  the  left  with  a  small  ulcer  at  this  point. 
Smears  from  the  ulcer  failed  to  show  any  tubercle  bacilli.  The 
diagnosis  rested  between  tuberculosis  and  carcinoma.  On  March  1. 
1913,  a  small  portion  of  the  ulcer  was  punched  out  under  indirect 
laryngoscopy  for  a  microscopic  exammation.  The  laboratory  re- 
port of  Prof.  Wooley  and  Dr.  Mombach  stated  that  a  few  tubercle 
bacilli  were  found  in  the  section.  March  18,  1913,  after  a  pre- 
liminary injection  scopalamin  and  morphin  and  a  local  application  of 
a  20  per  cent  cocain  solution,  the  patient  was  placed  in  suspension. 
The  inter-arytenoid  space  was  easily  seen  and  the  electro-cautery 
applied.  There  was  some  difficulty  in  bringing  the  vocal  cord  into 
view,  so  that  the  patient  was  seated  in  a  chair  and  the  cautery 
applied  by  the  direct  method. 

Case  4 :  Igni-puncture  of  a  tuberculous  infiltration  of  the  larynx. 
Mrs.  K.,  aged  34.  referred  by  Dr.  G.  M.  Galley.  Chief  complaint: 
Aphonia  with  pain  in  the  larynx  radiating  toward  the  left  ear  and 
down  the  left  side  of  the  neck.  Patient  became  ill  aljout  a  year  ago. 
at  which  time  Dr.  Galley  made  a  diagnosis  of  pulmonary  tuberculo- 
sis with  positive  sputum.     Patient  has  spent  the  past  year  at  the  Mt 
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Vernon  Sanitorium,  where  she  has  gained  thirty-five  pounds.  The 
aphonia  began  about  a  year  ago,  while  the  pain  has  been  present  for 
the  last  three  or  four  weeks. 

Examination  of  the  larynx :  There  is  a  marked  infiltration  of 
the  inter-arytenoid  space  with  slight  edema  of  the  ary-epiglottic 
folds.  No  ulceration  visible.  The  cords  appear  normal,  but  cannot 
be  approximated,  hence  the  aphonia. 

March  22^  1913.  Scopalamin,  morphin  and  cocain  anesthesia  was 
employed.  Suspension  laryngoscopy  was  then  performed  and  sev- 
eral deep  punctures  were  made  with  the  electro-cautery  into  the 
infiltrated  arytenoid  space. 

Case  5.  Removal  of  a  papilloma  of  the  larynx  under  suspension 
laryngoscopy.  E.  D.,  aged  8,  patient  of  Drs.  Corliss  and  Sattler. 
Child  first  came  under  observation  on  August  25,  1912,  suffering 
greatly  from  inspiratory  dyspnea  with  aphonia.  This  condition  had 
been  coming  on  gradually  for  two  years.  An  examination  of  the 
larynx  by  the  direct  method  showed  a  large,  papillomatous  mass  on 
the  left  vocal  cord,  and  at  the  anterior  commissure. 

The  first  attempt  to  remove  the  tumor  without  the  aid  of  a  gen- 
eral anesthetic  proved  a  failure,  since  after  prolonged  effort  the 
child  became  almost  asphyxiated  and  required  artificial  respiration. 
Two  days  later,  under  the  ether-chloroform  sequence  the  papilloma 
was  easily  removed  by  the  direct  method. 

December  23,  1912,  child  returned  to  the  city  with  great  improve- 
ment in  breathing  and  voice.  A  slight  recurrence  of  the  papilloma 
was  removed  by  the  direct  method  under  local  anesthesia. 

On  March  18,  1913,  a  small  papillomatous  mass  was  noticed  on 
the  posterior  commissure.  Under  local  anesthesia  and  suspension 
laryngoscopy  this  was  removed  with  but  little  difficulty  with  Mosh- 
er's  spiral  forceps.  Previous  attempts  to  use  this  instrument  on  this 
patient  had  always  failed.  In  addition  to  the  surgical  treatmetit, 
Dr.  Lalige  has  employed  the  x-rays  with  the  idea  of  preventing  re- 
currence. 

Case  6.  Removal  of  a  papilloma  from  the  larynx.  Miss  A.  T., 
aged  20,  seen  in  consultation  with  Dr.  W.  Harris,  March  29,  1913. 
The  patient  has  been  hoarse  since  early  childhood,  and  sufifers  with 
slight  dyspnea  on  exertion.  Several  years  ago  Dr.  Harris  removed 
a  papilloma  from  her  larynx;  the  hoarseness  has  increased  during 
the  past  year.  Examination  with  the  mirror  was  very  difficult,  but 
after  applying  cocain,  a  small,  pedunculated  mass  about  the  size  of 
a  pea  apparently  attached  at  the  anterior  commissure  could  be  made 
out,  and  also  some  small  papillomata  in  the  inter-arytenoid  space. 
April   1,   1913,  under  scopalamin.  morphin  and  cocain  anesthesia, 
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an  attempt  was  made  to  remove  the  papillomata  undpr  suspension 
laryngoscopy.  The  reflexes  persisted  for  some  time  and  a  second 
hypodermic  of  morphin  was  given.  Mosher's  forceps  brought  away 
some  small  fragments.  The  spatula  was  then  introduced  behind  the 
epiglottis  beautifully  demonstrating  the  tumor,  which  was  removed 
in  several  pieces. 

Comment :  Owing  to  the  disposition  of  this  patient  and  the 
strong  reflexes,  the  tumor  would  probably  not  have  ,been  removed 
by  any  other  method  without  the  aid  of  a  general  anesthetic. 

In  addition  to  the  above  cases*  following  the  suggestion  of  Kill- 
ian,  I  have  undertaken  the  enucleation  of  the  tonsils  in  three  case?, 
but  can  see  no  special  advantage  in  this  procedure. 

Conclusions.'^  Suspension  laryngoscopy  has  certain  distinct  ad- 
vantages for  the  patient,  the  surgeon  and  the  student. 

The  patient  takes  a  passive  part  in  the  procedure,  suffers  but 
little  discomfort,  can  tolerate  prolonged  operations  within  the  larynx 
and  is  not  annoyed  by  saliva  or  blood  flowing  into  the  trachea. 

The  operator  works  in  an  easy  position  with  both  hands  free, 
and  has  a  wide  field  of  vision  with  the  larynx  at  close  range  with 
ample  space  for  all  necessary  manipulation.  Much  more  extensive 
intra-laryngeal  operations  are  now  possible  than  heretofore.  As 
suggested  by  Killian  operations  upon  the  palate,  pharynx  and  tonsils 
may  at  times  be  advantageously  carried  out  with  the  patient  in  sus- 
pension. 

The  pathology  and  the  Surgery  of  the  larynx  can  be  better  dem- 
onstrated to  students  by  this  method  than  by  any  other. 

In  short,  suspension  laryngoscopy  constitutes  a  distinct  and 
notable  advance  in  the  domain  of  laryngology. 
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•Since  the  above  was  written,  an  additional  case  have  come  under 
observation,  with  Dr.  J.  W.  Murphy  in  consultation. 

Mr.  A.  L.  had  a  tumor  of  about  the  size  of  a  small  navy  bean  situated 
just  above  the  vocal  process  of  the  ripht  cord.  The  nature  of  the  tumor 
was  uncertain.  On  April  7,  1913,  an  attempt  was  made  to  remove  the  tumor 
by  introducing-  the  suspension  laryngoscope  behind  the  eplRlottis.  All 
blades  proved  too  short  (p.itient  beinsr  <">  feet  2  ii'rh»-s  in  hflTht^  .••n  ' 
slipped  out  of  the  larynx.  Finally  a  medium-sized  blade  was  introduced 
obliquely  from  the  angle  of  the  mouth  and  the  tumor  was  removed. 

tAt  the  conclusion  of  the  reading  of  this  paper,  suspension  laryngoscopy 
was  demonstrated  upon  a  patient,  and  all  those  present  had  an  opportunity 
of  viewing  the  larynx,  etc. 


REGENERATION  OF  THE  MEMBRANA  TYMPANI.* 

DR.  GEORGE  M.  COATES,  PHILADELPHIA. 

It  is  a  common  sight  in  the  treatment  of  aural  disease  to  find  false 
or  cicatricial  membranes  occluding  the  external  auditory  canal,  and 
these  are  often  a  source  of  great  annoyance  to  the  aurist.  They 
are  of  two  kinds :  those  of  a  firm,  skin-like  texture,  the  direct  result 
of  operative  treatment  either  through  the  canal  or  on  the  mastoid 
region  as  in  the  radical  operation  for  the  cure  of  chronic  mastoid- 
itis ;  or  they  are  the  regeneration  of  some  part  of  the  destroyed 
tympanic  membrane.  It  is  not  the  purpose  of  this  paper  to  treat  of 
those  coming  under  the  first  class.  They  are,  fortunately,  of  com- 
paratively rare  occurrence,  due  not  alone  to  faulty  technic  on  the 
part  of  the  operator,  but  also  to  accidental  traumatism,  acid  burns 
and  similar  causes.  Nor  are  cicatrices  of  the  membrana  tympani  by 
any  means  uncommon.  The  subject  of  this  paper  is  the  spontaneous 
re- formation  of  ear-drums  that  have  been  practically  completely  de- 
stroyed, and  a  careful  search  of  the  literature  of  the  subject  shows 
dearth  of  reports  of  similar  cases.  Three  that  have  come  under  my 
observation  are  reported  here: 

Case  i:  T.  J.,  mechanic,  a  patient  at  the  Polyclinic  Hospital, 
40  years  of  age.  General  health  excellent.  There  had  been  a  pro- 
fuse discharge  from  the  left  ear  since  infancy,  apparently  not  due 
to  any  of  the  exanthemata,  though  the  exact  origin  of  the  trouble 
is  unknown.  He  first  came  under  treatment,  which  was  of  the 
ordinary  routine  description,  about  two  years  ago,  and  shortly 
afterwards  the  ear  became  dry.  Suppuration  occurred  at  intervals, 
but  until  six  months  ago  no  sign  of  regeneration  had  taken  place. 
The  membrana  vibrans  was  entirely  destroyeji  except  a  small  ridge 
in  the  upper  part  of  the  canal  covering  the  stump  of  the  malleus. 
Hearing  had  greatly  improved  during  the  eighteen  months  of  treat- 
ment. 

He  was  absent  from  the  dispensary  for  several  months  following 
this  period,  and  on  his  next  appearance  it  was  found  that  the  ear 
was  still  dry.  A  cicatricial  membrane  had  formed  from  the  remain- 
ing edges  of  the  destroyed  drum  and  in  its  normal  position.  In  the 
center  of  this  a  small  irregular  perforation  was  still  present,  about 
one-fifth  the  size  of  the  entire  membrane.     A  small  crust  adhered 
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to  the  margin  of  this  which,  on  being  removed,  left  a  raw  edge.  The 
middle  ear  was  dry  and  devoid  of  granulations.  He  was  kept  under 
observation  by  weekly  visits  to  the  dispensary,  but  no  treatment  was 
instituted.  The  perforation  continued,  however,  to  decrease  in  size 
until  shortly  before  the  present  writing  it  entirely  closed.  His  hear- 
ing has  remained  stationary.  The  membrane  is  thin  and  essentially 
of  a  cicatricial  nature. 

Case  2\  A  patient  in  the  Out- Patient  Department  of  the  Penn- 
sylvania Hospital,  70  years  of  age,  and  of  robust  health  and  con- 
stitution. The  left  ear  had  been  suppurating  continuously  for  twen- 
ty years  until  about  two  years  ago,  when,  under  routine  treatment 
the  granulations  in  the  cavity  of  the  middle-ear  disappeared  and  the 
suppuration  ceased.  He  does  not  remember  the  exact  origin  of  the 
disease  but  attributes  it  to  a  "cold."  At  the  time  of  his  first  visit, 
the  tympanic  membrane  was  found  to  have  been  almost  entirelv  de- 
stroyed a  few  ragged  points  at  the  circumference  being  the  only  re- 
maining vestiges ;  a  great  part  of  the  ossicles  had  also  disappeared. 
The  middle  ear  contained  a  small  amount  of  friable  granulation-tis- 
sue. He  was  discharged  with  a  dry  ear,  and  hearing  for  the  watch 
at  about  six  inches.  A  year  later  he  returned  complaining  of  a 
very  much  decreased  hearing  in  the  ear  but  no  history  of  further 
suppuration.  Examination  showed  that  a  membrane  had  formed 
across  the  canal,  apparently  slightly  in  front  of  the  normal  position 
of  the  drum.  It  was  thick,  strong  and  skin-like  in  texture,  with,  of 
course,  no  visible  landmarks.  In  the  center  was  a  pin-point  perfora- 
tion which  closed  after  two  visits.  The  hearing  was  so  poor  that  the 
watch  was  not  beared  on  contact  nor  the  whispered  voice.  This  is 
his  present  condition. 

Case  j:  P.  H.,  35  years  old,  a  private  patient,  has  had  a  chronic 
suppurative  otitis  media  for  the  past  seven  years,  said  to  be  the 
sequellum  of  influenza.  When  he  first  came  under  my  observation 
about  two  years  ago  he  had  a  central  perforation  of  the  ear-drum 
involving  over  four-fifths  of  its  area,  a  few.  low-grade  granulations 
on  the  inner  wall  of  the  tympanic  cavity,  and  a  slight  purulent  dis- 
charge. He  gave  a  history  of  arrest  of  the  discharge  several  times 
in  a  few  years,  with  its  inevitable  recurrence  when  any  attempt  was 
made  under  treatment  towards  closure  of  the  perforation  and  an 
invariably  aggravated  loss  of  substance,  until  it  was  in  the-  above 
described  condition,  when  he  first  presented  himself  to  me. 

The  discharge  was  readily  controlled  by  routine  treatment  for  a 
couple  of  weeks,  and  after  that  he  was  kept  under  observation,  but 
nothing  was  done  to  induce  a  cicatricial  healing  of  the  tympanic 
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membrane.  In  a  few  weeks  more,  however,  the  perforation  had  en- 
tirely closed,  leaving  a  cicatrix  very  similar  in  appearance  to  a 
slightly  thinned  and  retracted,  but  otherwise,  normal  membrane.  It 
was  non-adherent  and  contained  a  small  chalk  spot.  The  hearing  in 
this  ear  was  poor  for  the  whispered  voice  and  negative  for  the  watch 
on  contact,  but  since  the  closure  of  the  perforation  it  was  steadily 
increased  until  at  present  he  hears  the  watch  at  night  several  feet 
from  his  pillow  and  is  using  the  damaged  ear  quite  satisfactorily 
for  the  telephone. 

The  interest  in  this  case  lies  in  the  fact  that  repeated  attempts 
had  been  made  to  close  the  opening,  each  successive  attempt  result- 
ing in  further  loss  of  tissue  and  a  renewal  of  the  discharge,  while 
on  the  other  hand  there  had  been  no  tendency  shown  in  the  two 
years  during  which  it  was  untreated  towards  spontaneous  closure. 
At  the  end  of  this  time,  however,  some  fresh  infection  having  again 
started  active  symptoms,  the  spontaneous  cure  began  immediately 
upon  the  cessation  of  suppuration  and  proceeded  to  complete  ci- 
catrization with  amazing  rapidity. 

These  three  cases  have  been  reported  on  account  of  the  length  of 
elapsed  time  between  the  inception  of  the  disease  and  the  start  of  the 
reparative  process,  and  also  because  the  work  was  spontaneous  and 
very  slightly,  if  at  all,  influenced  by  treatment. 

There  are  few  spectacles  more  common,  perhaps,  in  the  treat- 
ment of  aural  disease  than  to  see  perforations  of  greater  or  less  size 
close  satisfactorily.  The  perforation  made  by  the  paracentesis 
knife  will,  under  favorable  circumstances,  close  completely  in  a  few 
days  at  most,  and  often  the  greatest  difficulty  encountered  is  that  of 
keeping  it  open  for  a  sufficient  length  of  time  to  allow  proper  drain- 
age ;  small  perforations  occurring  spontaneously  and  due  to  the  rup- 
ture of  the  tympanic  membrane  from  pressure  of  the  fluid  in  the 
middle  ear  take  a  longer  time  to  heal,  but  usually  do  so  under  ap- 
propriate treatment  if  seen  before  the  damage  done  is  great.  Many, 
even  with  half  the  membrane  gone,  if  there  is  no  other  intra-aural 
condition  such  as  caries,  will  cicatrize  completely;  though  the  usual 
"cure"  for  a  drum  with  so  much  of  jts  substance  destroyed  consists 
of  healing  of  the  edges  with  a  permanent  perforation.  This,  indeed, 
is  very  often  the  most  satisfactory  ending  of  such  a  case,  as  the 
hearing  is  frequently  still  further  impaired  if  the  closure  is  com- 
plete. 

Cases  similar  to  the  three  quoted  above,  while  perhaps  not  of  ex- 
treme rarity,  are  of  comparatively  infrequent  occurrence  and  seem 
to  be  worthy  of  note  for  several  reasons.     In  each  case,  the  disease 
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was  of  long  duratioftt »"  one  twenty,  in  the  other  forty,  and  in  the 
third  seven  years.  An  ordinary  cure,  consisting  of  checking  the  dis- 
charge, soon  followed  the  beginning  of  treatment,  but  in  each  case, 
the  reparative  process,  once  started,  continued  spontaneously  to 
practically  a  complete  replacement  of  the  drum.  The  length  of  time 
from  the  beginning  of  the  disease  until  the  beginning  of  the  repara- 
tive process  and  the  great  extent  of  the  damage  done  are  the 
important  features  presented. 

That  there  is  a  tendency  latent  in  all  tympanic  membranes  to 
spontaneously  effect  a  cure  by  the  closure  of  any  perforations  oc- 
curring in  their  substance,  will,  I  think,  be  admitted  by  all  close 
observers  of  aural  disease.  Every  aurist  of  experience  will  recall 
numerous  examples  of  the  difficulty,  if  not  the  impossibility,  of 
effecting  a  permanent  opening  in  a  comparatively  healthy  ear-drum 
or  even  one  that  has  been  thickened  by  some  inflammatory  or  other 
process. 

]\lcBride,  speaking  of  the  attempted  inducement  of  closure  of  per- 
forations says:  "In  most  cases  such  well  intended  efforts  result  in 
failures,  while  the  establishment  of  a  permanent  opening  in  a  thick- 
ened or  normal  membrane  is  almost  impossible,"  and  also  that  "per- 
forations due  to  rupture,  close  quickly  without  treatment.*'  And  it 
is  also. a  matter  of  common  occurrence  to  find  that  the  perforation 
'made  with  the  knife,  even  if  it  be,  as  it  should,  a  large  cut  and  not  a 
mere  puncture,  will  close  with  annoying  rapidity  in  spite  of  pressure 
of  retained  fluid  in  the  tympanum  or  the  presence  of  a  strip  of 
packing,  however  skillfully  placed  in  position.  Perforations  due  to 
accidental  traumatism  come  equally  under  this  head. 

On  the  other  hand,  a  perforation  once  firmly  established  seldom 
shows  a  tendency  towards  healing  while  the  discharge  continues, 
and  even  after  its  cessation  it  is  usually  only  in  those  of  smaller 
caliber  that  a  satisfactory  cure  is  obtained.  Politzer  himself  says: 
"Sometimes  even  after  the  space  of  a  few  weeks  a  great  enlarge- 
ment, rarely  a  decrease,  of  the  perforation  will  be  seen."  He  further 
says :  "The  closure  of  the  perforation  by  cicatricial  tissue  depends 
neither  90  the  duratiob  of  the  discharge  nor  on  the  amount  of  loss 
of  substance.  In  general,  however,  small  losses  of  substance  are 
more  frequently  closed  by  cicatrization  than  more  extensive  ones, 
but  it  is  not  every  perforation  that  remains  open  for  some  time 
after  the  suppuration  has  ceased  that  may  be  considered  as  per- 
manent, because  occasionally,  although  not  frequently,  cases  are  ob- 
served in  which  the  perforation  cicatrizes  several  years  after  the 
suppuration  has  ceased.     In  a  case  reported  by  me,  in  which  the 
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membrana  tympatii  was  destroyed  with  the  exception  of  a  narrow 
fragment  at  the  periphery,  a  complete  regeneration  of  the  membrane 
took  place  without  adhesion  to  tue  inner  wall  of  the  tympanic  cav- 
ity." 

When  McBride  says,  as  above  quoted,  that  perforations  due  to 
rupture  close  quickly  without  treatment,  we  must  conclude  that  he 
refers  to  rupture  from  pressure  of  contained  serum  or  pus,  which 
fluid  and  its  cause  also  disappear  untreated,  for  such  perforations 
in  my  experience  rarely  heal  spontaneously  while  the  middle  ear 
continues  in  a  diseased  condition.  In  other  words  the  membrane, 
from  a  lowered  vitality  due  probably  to  the  diseased  condition  of 
the  ear,  loses  its  inherent  tendency  to  heal  the  rent.  Such  healing 
when  it  occurs,  must  be  due  to  the  presence  of  healthy  granulations 
on  the  edges  of  the  perforation  leading  to  ceir proliferation,  and  the 
formation  of  fibrous  connective  tissue  which  is  nature's  method  of 
healing  by  the  formation  of  a  scar. 

This  process,  in  the  vast  majority  of  cases  in  which  there  has 
been  extensive  destruction  of  tissue,  i»  self-limited  and  ceases  be- 
fore the  reformation  of  the  drum,  leaving  the  permanent  perforation 
with  healed  edges  usually  seen  in  so-called  cures  of  such  cases. 
When  there  is  a  recrudescence  of  the  active  process,  due  to  some 
new  infection,  the  lowered  vitality  of  the  healed  edge  is  insufficient 
to  resist  the  micro-organismal  attacks  and  the  newly  formed  scar 
tissue  melts  away,  and  frequently  the  destructive  process  is  carried 
into  the  remains  of  the  previously  healthy  tissue,  leaving  an  open- 
ing increased  in  size.  Such  is  more  likely  than  not  to  be  the  result 
of  any  operative  interference  with  the  view  to  closing  the  perfora- 
tion. The  technic  of  the  procedure  is  to  freshen  and  stimulate  the 
healed  edges  in  order  to  try  and  promote  such  healthy  granulations. 
Infection  naturally  and  inevitably  results,  and  the  scar  tissue  with 
decreased  reparative  power  and  deficient  blood  supply  is  much  more 
apt  to  break  down  and  melt  away  than  to  build  afresh.  For  infec- 
tion thus  started  cannot  be  readily  controlled,  and  the  possible  in- 
troduction of  a  virulent  culture  of  the  pus-producing  organisms 
may  be  more  than  the  tissue,  far  from  normal,  will  be  able  to  take 
care  of. 

In  the  case  of  spontaneous  closure  of  old  perforations  with  healed 
edges,  after  suppuration  has  disappeared,  sometimes  for  long  pe- 
roids  of  time,  the  process  must  be  quite  similar.  The  healed  edges 
must  become  re-infected,  through  some  slight  traumatism  perhaps, 
with  the  consequent  irritation,  collection  of  leucocytes  and  the  other 
phenomena  of  inflammation.     If  such  inflammation  is  of  just  the 
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required  degree  xrf'intensity  to  stimulate  towards  regeneration  and 
not  disintegration,  we  have  the  picture  shown  in  Case  3,  of  a  drum 
proceeding  rapidly  and  uninterruptedly  toward  complete  closure: 
if,  on  the  other  hand  the  resisting  power  of  the  existing  scar  is  not 
great  enough,  not  only  does  the  perforation  increase  in  extent,  but 
frequently  the  remaining  mucosa  of  the  middle-ear  becomes  in- 
volved, resulting  in  a  general  infection  of  the  entire  cavity.  That 
the  process  is  frequently,  possibly  usually,  reversed,  and  the  primarv 
seat  of  such  infection  is  in  the  tympanum  rather  than  on  the  edge 
of  the  drum,  makes  very  little  difference,  as  the  process  and  the  re- 
sults are  the  same. 

That  in  many  respects  a  complete  closure  of  a  perforation  is  de- 
sirable cannot  be  doubted,  as  it  minimizes  the  chances  of  just  such 
an  outbreak  taking  place.  The  mucous  membrane  of  the  middle- 
ear,  never  again  as  healthy  as  in  its  normal  condition,  is  always  ex- 
posed to  fresh  infection  and  recurrent  suppuration  from  without 
through  the  unhealed  perforation,  while  with  a  perfect  closure  the 
Eustachian  canal  offers  the  only  mode  of  ingress  for  micro-organ- 
isms.- Also  the  chance  of  exposure  to  cold  and  wet  and  other  de- 
vitalizing influences  is  ver}-  much  reduced.  Of  a  permanent  per- 
foration, McBride  writes :  "On  the  whole,  this  is  a  less  favorable, 
result  than  cicatrization,  because  the  mucosa  of  the  middle-ear  re- 
mains exposed  and  liable  to  a  recurrence  of  inflammation,"  and 
later  "on  the  whole,  this  must  be  considered  a  favorable  outcome." 
but  "the  most  satisfactory  result  is  the  formation  of  a  non-adherent 
cicatrix."'  At  first  glance,  and  seen  in  this  fragmentary  manner, 
these  quotations  seem  to  be  rather  at  variance.  His  meaning,  how- 
ever, is  that  the  most  desirable  outcome  is  a  completely  protecting 
scar  giving  probable  freedom  from  recurrence,  but  that,  since  this  is 
seldom  obtained  in  large  perforations  of  long  duration,  a  permanent 
opening  with  cessation  of  all  discharge  must  be  considered  a  cure. 

And  in  spite  of  danger  of  recurrence  of  suppuration  and  further 
loss  of  tissue,  this  result  is  frequently  the  most  satisfactory  to  the 
patient  as  well  as  to  the  aurist.  For  it  is  a  matter  of  common  ex- 
perience that  the  hearing  is  much  more  frequently  decreased  than  in- 
creased after  the  complete  covering  in  of  the  tympanum  has  taken 
place.  Politzer  advises  that  the  hearing-power  be  properly  tested  by 
closing  the  perforation  with  paper  prior  to  an  attempt  at  permanent 
closure;  for  while  there  is  better  protection  with  a  complete  mem- 
brane, there  is  often  a  serious  reduction  of  the  already  impaired 
hearing,  with  the  alternative  danger  of  recurrent  suppuration  and 
consequent  enlargement  of  the  opening  if  the  attempt  at  closure  is 
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made.  And  McBride:  "It  is  of  great  clinical  importance  to  note 
that  the  hearing-power  is  not  necessarily  improved  after  the  occur- 
rence of  cicatrization;  indeed,  it  is  sometimes  worse  than  before." 
And,  in  fact,  in  view  of  the  accepted  theory  that  the  function  of 
the  tympanic  membrane  is  primarily  protective  rather  than  for  pur- 
poses of  vibration  and  transmission  of  sound-waves,  this  would 
seem  to  be  the  natural  result — that  the  hearing-power  should  be 
lessened.  With  the  chain  of  ossicles  gone  or  broken  or  ankylosed. 
as  it  usually  is  in  these  long-continued  cases,  there  is  then  no  direct 
means  of  communication  between  the  drum  and  the  fenestra  ovalis 
and  the  hearing-apparatus  of  the  internal  ear.  The  cicatricial  drum 
is  also  often  thickened  and  adherent  in  part  or  all  of  its  surface, 
giving  diminished  sound-conducting  qualities.  And  since  it  is  chief- 
ly a  protective  membrane,  leaving  this  protective  quality  aside,  it  is 
hard  to  see  why  the  hearing  should  be  improved  by  its  regeneration. 
With  the  ossicular  chain  intact  and  mobile,  the  mucosa  in  a  normal 
condition,  and  a  scar-tissue  drum  in  approximately  the  normal  posi- 
tion, it  is  quite  conceivable  that  the  patient  would  hear  better  than 
when  one  or  more  links  of  the  chain  are  broken.  However,  such 
ideal  conditions  must  occur  rarely.  That  they  may  occur  is  equally 
certain,  as  is,  I  think,  shown  in  Case'3,  in  which  the  hearing  has 
quite  perceptibly  increased  and  is  continually  improving.  In  Case  i 
it  has  remained  nearly  stationary,  while  in  Case  2  it  has  been  very 
markedly  diminished.  Where  a  perforation  has  not  involved  the 
ossicles  and  they  have  not  been  much  affected  by  the  suppurative 
process,  hearing  seems  to  be  more  often  improved. 

What  effect  the  regeneration  of  an  ear-drum  has  upon  the  bone- 
conduction  of  sound  I  am.  unable  to  determine.  The  tuning-fork 
placed  upon  the  vertex  of  the  skull  after  Weber's  method  is,  of 
course,  heard  best  in  the  affected  ear,  other  conditions  being  normal, 
but  this  does  not  mean  that  there  is  any  actual  increase  of  bone- 
conduction  on  that  side.  Also,  upon  being  placed  over  the  temporal 
bone,  posterior  to  the  auricle,  the  fork  is  heard  much  more  readily 
than  at  the  external  auditory  meatus.  It  seems  possible  that  there 
may  be  some  compensatory  increase  of  bone-conduction  in  these 
cases,  including  all  those  in  which  there  is  any  impairment  of  tne 
air-conducting  apparatus,  but  this  cannot  be  taken  up  in  more  detail 
at  this  time. 

There  is  one  other  idea  that  is  suggested  by  a  study  ot  these  cases 
— the  question  of  the  amount  of  vitality  possessed  by  the  cicatrized 
membrane.  In  the  three  cases  quoted,  the  ultimate  healing  took 
place  after  long  periods  of  time  since  the  beginning  of  the  infec- 
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tion,  and  at  least  several  months  after  the  ear  was  practically  cured 
(by  the  formation  of  a  supposedly  permanent  perforation).  It 
seems  to  be  quite  possible  that  the  membrane,  free  from  suppuration 
and  its  devitalizing  influence,  should  become  stronger  and  more 
capable  of  resisting  fresh  infection,  and  consequently  that  its  power 
of  regeneration  should  be  increased. 

The  fact  that  so  many  attempts  at  closing  a  perforation  should 
prove  unsuccessful  would  seem  to  show  that  the  membrane  had  not 
yet  regained  sufficient  vitality  to  produce  the  desired  result.  May  it 
not  be  quite  possible  that  a  cicatricial  tympanic  membrane  regains 
strength  and  vitality  steadily  after  the  cessation  of  irritation  from 
suppuration  and  if  taken  at  the  right  time  could  be  more  success- 
fully manipulated?  If  this  be  so,  it  would  seem  a  wise  measure  to 
allow  so-called  permanent  perforations  to  rest  for  considerable 
lengths  of  time  before  active  interference,  in  the  hope  of  thus  ob- 
taining more  healthy  tissues  on  which  to  operate,  due  attention  be- 
ing paid  in  the  meanwhile  to  building  up  the  patient's  health.  And 
the  fact  that  some,  if  few,  of  these  perforations  do  close  spon- 
taneously should  be  one  reason  more  for  conservatism.  These  ob- 
servations are  offered  as  suggestions,  merely,  of  the  possibility  of 
obtaining  more  uniformly  good  results  by  a  further  study  of  this 
point. 

To  summarize,  I  would  offer  the  following  conclusions :  i .  Per- 
forations of  the  largest  size  may,  under  certain  favorable  circum- 
stances, close  spontaneously  and  without  adhesions,  even  years  after 
the  inception  of  the  disease  and  the  cessation  of  all  discharge,  as  il- 
lustrated by  the  three  cases  offered  above.  2.  That  there  appears  to 
be  an  inherent  tendency  in  all  tympanic  membranes  to  heal,  when 
the  opportunity  is  given  by  the  removal  of  the  exciting  cause. 

3.  That  the  reason  for  so  many  failures  in  restoring  the  continuity 
of  the  tympanic  membranes  is  probably  due. to  the  lowered  vitality 
of  the  tissues;  and  that  by  waiting  before  instituting  active  treat- 
ment and  striving  to  build  up  the  general  health  of  the  subject  and 
improve  the  local  condition,  better  results  may  possibly  be  obtained. 

4.  That  the  complete  closure  of  a  perforation  is  often  of  doubtful 
advantage,  because  of  the  decrease  of  hearing-power,  although  bal- 
anced by  the  better  protection  afforded. 
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PRIMARY  TUBERCULOSIS  OF  THE  MIDDLE-EAR.* 

DR.    CHARLES   H.   LONG,    CHICAGO. 

There  is  probably  no  disease  to-day  more  widely  discussed,  not 
only  by  the  physician,  but  by  the  laity  as  well,  than  the  "Great  White 
Plague."  For  many  years  it  has  claimed  the  attention  of  some  of 
our  greatest  scientists.  Koch's  discovery  of  the  tubercle  bacillus  in 
1882  was  of  unprecedented  value  to  the  profession ;  and  since  that 
time,  particularly  during  the  last  decade,  marked  advancement  has 
been  made  in  the  knowledge  of  tuberculosis.  While  clinical  re- 
search continues,  efforts  are  exerted  to  utilize  each  progressive  step 
for  the  enlightenment  and  benefit  of  mankind.  While  some  theories 
have  been  so  conclusively  proved  by  experimentation  and  applica- 
tion that  they  have  become  of  universal  practical  value  in  diagnosing 
cases  and  for  the  treatment  and  prevention  of  tubercular  infection, 
there  are  still  many  questions  open  to  discussion.  Concerning  these, 
we  must  accept  the  opinion  of  the  majority  until  more  extensive  in- 
vestigation and  time  shall  prove  or  disprove  them. 

Before  proceeding  to  the  subject  of  primary  tubercular  infection 
of  the  middle-ear,  which  is  the  purpose  of  this  article,  let  us  take  a 
brief  survey  of  the  present  tubercular  situation  as  it  is  presented  to 
us  by  recent  scientific  workers  and  by  personal  study  and  observa- 
tion. 

There  has  been  much  disputation  as  to  whether  the  human  and 
bovine  tubercle  bacilli  differ  or  are  identical.  Theobald  Smith 
claimed  to  have  found  "many  distinct  differences."  Koch^  believed 
the  difference  to  be  one  of  type,  rather  than  species,  the  position 
now  taken  by  all  who.  support  a  differentiation  between  the  two 
groups.  Koch  further  stated  his  belief  that  this  difference  is  suf- 
ficient to  influence  the  combating  of  the  disease.  Others-  believe  in 
the  unity  of  the  human  and  bovine  bacilli,  maintaining  that,  while 
there  are  marked  differences  in  cultural  growth  and  virulence  be- 
tween the  two  "so-called  types,"  these  types  vary  within  themselves 
in  the  same  way,  to  such  an  extent,  that  the  difference  in  the  groups 
overlaps,  making  it  impossible  to  consider  the  one  group  as  an  entitv 
distinct  from  the  other.  The  English  Royal  Commission^  confirms' 
this  instability  of  type  and  concludes  that  the  gap  between  the  two 
types  is  not  a  wide  one,  while  Whitla*  states  that  the  conclusion  -of 

*Read  at  the  meeting  of  the  Chicago  Laryngological  Society,  May  21, 
1912. 

700 


long:    primary  tuberculosis  of  middle  ear.  701 

the  "great  majority  of  recent  workers  is  that  the  human  and  bovine 
types  of  bacilli  are  identical." 

Whatever  the  decision  in  this  regard,  there  is  now  a  general 
agreement  upon  one  point. — the  danger  to  man  of  infection  from 
both  types  of  bacilli.  The  English  Royal  Commission,  in  their  re- 
port of  191 1,  state  as*  follows:  "We  have  investigated  many  in- 
stances of  fatal  tuberculosis  in  the  human  subject  in  which  the 
disease  was  undoubtedly  caused  by  a  bacillus  of  the  bovine  type, 
and  nothing  else.  We  have  compared  the  lesions  from  such  cases 
with  those  obtained  from  parallel  cases  of  fatal  tuberculosis  in 
which  the  human  tubercle  bacillus  alone  was  discovered.  Except 
for  the  difference  in  the  type  of  bacillus  found  in  them,  these  two 
groups  of  cases  presented  similar  features;  the  clinical  histories  of 
the  cases  were  alike,  the  cases  all  terminated  fatally,  and  the  lesions 
examined  after  death  were  found  to  be  anatomically  indistinguish- 
able." To  quote  Professor  Ravenel:'  "Laboratory  investigations 
have  shown  beyond  question  that  bovine  tuberculosis  is  trans- 
missible to  human  beings  and  that  the  lesions  produced  do  not  dif- 
fer in  any  way  from  those  caused  by  human  bacilli.'' 

Considering  these  facts,  is  it  then  worth  while  to  pause  to  discuss 
'ihe  much  agitated  question  of  the  possibility  of  the  human  bacillus 
affecting  cattle?  It  is  interesting,  and  perhaps  valuable,  to  know 
that  the  resistance  of  bovines  is  so  great  that  the  feebly  virulent 
human  bacilli  can  ordinarily  have  but  little  effect  upon  bovine  tissue. 
This,  however,  seems  not  the  salient  point  in  the  matter.  When 
we  observe  the  destructive  inroads  made  by  the  bovine  bacilli  in  the 
human  being,  does  not  the  question  of  bovine  susceptibility  shrink 
into  insignificance? 

Again,  in  view  of  these  facts,  whatever  its  source, — water,  milk, 
milk  products,  or  ordinary  dirt — the  infection  of  mankind  by  bovine 
tubercle  bacilli  should  receive  our  careful  attention.  Though  the 
extent  of  danger  is  still  in  doubt,  if  we  adhere  to  von  Behring's* 
theory  of  latent  infection,  if  we  incline  toward  a  growing  conviction, 
that,  after  all,  the  one  type  may  be  transformed  into  the  other  after 
long-continued  residence  in  a  particular  host  with  all  conditions 
requisite  and  favorable  to  such  transformation,  or  if  we  advocate 
the  popular  theory"  that  the  surgical  forms  of  tuberculosis  are  due 
to  bovine  bacilli,  which  may  also  produce  miliary  tuberculosis;  in 
any  case,  we  cannot  but  be  convinced  of  the  perils  of  bovine  bacilli 
to  mankind.  We  do  not.  as  some  accuse,  "minimize"'  the  danger  of 
infection  by  human  bacilli  by  emphasizing  the  work  of  the  bovine 
type.  We  merely  hold  that  the  latter  infection  has  a  significance 
which  may  not  be  generally  appreciated. 
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It  is  universally  recognized  that  age  is  an  important  factor  in 
the  infection  of  tuberculosis.  The  disease  is  considered  pre-emi- 
nently one  of  childhood.  The  physical  conditions,  environments, 
and  food  of  the  child  render  it  practically  impossible  for  children 
to  escape  the  inception  and  harboring  of  the  bacillus.  Though  its 
presence  is  not  always  immediately  evident,  the  seed  is  sown  and 
awaits  only  the  opportune  moment,  favorable  soil  conditions  and 
lowered  resistance  to  begin  its  destructive  activity.  The  prevention 
of  implantation  is  one  of  the  means  of  eradicating  the  tubercular 
evil. 

We  must,  then,  consider  first  the  question  of  tuberculosis  and  the 
susceptible  child.  Though  much  is  being  attempted  to  better  exist- 
ing conditions,  yet  more  should  be  done.  We  fail  to  see  how  civic 
governments  can  consider  it  unnecessary  to  improve  the  public  milk 
supply  in  the  face  of  such  statements  as  the  following  made  by  the 
English  Royal  Commission:**  ''A  very  considerable  amount  of  dis- 
ease and  loss  of  life,  especially  among  the  young,  must  be  attributed 
to  the  consumption  of  cow's  milk  containing  tubercle  bacilli." 

It  has  been  fully  demonstrated  that  certain  tissues  of  the  human 
body  exhibit  a  greater  susceptibility  for  the  tubercle  bacilli  than 
others.  The  lungs  offer  the  best  example  of  these,  and,  in  conse- 
quence, are  most  frequently  primarily  infected.  On  the  other  hand, 
some  tissues  are  so  rarely  invaded  that  many  believe  that  their  in- 
fection as  a  primary  condition  never  occurs.  .  To  this  latter  class 
belongs  the  middle-ear.  Although  Milligan,^  after  years  of  observa- 
tion concludes  that  primary  tubercular  infection  of  this  organ  is  a 
comparatively  common  condition,  he  meets  with  little  support  and 
much  contradiction  of  opinion,  some  experienced  otologists  even 
maintaining  that  the  infection  is  never  primary,  being  always  sec- 
ondary to  the  disease  elsewhere,  usually  with  a  pulmonary  focus. 
While  few  assume  this  extreme  position,  yet  the  general  consensus 
-of  opinion  inclines  toward  the  rarity  of  the  condition,  which  is  not 
surprising  when  we  consider  the  limited  number  of  cases  reported 
and  the  great  difficulties  in  eliminating  early  or  latent  tubercular 
infection. 

Until  the  year  1903,  according  to  Goldstein,^''  but  three  cases  of 
primary  infection  of  the  ear  had  been  reported.  To  these  he  added 
four.  Recently  'others  have  been  presented,  and,  although  there 
may  be  doubt  as  to  some  of  these  being  primary,  the  remaining  un- 
questionable ones  give  sufficient  proof  of  the  existence  of  a  primary 
infection  of  the  middle-ear.  Until  it  can  be  proved  that  some  one 
part  of  the  human  system  is  immune  to  the  invasion  of  the  tubercle 
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bacillus,  the  possibility  of  this  conditions  cannot  be  authoritatively 
contradicted. 

The  following  case  which  I  have  to  report  appeals  to  me  as  one 
of  special  interest  in  view  of  the  extreme  youth  of  the  patient, 

G.  W. ;  English;  aged  11  months:  female.  According  to  the 
parents,  the  child  appeared  to  have  a  severe  cold  at  the  age  of  one 
month.  Both  nose  and  eyes  discharged  for  a  couple  of  days,  which 
was  followed  by  a  discharge  from  the  left  ear.  The  family  physic- 
ian treated  the  ear  for  some  time  by  syringing,  but  no  improvement 
resulted.  February,  1910,  she  W'as  brought  to  my  clinic  at  the  Post- 
Graduate  Hospital  by  the  mother.  Examination  revealed  a  profuse 
fetid  purulent  discharge  from  the  left  ear.  The  lining  of  the  exter- 
nal auditory  meatus  was  red  and  irritated.  The  tympanic  mem- 
brane was  absent.  The  probe  revealed  necrotic  bone.  The  ex- 
amination of  the  throat  showed  enlargement  of  the  pharyngeal  ton- 
sil, which  seemed  to  interfere  with  nasal  breathing.  This  was  re- 
moved. In  all  other  respects  the  child  appeared  perfectly  health' 
The  treatment  applied  consisted  of  ordinary  cleansing  and  Politz- 
eration  until  April.  No  improvement  resulting,  a  smear  was  taken 
and  submitted  to  Professor  Zeit  of  the  Northwestern  University  for 
examination.  He  reported  the  presence  of  tubercle  bacilli  in  the 
discharge.  Owing  to  the  child's  youth,  it  was  impossible  to  deter- 
mine the  exact  condition  of  the  hearing,  but  it  appeared  little  im- 
paired. The  cervical  glands  were  not  enlarged  and  there  was  no 
tenderness  nor  swelling  over  the  mastoid  process. 

April  29,  1910:  The  radical  mastoid  operation  w'as  performed, 
only  remnants  of  the  malleus  and  incus  remained.  A  mass  of 
granulation-tissue  virtually  buried  the  stapes,  the  granulations  ex- 
tending into  the  antrum.  All  were  carefully  curetted  awaj  with  the 
exception  of  those  around  the  stapes.  The  post-auricular  wound 
was  dressed  open.  Owing  to  the  rapid  growth  of  immense,  flabby 
granulations,  healing  was  protracted  and  many  curettements  were 
necessary. 

Tune  2,  1910:  The  post-auricular  wound  had  healed  and  the 
meatus  was  dry.  About  the  middle  of  May,  the  right  ear  was  found 
to  be  discharging.  Professor  Zeit  reported  a  pneumococci  infection, 
but  no  tubercle  bacilli.    This  ear  was  soon  well. 

October.  1910:  The  child  was  suffering  from  a  cold,  and  both 
ears  were  discharging  after  being  dry  for  four  months.  No  tubercle 
bacilli  were  discovered,  and  the  response  was  negative  to  both  the 
Moro  and  von  Pirquet  tuberculin  tests. 
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October,  191 1:  The  last  report  of  the  case  came  at  this  time. 
Both  ears  were  dry  and,  according  to  the  mother,  the  child  was  in 
general  good  health.  Up  to  the  time  I  first  saw  her,  this  child  had 
never  been  given  cow's  milk  or  artificial  food  of  any  description. 
She  did  not  appear  to  suffer  pain  in  her  ear,  while  she  was  so 
noticeably  good-natured  that  callers  were  impelled  to  remark  about 
the  attribute. 

In  our  conclusion  that  this  was  a  simple  case  of  primary  tubercu- 
losis of  the  middle-ear,  we  considered  the  following:  the  child's 
youth  at  the  period  of  onset  of  the  disease ;  its  continuous  general 
good  health ;  the  absence  of  tubercular  infection  elsewhere,  as  proved 
by  the  negative  tuberculin  tests  after  the  radical  mastoid  operation; 
and  the  ultimate  satisfactory  condition  of  the  ear. 

As  to  the  source  of  the  disease,  little  need  be  said,  although  the 
child,  to  the  best  of  our  knowledge,  was  given  no  cow's  milk  or  arti- 
ficial food.  The  ignorance  and  carelessness  of  the  laity  afford  ample 
opportunities  for  infection.  The  theory  of  predisposition  and  in- 
herited tendencies  was  not  regarded  here,  as  there  had  been  no 
instance  of  tuberculosis  in  the  family  and  the  parents  of  the  child 
were  in  perfect  health.  The  case  being  a  surgical  one,  suggests  a 
bacillus  of  the  bovine  type  and  the  attack  a  result  Of  dirt  infection. 

While  there  are  many  possible  avenues  for  the  inception  of  the 
disease,  the  features  of  the  case  eliminated  all  but  two,  the  Eustach- 
ian tube  and  the  external  auditory  canal,  with  the  probabilities  in 
favor  of  the  former. 

The  examination  of  the  ear  discharges  determined  the  nature  and 
localization  of  the  disease  and  the  radical  operation  was  performed 
in  time  to  arrest  its  destructiveness.  In  support  of  this  operation, 
which  is  often  criticized,  we  maintain  that  if  any  operation  is  ad- 
visable, it  should  be  of  a  radical  nature,  especially  when  the  disease 
is  localized.  Surgeons  have  regretted  its  omission  when  further 
developments  showed  that  its  timely  performance  might  have  pre- 
vented a  fatal  termination  of  the  disease. 

Despite  the  constant  advice  to  be  ever  upon  the  alert  for  the  first 
indications  of  the  tubercular  disease,  some  of  us  fail  to  recognize  the 
infection  in  its  incipient  stage.  If  the  physician  and  bacteriologist 
would  more  frequently  co-operate,  there  would  be  fewer  disappoint- 
ing results.  While  this  reference  is  but  an  added  stroke  to  the  well- 
worn  nail,  its  insertion  may  be  of  benefit  to  some  co-worker. 

Let  us  not  slumber  while  the  foe  invades ;  then  become  pessi- 
mistic, but  "take  arms  against  a  sea  of  troubles,  and  by  opposing, 
end  them." 
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Surgery  of  the  Thymus  Gland.  Parker.  Am.  Jour.  Dis.  of  Child., 
Feb.,  1913. 
A  very  instructive  paper  written  on  a  subject  of  which  little  has 
been  known  and  of  particular  interest  to  the  laryngologist.  Many 
sudden  deaths  have  been  caused  by  an  enlarged  thymus  producing 
obstruction  to  the  trachea.  Frequently  this  is  the  sole  factor  re- 
sponsible for  the  compression,  but  at  times  enlarged  tracheo-bron- 
chial  glands  or  spasm  of  the  glottis  are  contributing  factors  in  pro- 
ducing fatal  results.  Compression  of  the  trachea  is  shown  at  au- 
topsy by  the  presence  of  flattened  trachea,  associated  with  enlarged 
thymus  and  revealed  intra-vitam  by  the  bronchoscope,  showing  nar- 
rowing lumen  of  the  trachea.  The  three  most  important  symptoms 
are  permanent  dyspnea,  recurring  suffocation  attacks  and  stridor; 
all  three  of  these  frequently  occur  together.  Treatment  is  essen- 
tially surgical.  Halsted. 


FOREIGN  BODY  IN  LARYNX  AND  TRACHEA    REMOVED  BY 
THE  AID  OF  THE  SUSPENSION  LARYNGOSCOPE. 

DR.   vSAMUEL  IGLAUER,   CINCINNATI. 

The  following  case  is  reported  because  of  its  intrinsic  interest 
and  also  because  it  is  one  of  the  first,  if  not  the  first  case,  of  the 
removal  of  a  foreign  body  from  the  larynx  and  trachea  by  the  aid 
of  suspension  laryngoscopy. 

Patient,  M.  P.,  female,  aged  5  years,  of  Glendennin,  W.  Va.,  re- 
ferred by  Dn  G.  A.  Hinnen  and  Dr.  J.  Moore",  of  Charleston.  The 
child  suffered  from  cough,  frequently  associated  with  choking  spells. 
During  the  past  five  days  there  had  been  considerable  difficulty  in 
swallowing. 

Previous  history: — About  the  middle  of  January,  1913,  the  child 
suddenly  choked  on  a  piece  of  a  safety  pin,  which  she  had  in  her 
mouth.  Her  mother  attempted  to  extract  the  pin  with  her  finger 
and  could  feel  it  in  the  throat,  but  was  unable  to  remove  it.  There 
was  no  further  trouble  until  early  in  February,  w'len  the  patient 
had  a  severe  choking  spell  associated  with  extreme  cyanosis  and 
lasting  about  two  minutes.  A  few  weeks  later  there  was  a  similar 
attack  without  any  special  trouble  in  the  intervals.  On  several 
occasions  the  child  has  expectorated  small  streaks  of  blood  and 
about  five  days  ago  the  first  trouble  in  swallowing  was  noticed, 
since  which  only  liquids  could  be  sw^allowed  and  some  of  these  re- 
gurgitated from  the  mouth.'  The  patient  lost  weight  and  quite  re- 
cently had  fever. 

Present  conditions : — The  child  is  well-developed  and  well-nour- 
ished. She  is  rather  hoarse  and  suffers  with  marked  inspiratory  as 
well  as  expiratory  dyspnea.  The  resonance  of  the  right  chest  is 
dimininshed  but  air  enters  both  lungs  freely.  While  under  exam- 
ination the  child  had  a  severe  paroxysm  of  coughing  associated  with 
considerable  cyanosis  and  the  expectoration  of  muco-pus.  On  at- 
tempting to  swallow  water  some  difficulty  was  noted.  A  radiogram 
(Figure  1)  taken  by  Dr.  Lange  shows  a  broken  safety-pin  (minus 
the  pin  portion)  lodged  in  the  trachea.  The  spring  portion  of  the 
pin  projects  slightly  into  the  larynx. 

Operation,  June  14,  1913.  One-eighth  grain  codein,  and  1/400 
grs.  of  atropin  were  administered  hypodermically,  followed  bv 
chloroform  anesthesia.  Owing  to  the  dyspnea  the  anesthetic  was 
administered  with  considerable  difficulty.  A  suspension  laryngo- 
scope introduced  into  the  larynx  immediately  revealed  the  spring  of 
the  pin  projecting  above  the  vocal  cords.     While  holding  the  lar- 

706 


IGLAUER:    foreign  body  IX  LARYNX  AND  TRACHEA.  707 

yngoscope  with  one  hand  (without  hooking  it  up)  the  foreign  body 
was  seized  with  forceps  and  with  a  sHght  rotary  motion  it  was  set 
free  and  extracted.  A  slight  hemorrhage  followed.  The  recovery 
was  uneventful,  except  for  the  fact  that  the  child  vomited  a  large, 
living,  round  worm  on  the  evening  of  the  operation. 


Figure  1.  Radiogram  showing  a  broken  safety-pin  in  the  larynx  an<l 
trachea  of  a  child  5  years  old.  The  patient's  shoulder  is  raised.  Interfering 
somewhat   with   the   view  of  the  dssp  of  the  pin. 

The  pin  measured  1^  (■*  cm.)  inches  in  length,  and  owing  to 
its  six  months'  sojourn  in  the  air-passages,  was  partially  encrusted 
with  lime  salts. 

In  this  particular  instance  the  suspension  laryngoscope  proved  to 
be  a  very  valuable  instrument. 

Lancaster  Building. 


DIRECT  LARYNGOSCOPES. 

DR.    CHEVAUER   JACKSON,    PITTSBURG,    PA. 

The  first  form  of  laryngoscope  used  by  me  was  modeled  after  the 
original  Kirstein  "autoscope"  which  had  its  transverse  greater  than 
its  vertical  diameter.  I  attached  a  double  handle  to  a  simple  oval 
tube  with  half  its  periphery  cut  away  for  the  distal  two-thirds  of 
its  length.  Then,  after  Killian  created  bronchoscopy,  I  added  a 
slide  at  the  side  for  bronchoscopy.  Both  of  these  laryngoscopes 
were  used  with  the  ordinary  head-mirror,  and  with  the  Wendell 
C.  Phillips  head-lamp  worn  between  the  eyes.    As  I  found  the  oval 


Figure    1.      Form    of    the    orig-inal    Chevalier    Jackson    laryngoscope    with 
Einhorn  light  carrier  added. 


lumen  less  convenient  than  the  round  for  working  at  the  side  instead 
of  over  the  dorsum  of  the  tongue,  as  I  frequently  wish  to  do,  I 
abandoned  the  oval  lumen  for  the  round  lumen  with  the  slide  at 
the  side.  As  the  edges  of  the  slide  in  this  position  became  rough  in 
use,  they  occasionally  cut  the  patient's  lips,  so  that  the  slide  was 
moved  to  the  top  and  in  this  form,  with  the  addition  of  the  lighl 
carrier  of  the  Einhorn  esophagoscope,  it  has  been  in  general  use 
ever  since.  Recently  some  men  who  have  done  me  the  honor  to 
work  with  me,  have  found  the  oval  model  so  convenient  for  the 
introduction  of  esophagoscopes,  bronchoscopes,  and  especially  intra- 
tracheal insufflation  tubes,  that  it  has  been  deemed  worth  while  to 
resurrect  the  oval  model.     The  slide  can  be  left  off  altogether  and 
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thus  removal  of  the  laryngoscope  after  introduction  of  tubes  of  all 
kinds  is  facilitated  as  in  the  Dickinson  speculum.  The  oval  lumen 
giving  a  larger  field  has  the  additional  advantage  of  facilitating  the 
identification  of  land-marks  and  of  affording  more  room  for  endo- 
laryngeal  operations.  Probably  many  operators  will  prefer  working 
through  the  oval  laryngoscope  tCLthe  method  that  has  seemed  easiest 
to  me :  namely,  using  the  round  lumen  laryngoscope  for  vision  only, 
the  forceps  and  other  instruments  being  passed  alongside  the  laryn- 
goscope. 


Reorganization  of  the  Septal  Cartilage  Following  Submucous  Re= 
section.  M.  Al.  Ssaaioylenke.  Zeitschr.  f.  LaryngoL,  Vol. 
6,  No.  1,  April,  1913.      • 

As  none  of  the  writer's  patients  was  scientifically  enough  inclined 
to  sacrifice  a  portion  of  his  nasal  muco-perichondrium  one  year 
after  the  performance  of  the  submucous  resection,  the  respective 
microscopic  specimens  had  to  be  taken  from  the  cat.  The  most 
striking  result  of  the  experiment  is  the  establishment  of  the  fact 
that  the  perichondrium  produces  a  proliferation  of  connective  tissue. 
Neither  the  perichondrium  nor  any  remaining  portion  of  the  car- 
tilage produce  cartilaginous  fibers  that  show  a  tendency  to  replace 
the  removed  cartilage.  The  field  of  operation  becomes  transformed 
into  a  mass  of  scar-tissue.  The  preservation  of  the  perichondrium 
is  not  a  condition  sine  qua  non  for  the  success  of  the  operation, 
as  the  same  kind  of  scar-tissue  originates  from  the  mucous  lining. 
The  writer  pleads,  however,  for  the  method  of  perichondrial  con- 
servatism ;  the  mass  of  scar-tissue  between  the  adjoining  mucous 
linings  would  compress  and  destroy  the  numerous  glands  of  the 
Schneiderian  membrane,  that  are  protected  by  the  intervening  peri- 
chondrium. 

Fein,  of  Vienna,  and  others  claim  that  a  perforation  is  not  con- 
demnable,  but  desirable.  The  writer  of  this  article  proves  that  the 
preservation  of  the  perichondrium  is  not  a  necessity — but  a  luxury. 
The  time  does  not  seem  so  far  when  some  rhinological  "Cubist"  rips 
a  big  hole  into  the  septum,  while  the  cartilage  removed  is  vested  in 
a  toga  of  perichondrium ;  and  he  will  be  able  to  prove  that  this  is 
real  submucous  art,  while  a- skillfully  performed  operation  is  a  relic 
of  the  fossil  days  of  rhinology.  Glogau. 


SOCIETY  PROCEEDINGS. 

NEW  YORK  ACADEMY  OF  MEDICINE. 

SECTION  ON  LARYKGOLOGY  AND  EHINOLOGY. 

Regular  Meeting,  January  22,  1913. 

John   F.    McCoy,   Chairman. 

Presentation  of  Specimens  Showing  Probable  Etiological  Relation  of 
Sphenoidal  Sinuses  to  Some  Cases  of  Tic  Douloureaux.  Dr.  William 
Henry  Haskin. 

In  studying  the  sphenoid  sinuses  in  many  bones,  the  writer  has  been 
impressed  with  the  frequency  of  its  intimate  relation  to  the  fifth  nerve 
and  the  possibility  that  disease  of  these  sinuses  may  be  a  cause  of  tri- 
facial neuralgia,  at  least  in  some  cases,  seems  to  be  very  probable,  al- 
though he  has  been  unable  to  find  any  description  of  such  cases  in  the 
very  complete  indexes  of  The  Laryngoscope,  the  Annals  ol  Otology  and 
the  Index  of  Oto-Laryngolcgy.* 

That  disease  of  the  optic  nerve  is  frequently  caused  by  disease  of  the 
sphenoid  and  posterior  ethmoid  cells,  is  a  well  recognized  fact  and  there 
is  ,an  increasing  record  of  such  cases  being  cured  by  treatment  of  these 
sinuses.  An  examination  bf  the  specimens  presented  will  show  that  in 
most  of  them  the  second  branch  of  the  fifth  nerve,  i.  e.  the  superior 
maxillary  branch  as  it  passes  forward  from  the  Gasserian  ganglion  and 
escapes  from  the  foramen  rotundum  into  the  pterygo-maxillary  fossa,  is. 
separated  from  the  sinus  by  a  very  thin  partition  of  bone,  and  in  many  in- 
stances lies  in  a  distant  groove  on  the  sinus  wall.  In  several  of  the  speci- 
mens the  sinus  extends  outward  beneath  the  nerve-groove  for  more  than 
half  an  inch.  In  ten  of  the  specimens  the  sinus  can  also  be  seen  in  di- 
rect contact  with  the  foramen  ovale,  through  which  the  third  or  inferior 
maxillary  branch  escapes  from  the  cranial  cavity,  its  motor  branch  lying 
in  contact  with  its  posterior  wall.  As  the  first  or  ophthalmic  branch 
lies  on  the  outer  wall  of  the  cavernous  sinus,  it  does  not  appear  to  come 
in  contact  with  the  sphenoid,  although  Onodi  has  recently  described  such 
a  relationship.  This  clearly  shows  how  intimate  is  the  relation  of  these 
sensory  branches  with  the  sinus,  and  the  following  Avill  show  that  the 
large  motor  and  sympathetic  branch  of  the  second  division,  i.  e.,  the 
Vidian— which  leaves  the  facial  nerve  in  the  hiatus  Fallopii  and  passes 
inward  under  the  fifth  nerve  to  reach  the  Vidian  canal,  through  which 
it  passes  forward  to  escape  into  the  pterigo-maxillary  fossa  where  it 
joins  the  second  sensory  branch  and  the  spheno-palatine,  or  Meckel's 
ganglion— also  lies  in  very  intimate  relation  with  the  floor  of  the  sinus. 

(*N.  B. — Since  doing  this  work,  the  writer  has  learned  that  Dr.  Sluder 
has  observed  the  same  conditions  in  an  article  in  the  Transactions  of  the 
American  Laryngological  Association,  which  appeared  about  January  10. 
1913.) 
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It  can  frequently  be  seen  as  a  distinct  rounded  ridge,  the  top  of  which 
the  writer  has  opened  in  several  of  the  specimens. 

Dr.  T.  J.  Harris,  who  has  recently  returned  from  abroad,  tells  me  that 
the  younger  Onodi,  who  is  still  a  student,  has  recently  published  a  paper 
on  these  relations,  but  the  writer  doubts  the  correctness  of  some  of  his 
observations  and  will  report  later  after  studying  a  series  of  wet  speci- 
mens. 

It  is  well  to  mention  also  that  the  sphenoid  sinuses  derive  their  nerve 
supply  chiefly  from  the  second  division  of  the  fifth  nerve,  for  disease  of 
the  sinus  would  probably  affect  these  nerves  at  any  rate. 

Specimens  19,  33  and  86  present  undoubted  evidences  of  disease  which 
has  caused  the  osteophytic  formations.  The  writer  has  examined  several 
hundred  sphenoid  sinuses,  and  is  convinced  that  in  over  90  per  cent  the 
nerve  will  be  found  to  be  in  direct  contact  with  the  sinus.  The  specimens 
presented  have  been  selected,  however,  to  show  the  most  marked  rela- 
tions, but  they  are  from  the  writer's  collection  only,  which  is  a  small 
one,  comprising  about  100  sinuses. 

The  writer  has  had  no  clinical  experience  with  true  cases  of  trifacial 
neuralgia,  and  in  presenting  this  short  paper  does  so  in  the  hope  that 
the  possibility  of  sinus  disease  being  a  cause  of  the  neuralgia  may  prove 
to  be  a  fact  if  only  in  a  few  cases,  for  the  treatment  of  the  sphenoid 
sinus  is  a  comparatively  simple  procedure  compared  with  the  radical 
operation  for  resection  of  the  nerve  itself.  Again,  tonic  and  clonic 
spasms  of  the  motor  branch  of  the  fifth  nerve  are  very  distressing  condi- 
tions, the  cause  of  which  is  described  in  the  text-books  as  being  very  in- 
definite— in  fact  unknown.  The  undoubted  relation  of  the  Vidian  nerve 
(which  is  the  motor  supply  of  the  second  branch  of  this  nerve)  to  the 
sinus  may  help  to  clear  up  the  diagnosis  in  some  obscure  case  of  motor 
spasm  of  the  palate. 

Dr.  Sluder  describes  several  cases  of  sphenoid  disease  where  relief  of 
pain  was  obtained  by  treatment  of  the  sinus  wall.  The  writer  believes 
that  many  of  the  obscure  symptoms  can  be  attributed  to  involvement  of 
the  sympathetic  nerve  supply.  Each  branch  of  the  fifth  nerve  receives 
sympathetic  fibers  which  are  derived  from  the  carotid  and  the  cavernous 
plexuses.  Disease  of  the  sphenoid  would  affect  these  plexuses,  in  ail 
probability,  and  give  rise  to  many  of  the  symptoms  which  in  reality  are 
due  to  the  sympathetic  nerve  supply. 

DISCUSSION. 

Du.  Smith  said  that  the  only  point  in  which  Dr.  Haskin  seemed  to  dis- 
agree with  Onodi  and  Sluder  was  in  regard  to  the  involvement  of  the 
sixth  nerve.  In  Sluder's  article  published  in  the  American  Laryngolo- 
gical  Association  Transactions,  1912,  he  claimed  that  the  third,  fourth, 
fifth  and  sixth  Vidian  nerves  were  implicated  in  empyema  of  the  sphe- 
noid. He  called  attention  to  the  fact  that  neuralgias  frequently  occurred 
even  after  the  sphenoidal  empyema  had  ceased  and  where  a  large  per- 
manent opening  remained  in  its  anterior  wall.  He  also  called  attention 
to  the  neuralgias  subsequent  to  ethmoidal,  frontal  and  maxillary  sinus 
involvements.    Dr.  Smith  said  that  hp  himself  had  observed  this  in  many 
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of  his  cases,  but  had  attributed  it  to  a  periostitis  rather  than  to  involve- 
ment of  the  nerves,  and  he  was  glad  to  be  able  to  formulate  a  more  cor- 
rect opinion  concerning  the  etiology  of  these  post-operative  pains.  Sluder 
confirmed  his  suppositions  by  injecting  a  solution  of  cocain  into  the 
sphenoidal  sinus  and  stopping  the  pain.  He  also  found  that  a  five  per 
cent  solution  of  salicylic  acid  will  act  in  the  same  way.  He  demonstrated 
that  the  larger  the  sphenoidal  cavity  the  smaller  the.  fissure  through 
which  these  nerves  run,  and  conversely  the  smaller  the  sphenoidal  cavity 
the  larger  this  fissure.  Thus  tending  to  demonstrate  that  an  involve- 
ment of  a  large  sphenoidal  cavity  might  have  its  inflammatory  condition 
extend  sufficiently  far  outward  to  take  in  the  sixth  nerve.  Dr.  Smith 
said  that  he  was  very  appreciative  of  having  had  demonstrated  to  him 
the  many  vagaries  of  conformity  both  in  the  sphenoidal,  ethmoidal  and 
frontal  sinuses  as  had  been  shown  by  Dr.  Haskin. 

Dr.  Douglas  said  that  the  anatomical  point  made  by  Dr.  Haskin  seemed 
to  be  the  only  one  under  discussion.  That  neuralgia  of  the  fifth  nerve 
arises  from  disease  of  the  sinuses  is  not  perfectly  true.  It  is  also  per- 
fectly true  that  after  many  brilliant  operations  on  the  sinus  the  pain  con- 
tinues. Such  cases  have  often  given  him  much  trouble,  and  he  had 
reached  the  conclusion  that  these  cases  have  suffered  from  a  certain  sort 
of  ostitis  before  and  after  the  operation  which  does  not  subside.  Most 
men  have  encountered  such  cases  in  the  frontal  sinus  and  in  the  an- 
trum. It  is  unquestionably  true  that  neuralgia  of  the  second  branch  of 
the  fifth  nerve  may  arise  from  disease  of  any  of  the  sinuses  which  come 
nearly  in  contact  with  it — this,  of  couse,  through  the  antrum  and  sphe- 
noid. The  proof  is  very  clear  as  this  nerve  has  a  close  relation  to  these 
two  sinuses.  It  is  not  in  accord  with  his  experience  that  suppurative  dis- 
ease of  the  sphenoid  or  of  the  antrum  give  rise  to  much  disease  of  the 
othex  nerves.  It  is  only  where  a  deposit  or  infiltrate  has  occurred  that  the 
other  nerves  are  involved— the  second,  third,  fourth  and  sixth.  He  had 
seen  these  involved  in  sphenoidal  sinus  disease,  and  had  seen  the  second 
>  branch  of  the  fi^fth  nerve  involved  in  sphenoidal  disease  as  well  as  in  an- 
trum disease,  but  always  more  especially  when  the  character  of  the 
lesion  was  a  deposit  or  growth  rather  than  inflammation.  Dr.  Haskin 
had  showed  a  very  interesting  specimen  in  which  he  said  that  the  an- 
trum was  tiny  and  the  superior  maxillary  was  invaded  by  the  posterior 
ethmoid  cell  to  make  a  second  sinus  in  the  maxilla.  His  presumption 
was  that  the  septum  between  the  two  was  an  ethmoidal  bone  septum.  Dr. 
Douglas  thought  differently,  but  it  hardly  seemed  fair  to  discuss  the 
specimen,  for  it  was  incomplete.  In  his  opinion  there  was  a  true  maxilary 
antrum  divided  by  a  septum,  and  not  an  anterior  ethmoid  cell. 

Dr.  Carter  inquired  whether  Dr.  Haskin  considered  the  deformity 
shown  in  many  of  the  specimens  presented  as  being  a  deviation  in  the 
anatomical  conditions,  or  whether  they  were  pathological,  that  is,  due  to 
a  proliferating  periostitis. 

Tracheal    Obstruction    Due   to    Thymus    Enlargement:      Skiagraph.     Dr. 
John  E.  MacKenty. 
The  patient  came  to  the  clinic  about  a  month  and  a  half  ago,  with 
practically  the  same  condition  shown  to-night.     The  child  was  breathing 
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with  considerable  obstruction  and  was  very  anemic.  It  was  normal  at 
birth,  but  shortly  after  birth  it  began  to  lose  weight,  and  this  condition 
progressed  until  mercurial  inunctions  were  given,  after  which  the  child 
recovered  its  health. 

In  August,  1912,  the  child  was  intubated  for  diphtheria.  Following 
this  the  obstructed  breathing  was  noticed.  The  tube  was  worn  for  six 
weeks.    The  radiograph  shows  distinctly  thymus  enlargement. 

It  was  his  intention  to  use  the  bronchoscope  to  determine  positively 
the  nature  of  the  obstruction  but  the  parents  refused  to  leave  the  child 
in  the  hospital.  Therefore  it  was  doubtful  if  the  obstruction  was  due 
to  thymus  pressure  or  to  intra-tracheal  stricture.  The  physical  exam- 
ination of  the  chest  showed  in  right  bronchus  partial  obstruction  which 
was  a  point  in  favor  of  thymus  pressure. 

Atresia  of  the  Pharynx;  Operation;  Polypoid  Degeneration  of  Mucosa: 
Recovery  With  Good  Function.        Dn.    Joiix   E.    MacKexty. 

Dr.  MacKenty  said  that  the  patient  had  first  come  to  him  two  and  a 
half  years  ago  from  Dr.  McCuUagh,  at  which  time  he  had  published  a 
new  operation  for  atresia  of  the  pharynx.  The  girl  had  not  breathed 
through  her  nose  since  childhood,  the  obstruction  being  probably  due  to 
an  attack  of  scarlet  fever.  When  she  first  came  under  observation  the 
nose  was  filled  with  scabs.  The  operation  which  was  done  relieved  her 
breathing  entirely,  in  spite  of  the  fact  that  her  palate  lies  against  the 
posterior  pharyngeal  wall.  Some  of  the  men  who  examined  her  did  not 
think  there  was  any  opening,  but  one  could  be  demonstrated  which  would 
admit  the  second  finger  with  ease.  This  is  a  proof  in  favor  of  thje  opera- 
tion, devised  by  Dr.  MacKenty,  and  shows  that  a  cure  can  be  effected  in 
such  cases  in  spite  of  the  fact  that  the  palate  lies  all  the  time  during  the 
healing  process  against  the  posterior  pharyngeal  wall. 

An  interesting  fact  in  this  case  is  that  following  the  operation  her 
nasal  mucous  membrane  began  to  hypertrophy,  and  after  a  few  months 
a  polypoid  degeneration  developed  which  had  to  be  treated.  The  inferior 
turbinate  was  so  enlarged  fhat  it  almost  completely  obstructed  the  nose. 
Now  the  mucous  membrane  is  functionating  again  and  has  become  prac- 
tically normal,  and  she  has  a  very  good  functionating  nose.  This  case 
shows  that  the  mucous  membrane  of  the  nose  which  had  never  func- 
tionated had  become  over-stimulated  and  had  degenerated,  but  becoming 
accustomed  to  the  new  condition  of  things,  had  eventually  become  nor- 
mal. She  has  had  no  contraction  of  the  pharynx  and  it  seemed  only  fair 
to  assume  that  the  function  will  remain  just  as  shown,  giving  her  a 
sufficiently  large  opening  for  normal  breathing. 

In  reply  to  a  query  from  Dr.  Quinlan  as  to  whether  there  was  any  ob- 
struction before  the  intubation  Dr.  MacKenty  answered  in  the  negative. 

DISCUSSION. 

Dr.  Cocks  said  that  Dr.  Law  was  certainly  to  be  congratulated  for  se- 
curing the  excellent  skiagraph  showing  the  thymic  enlargement  so  clear- 
ly. It  is  exceedingly  difficult  to  get  a  good  plate  of  the  thymus  gland. 
He  then  told  of  a  case  seen  in  Dr.  Chappell's  clinic,  where  a  child  wa? 
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sent  to  a  well-known  x-ray  man  who  took  a  plate  which  looked  like  a 
good  one,  yet  no  thymus  enlargement  was  shown.  The  child  was  2  years 
of  a-e  when  the  plate  was  taken.  It  is  interesting  to  compare  that  plate 
with"  Dr.  MacKenty's.  Warthin  states  that  the  heart  and  great  vessels 
in  a  normal  child  form  a  shadow  which  looks  like  a  flask— the  body  of 
the  flask  is  represented  by  the  heart,  while  the  narrow  neck  is  repre- 
sented by  the  great  vessels.  The  thymic  enlargement  in  Dr.  MacKenty's 
picture  is  shown  by  the  widening  of  the  shadow  corresponding  to  the 
neck  of  the  flask.  Warthin,  Satterlee,  Chevalier  Jackson  and  others 
have  reported  thymic  enlargement  shown  by  the  x-ray. 

The  influence  of  status  lymphaticus  on  diphtheria  and  other  infections 
is  very  interesting.  Daut  states  that  in  a  series  of  patients  dying  from 
diphtheria  over  25  per  cent  had  status  lymphaticus.  He  states  that  "dis- 
tinct modifications  of  the  clinical  picture  of  the  disease  (diphtheria) 
were  present  in  these  cases.  In  some  instances  the  patients  had  a  hoarse 
barking  cough  and  a  hoarse  voice  associated  with  attacks  of  spasmodic 
suffocation,  weakness  of  the  heart,  and  rapidity  of  the  pulse.  These  at- 
tacks were  altogether  out  of  proportion  to  the  severity  of  the  membrane 
formation  as  shown  post-mortem.  In  other  cases,  the  patients  died  sud- 
denly, having  shown  no  unusual  symptoms  during  life  referable  to  status 
lymphaticus."  It  would  be  a  great  chance  if  Dr.  MacKenty  could  obtain 
permission  to  operate  upon  this  patient.  If  it  could  be  proved  that  the 
tracheal  obstruction  was  not  caused  by  the  obstruction  of  the  larynx  it- 
self, it  would  be  a  great  opportunity  to  make  an  incision  and  pull  up  the 
thymus  gland,  and  remove  part  of  it  or  anchor  it  to  the  end  of  the 
sternum. 

Dr.  Haskin  said  that  Dr.  Cocks  had  spoken  of  Dr.  Chevalier  Jackson's 
work.  To  his  own  knowledge  Dr.  Jackson  had  operated  on  ten  cases. 
The  chief  difl[iculty  has  been  the  danger  of  death  from  suffocation,  which 
Dr.  Jackson  has  overcome  by  putting  in  a  tracheal  tube,  and  so  averting 
any  possible  spasmodic  contraction  of  the  trachea  and  death  of  the  pa- 
tient.   The  cases  had  made  wonderful  recoveries. 

Dr.  Carter  said  that  in  1904  he  had  a  case  of  enlargeflient  of  the  thy- 
mus gland,  terminating  in  death.  It  was  a  very  interesting  and.  instruct- 
ive case.  The  patient  was  a  child,  5  weeks  of  age,  and  was  brought  to 
the  hospital  in  a  cyanosed  condition,  with  difficulty  in  inspiration  and 
expiration.  It  was  evidently  at  the  point  of  death,  and  immediate 
tracheotomy  was  performed,  but  without  relief,  for  the  tracheotomy  tube 
was  not  long  enough  to  reach  beyond  the  constriction  and  the  child  died 
from  strangulation  about  thirty-six  hours  after  the  tracheotomy. 

Now  Dr.  MacKenty's  case,  from  the  general  history  and  appearance  of 
the  patient,  would  seem  to  be  due  to  some  cicatricial  constriction  in  the 
trachea  itself.  The  general  appearance  of  thi  case  did  not  seem  to  in- 
dicate thymic  enlargement.  When  a  thymus  causes  asphyxia  it  does  so 
by  pressing  on  the  trachea  opposite  the  manubrium  at  a  point  corre- 
sponding to  the  second  dorsal  vertebra.  This  space  is  very  small.  The 
thymus  increases  in  size  up  to  the  second  year  and  symptoms  of  pressure 
are  more  apt  to  develop  during  the  first  two  years  of  life.     In  the  case 
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which  he  had  referred  to,  the  thymus  was  very  large  and  the  constriction 
of  the  trachea  was  very  great.  In  one  case  operated  upon  by  Rehu  the 
thymus  was  lifted  up  and  stitched  to  the  anterior  part  of  the  sternum. 
The  patient  recovered. 

From  a  mechanical  point  of  view  the  two  chief  causes  of  death  are 
asphyxia — which  occurs  when  the  enlargement  of  the  thymus  is  chiefly 
in  an  antero-posterior  direction — and  syncope  due  to  pressure  of  the 
gland  on  the  great  vessels  of  the  heart,  chiefly  the  pulmonary  artery.  In 
these  instances,  the  enlargement  of  the  gland  is  chiefly  downward.  Many 
sudden  deaths  in  infants,  and  in  some  cases  where  the  patient  dies  sud- 
denly in  the  first  stages  of  anesthesia,  are  caused  by  thymic  hypertrophy. 

Dr.  MacKenty  said  that  it  had  been  his  intention  to  take  the  child  into 
a  hospital  and  perform  a  bronchoscopy  to  determine  whether  there  was  a 
tracheal  obstruction.  He  was  not  yet  sure  that  it  was  not  an  intra- 
tracheal condition,  but  one  point  which  inclined  him  to  think  otherwise 
was  that  the  physical  signs  suggested  pressure  on  the  left  bronchus.  If 
the  pressure  on  the  left  bronchus  was  sufficient  to  partially  obstruct  it 
then  he  was  inclined  to  favor  the  view  that  it  was  due  to  thymus  ob- 
struction and  not  to  contraction  of  the  trachea.  He  had  also  intended, 
if  the  thymus  were  at  fault,  to  pull  the  thymus  upward  and  if  practicable 
remove  it,  or  at  least  to  bring  it  up  into  the  neck  to  relieve  the  pressure, 
but  the  parents  had  objected  to  any  manner  of  operative  procedure. 

Some  of  these  cases  have  been  relieved  by  x-ray  treatment.  He  in- 
tended to  try  to  induce  the  parents  to  bring  the  child  back  to  the  hos- 
pital and  have  it  undergo  treatment  by  Dr.  Law. 

Case    of    Hodgkins    Disease    With    Pressure    Symptoms    on    Larynx    and 
Esophagus.     Dii.  William  A.  Scrutox. 

Female,  aged  35.  Family  history,  negative.  Personal  history,  Russian; 
general  health  excellent  up  to  the  past  year,  during  which  there  has  been 
an  increasing  loss  of  weight  and  consequent  weakness.  Twelve  years 
ago  while  having  trouble  with  the  teeth,  swelling  appeared  on  right  side 
of  neck  and  pus  was  finally  discharged.  Nine  years  ago  moderate  hyper- 
trophy of  glands  on  right  side  of  the  neck  was  again  noticed.  The  con- 
dition remained  quiet  until  one  year  ago  when  the  hypertrophy  became 
active  and  has  progressively  increased.     X-ray  applications  ineffectual. 

Examination:  Markedly  asthenic  appearance;  skin  is  dry  and  of  a 
peculiar  color  suggestive  of  bronzing.  Large,  tense,  deeply  seated  mass 
at  the  anterior  border  of  the  sterno-cleido-mastoid  muscle,  midway  be- 
tween the  upper  and  lower  attachments  of  same;  right  side  of  neck. 
Numerous  small  glands  can  be  freely  rolled  under  the  finger;  they  are 
situated  in  the  anterior  and  posterior  triangles  of  either  side  of  the  neck. 
The  superficial  glands  elsewhere  are  not  palpable.  Examination  of  mouth 
shows  the  right  tonsil  hypertrophled  and  inflamed,  displaced  forward  and 
inward  by  a  mass  which  bulges  the  lateral  pharyngeal  wall  to  an  extent 
seriously  interfering  with  deglutition.  Respiration  labored  when  there 
is  slight  exertion. 

Chest  examination:      Fluid   right  side,   aspiration   produced   a   clear 
straw-colored  fluid  which  the  laboratory  pronounced  sterile.    X-ray  shows 
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no  hypertrophy  of  the  glands  in  the  mediastinum.     No  hypertrophy  of 
liver  or  spleen  noted. 

Blood  examination:  Several  examinations  were  made;  the  following 
is  typical:  Erythrocytes,' 6,376,000;  Leucocytes,  9,000;  Hemoglobin,  80 
per  cent;  large  mononuclear  lymphocytes,  6  per  cent;  small  mononuclear 
lymphocytes,  13  per  cent;  polynuclear  neutrophiles,  81  per  cent;  Wasser- 
mann  reaction,  negative  in  each  of  two  tests. 

Dr.  J.  G.  Callison.  pathologist  at  the  Manhattan  Eye,  Ear  and  Throat 
Hospital,  reports  on  specimen  of  gland  removed  from  neck  as  follows: 
"In  this  tissue  the  typical  structure  of  a  lymph  node  is  lost,  although 
the  number  of  lymph  cells  is  not  markedly  reduced.  With,  the  loss  of 
structure  there  is  a  considerable  degree  of  fibrosis  present.  The  tissue 
also  contains  a  number  of  eosinophil  cells  of  the  type  appearing  in  Hodg- 
kin's  disease." 

I  believe  the  tissue  shows  sufficient  of  the  changes  present  in  Hodg- 
kin's  disease  to  justify  such  a  diagnosis.  Dr.  W.  G.  MacCallum,  profes- 
sor of  pathology  in  Columbia  University  Medical  School  concurs  in  this 
opinion.  The  patient  has  been  in  the  hospital  ward  twice.  The  duration 
of  each  occasion  being  about  two  weeks.  The  temperature  invariably 
showed  an  afternoon  rise  to  an  average  of  101.5°;  on  one  occasion  it 
reached  102.5°  never  higher. 

This  woman  has  passed  out  of  my  control,  but  when  last  seen  was  fail- 
ing rapidly.  Complained  then  of  increased  weakness,  dysphagia  and- 
dyspnea. 

Dr.  H.  D.  Rolleston  in  The  Practitioner,  1911,  gives  the  following 
prognosis.:  Death  usually  results  within  three  years,  due  to  pressure 
on  vital  organs  (trachea,  bronchi  or  great  vessels)  or  to  toxemia,  anemia 
or  asthenia.  A  secondary  infection  with  tubergulosis  may  also  termin- 
ate life." 

DISCUSSION. 

Dr.  Douglas  accepted  the  diagnosis  and  said  that  he  would  like  to  call 
attention  to  his  own  recent  treatment  of  some  of  these  cases,  in  which 
marked  improvement  had  resulted  from  the  administration  of  diphtheria 
anti-toxin.  In  some  instances  'the  glandular  swellings  had  disappeared 
and  in  others  had  markedly  improved.  The  improvement,  however,  did 
not  last.  Experiments  are  now  being  made  with  another  serum  in  the 
Post-Graduate  Hospital,  and  so  far  the  reports  are  very  satisfactory,  but 
would  require  much  testing. 

Dr.  Lederman  asked  if  repeated  injections  had  been  given;  to  which 
Dr.  Douglas  replied  that  only  small  immunizing  doses  had  been  given. 

Dr.  MacKenty  said  that  an  interesting  point  was  the  differentation  of 
the  diagnosis  between  Hodgkin's  disease  and  sarcoma.  He  had  had  two 
cases  of  sarcoma  which  clinically  resembled  it.  It  was  often  difficult, 
however,  to  make  the  diagnosis  even  after  pathological  examinations  had 
been  made.  , 

Dr  Dwyer  said  that  he  had  an  opportunity  of  seeing  the  specimens  of 
tissue  and  the  difficulty  of  making  the  diagnosis  in  the  first  instance  was 
due  to  the  fact  that  the  first  specimen  was  practically  structureless  be- 
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ing  simply  broken-down  and  degenerated  glands  showing  no  character- 
istics of  any  kind.  The  second  specimen  showed  the  characteristic  of 
Hodgkin's  disease,  although  the  eosinophilia  was  not  as  marked  as  usual 
and  on  the  whole  the  growth  would  be  considered  an  atypical  one. 

Regarding  treatment,  Dr.  Dwyer  said  he  would  advise  a  trial  of  col- 
loidal copper,  as  this  was  the  agent  they  were  using  for  malignant 
growths  at  present  and  this  condition,  so  far  as  we  know,  is  rather  al- 
lied to  these  growths.  The  results  from  the  use  of  collodial  copper  have 
been  rather  encouraging  but  the  series  was  too  small  and  the  time 
elapsed  since  treatment  too  short  to  judge  of  any  permanent  results. 

Dr.  Scrutox  asked  for  suggestions  in  regard  to  the  treatment  of  the 
case.  Should  the  patient  be  allowed  to  die  without  doing  anything,  or 
would  it  be  well  to  attempt  to  remove  some  of  the  disease  and  keep  her 
alive  for  a  while.  He  was  afraid  that  if  she  were  put  under  an  anesthetic 
the  effect  would  be  fatal. 

Case  of  Sarcoma  of  the  Antrum.     Dr.  Beamax  Douglass. 

Dr.  Douglass  said  that  it  was  only  two  months  since  he  had  operated 
in  this  case,  and  he  believed  that  the  man  might  be  considered  well. 
'  It  was  a  small,  round-celled  sarcoma  which  involved  the  antrum,  the 
sphenoid,  and  the  ethmoid.  The  operation  was  done  without  tying  the 
carotid  artery,  and  it  recurred  immediately.  Two  weeks  later  another 
operation  was  performed,  and  the  recurrence  entirely  removed,  and  he 
felt  confident  that  the  case  might  be  considered  cured.  It  was  now  two 
months  since  the  last  operation.  The  carotid  artery  was  tied,  the  nose 
split,  and  the  entire  maxillary  bone  removed. 

Epithelioma  of  the  Soft  Palate.     Dr.  Beamax  Douglass. 

Dr.  Douglass  said  that  this  was  another  interesting  malignant  case 
of  the  right  soft  palate,  involving  the  anterior  pillar  of  the  fauces. 
The  diagnosis  of  epithelioma  was  made  by  the  microscope.  The  growth 
was  removed  two  months  ago  by  a  radical  operation,  after  tying  the 
carotid  artery.  He  believed  that  this  case  also  might  be  considered 
entirely  well.  He  might  be  unduly  optimistic,  but  he  felt  convinced  that 
the  patient  might  be  considered  cured.  There  was  no  question  in  regard 
to  the  correctness  of  the  diagnosis  in  either  of  these  cases. 

DISCUSSIOX. 

Dr.  Smith  said  that  it  was  farthest  from  his  desire  to  cast  a  shadow 
upon  the  supreme  optimism  of  Dr.  Douglass,  Ijut  that  he  had  never  seen 
a  case  of  sarcoma  of  the  nose  involving  the  ethmoidal  region  which  did 
not  recur  after  operation,  irrespective  of  the  apparent  small  extent  of  the 
involvement  at  the  time  of  examination.  He  thought  it  possible  that 
the  present  retrograde  movement  of  the  malignant  involvement  was  in 
part  due  to  the  fact  that  the  nourishment  of  the  tumor  had  been  cut 
•  off  by  the  ligation  of  the  external  carotids.  In  the  case  of  epithelioma 
of  the  palate  he  thought  there  seemed  to  be  too  much  induration  and  in- 
flammation adjacent  to  the  wound  to  claim  that  recurrence  was  improb- 
able. He  said  that  six  or  seven  years  ago  he  had  himself  had  a  case 
of  epithelioma  of  the  palate  upon  which  it  was  necessary  to  operate 
three  times,  and  at  the  last  operation  the  entire  soft  palate  and  lateral 
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pharyngeal  wall  of  the  right  side  had  been  removed.  He  had  shown 
this  case  at  two  different  periods  to  the  section,  the  first  time  some 
months  after  the  last  operation  and  the  second  several  years  after  it.  After 
that  he  had  followed  the  case  tor  at  least  five  or  six  years  and  there  had 
been  no  more  recurrences.  The  man's  profession  was  that  of  a  cooper, 
and  it  was  necessary  for  him  to  blow  into  the  bunghole  of  the  barrel  to 
see  if  the  barrel  was  air-tight.  For  a  long  time  after  the  operation  he 
was  unable  to  do  this  owing  to  the  fact  that  the  air  would  escape  through 
the  nose,  there  being  no  prevention  by  means  of  the  soft  palate.  But 
nature  had  after  a  while  met  all  the  requirements  of  the  case  by 
excessive  hypertrophy  of  the  posterior  tips  of  the  turbinates,  and  he 
was  able  to  resume  the  full  functions  of  his  calling.  Dr.  Smith  said  that 
it  seemed  too  soon  to  assume  that  a  cure  had  been  effected  in  either  of 
the  cases  presented  by  Dr.  Douglass. 

Dr.  Leuerman  said  that  he  wished  to  offer  a  word  of  encouragement  to 
Dr.  Douglass,  for  he  himself  had  had  a  somewhat  similar  case,  a  man, 
26  years  old^  in  whom  he  had  injected  Coley's  serum  a  number  of  times, 
which  brought  on  a  decide<i  reaction  at  each  treatment.  He  had  later 
turned  the  case  over  to  Dr.  Dawbarn,  who  was  at  that  time  testing  his 
operation  of  starvation  by  ligating  the  external  carotid  arteries.  The 
growth  receded  probably  a  third,  if  not  more,  after  the  double  ligation. 
This  growth  had  extended  into  the  antrum  and  posteriorly  into  the 
pharynx,  involving  the  spenoidal  sinus  on  the  left  side.  A  radical 
operation  was  done  later  and  the  whole  left  superior  maxillary  bone, 
part  of  the  spenoid  and  ethmoidal  cells  were  removed;  it  was  a  very 
bloody  operation  m  spite  of  the  ligation  of  the  carotids.  The  man  made 
a  good  recovery,  and  seven  or  eight  years  after  the  original  operation 
the  growth  had  not  recurred.  The  diagnosis  (small  round-celled  sar- 
coma) was  made  by  the  microscop-e.  This  man  was  afterwards  fitted 
with  an  artificial  palate  and  upper  jaw,  and  got  along  very  comfortably. 

Dr.  SiiiTit  said  that  the  Dawbarn  operation  consisted  not  in  the  ligation 
of  one  but  of  both  external  carotids,  and  the  shutting  off  of  all  the 
blood-supply  above  the  ligation.  That  if  only  one  carotid  was  tied,  the 
circulation  would  take  place  from  the  opposite  side.  He  said  that  the 
injection  of  Coley's  serum  unquestionably  created  a  fibrosis  in  malignant 
tumors  which  tended  to  lessen  hemorrhage.  That  in  a  case  of  sarcoma 
recently  under  his  care  Coley's  fluid  had  been  employed  for  a  long  time 
and  that  a  major  operation  for  removal  of  the  growth,  not  for  the 
purpose  of  cure,  but  for  the  relief  of  pain,  had  resulted  in  very  much 
less  hemorrhage  than  in  an  operation  several  months  prior  for  the 
removal  of  a  specimen  for  examination. 

Dr.  MacKenty  said  that  he  had  operated  in  many  cases  of  sarcoma 
and  those  that  had  ultimately  recurred  were  very  few.  One  case 
recurred  after  five  years,  and  during  that  time  the  patient  was  apparently 
perfectly  well.  The  disease  was  evidently  dormant  during  that  time. 
It  is  common  for  sarcomas  to  remain  apparently  well  for  twelve  or 
fifteen  months  after  operation,  or  longer.  One  extensive  case  of  sarcoma 
in  a  child  was  recalled  by  what  had  been  said  of  Coley's  serum.  The 
child   was   in   an   inoperable   condition   and   developed   an   attack  of   ery- 
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sipelas,  and  a  month  or  six  weeks  later  the  entire  mass  had  disappeared. 
It  subsequently  returned  and  proved  fatal. 

He  was  not  at  all  optimistic  in  regard  to  the  non-recurrence  of  sar- 
comas,   for   he   regarded    them   the    most    malignant   tumor    we    have    to 

deal  with. 

Dr.  Snirsox  said  that  his  experience  showed  that  these  tumors 
almost  invariably  recur,  even  though  this  may  be  delayed  for  some 
time.  There  must  be  an  interval  of  at  least  a  year  before  beginning  to 
hope  they  are  cured. 

Dr.  Gox  said  that  his-  experience,  like  that  of  the  others  who  had 
spoken,  inclined  him  to  believe  that  one  must  expect  recurrences  almost 
always.  A  case  may  go  on  well  for  a  time,  but  there  is  usually  a  recur- 
rence. There  have  been  some  notable  exceptions,  and  he  recalled  one 
case  which  he  operated  upon  about  seven  years  ago.  The  patient  was  a 
young  man  of  about  17,  with  a  sarcoma  of  the  tonsil,  which  was  removed. 
The  glands  of  the  neck  were  also  involved.  The  pathologist  pronounced 
the  tissue  from  both  tonsils  and  glands  to  be  sarcomatous  without  doubt. 
The  young  man,  however  is  still  well  to-day,  and  seems  strong  and  healthy, 
with  no  evidence  of  a  return  of  the  growth. 

Dr.  Hurd  told  of  a  case  of  adeno-sarcoma  on  which  he  had  operated 
a  year  and  a  half  ago,  with  no  recurrence  to  date,  but  he  did  not  feel  at 
all  optimistic  and  would  not  be  surprised  at  a  recurrence.  He  had  cut 
cut  every  bit  of  the  gland-bearing  tissue  except  the  vestibule  and  left 
frontal  sinus,  and  cleaned  out  the  bone  thoroughly.  It  all  filled  with 
connective  tissue  and  the  patient  has  a  fairly  good  functionating  organ. 

Two  years  age  he  saw  a  young  man  who  had  had  a  growth  in  the 
ethmoidal  region.  He  probed  through  the  brain  for  an  inch  and 
operated  through  the  orbital  roof,  doing  practically  the  Killian  operation. 
The  growth  in  the  nose  was  cleaned  out  thoroughly  and  flush  with  the 
dura,  and  one  could  go  through  the  frontal  lobe  of  the  brain  for  about 
an  inch.  The  tissue  was  examined  by  Dr.  Jonathan  Wright,  who  said 
positively  that  it  was  not  syphilis  and  was  probably  sarcoma  of  the 
brain,  but  the  young  man  is  still  alive  and  apparently  healthy.  One  can 
see  a  few  nodules  in  the  nose  apparently  healed-over  granulations.  He 
has  never  had  syphilis,  but  for  precaution  had  been  on  anti-syphilitic 
treatment  for  a  year. 

Dr.  Carter  said  that  he  was  convinced  that  the  number  of  recurrences 
in  cases  of  malignant  diseases  would  be  greatly  reduced  if  it  were 
generally  borne  in  mind  that  the  tumor  itself  should  not  be  cut  into 
or  in  any  way  injured  before  the  operation.  The  incision  should  always 
be  made  wide  of  the  area  affected  by  the  disease,  for  if  the  growth  itself 
is  cut  into,  the  cells  are  quickly  carried  beyond  the  affected  area  by 
the  lymphatics  and  blood-vessels — this  accounts  for  a  great  many  re- 
currences. 

(To  he  continued.). 
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as  settled  by  law,  and  also  of  the    legal  relations  of  the  regular  profes- 
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It  is  the  duty  of  every  doctor  to  inform  himself  concerning  his  relation 
toward  the  public  and  to  his  fellow-practitioners. 

There  are  interesting  chapters  on  compensation,  the  legal  collection  of 
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THE  RECENT  PROGRESS  OF  ENDOSCOPIC  METHODS  AS 

APPLIED  TO  THE  LARYNX,  TRACHEA,  BRONCHI, 

ESOPHAGUS  AND  STOMACH.* 

DR.   CHEVALIER  JACKSON,   PITTSBURGH,   PA. 

Killian,  the  father  of  bronchoscopy,  three  years  ago  wrote :  "'A 
vast  amount  of  material  has  accumulated  which  must  be  tested, 
observed  and  arranged."  If  I  shall  fail,  as  doubtless  I  shall,  to 
report  the  extent  to  which  this  material  has  been  tested,  I  can  but 
point  to  the  next  sentence  by  the  same  great  master:  ""Day  by 
day  this  scientific  data  increases  so  that  soon  it  will  be  difficult  to 
keep  pace  with  it.  Knowing  the  enormousness  of  the  task  and  my 
inability  to  fulfill  it,  as  well  as  to  prevent  overlapping,  it  was 
thought  best  to  leave  to  my  co-reporter,  Prof.  Killian,  the  difficult 
task  of  reviewing  the  recent  European  progress  of  endoscopy.  To 
report  all,  even  of  American  recent  endoscopic  progress,  would  be 
impossible  in  the  present  limits  of  time  and  space. 

IVho  shall  do  endoscopy  of  the  larynx,  tracheo-bronchial  tree, 
esophagus  and  stomach :  For  the  purpose  of  collecting  statistics.  I 
sent  out  circular  letters  of  inquiry  to  380  laryngologists  in  America. 
I  did  not  include  European  workers  because  my  distinguished  co- 
referee.  Prof.  Killian,  will  report  to  you  the  European  progress  in 
endoscopy.     The  majority  of  the  380  were  examining  the  larynx 
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by  direct  laryngoscopy,  but  only  seventy-nine  of  them  had  attempt- 
ed bronchoscopic  or  esophagoscopic  foreign  body  work.  Only 
thirty-five  of  the  laryngologists  cared  to  do  this  work,  stating  that 
they  believed  it  should  be  referred  to  a  few  men.  The  views  of 
matiy  ^are  well  expressed  in  the  following  letter  from  Dr.  Derrick 
T.  Vail:  "I  have  referred  such  cases  to  those  who  are  equipped-for 
the  work.  I  think  this  is  a  specialty  within  the  specialty  which  is 
better  followed  by  one  or  two  men  in  such  a  community  as  this 
(Cincinnati)  rather  than  by  all."  One  man  had  spent  three  months 
in  a  European  clinic  studying,  among  other  things,  edoscopic  technic. 
After  coming  home,  he  made  the  serious  error  of  not  doing  any 
tube  work  at  all  for  over  a  year,  had  no  trained  assistant  or  nurse 
and  a  numerically  insufficient  armamentarium,  which  he  brought 
home  with  him.  He  concludes  his  letter  thus :  "I  have  only  had  two 
cases,  both  esophagoscopy  for  coins  near  the  cricoid.  Both  patients 
died  on  the  table.  I  shall  never  do  another  esophagoscopy,  because 
I  do  not  see  a  sufficient  number  of  cases  to  do  good  work."  The 
emergency  character  of  many  cases  demands  that  each  large  city 
shall  have  at  least  one  man  properly  trained  and  equipped  for  any 
sort  of  peroral  endoscopy;  but  every  laryngologist  should  be  able 
to  examine  the  larynx  of  every  child  by  the  direct  method  without 
any  anesthesia,  general  or  local,  because  the  direct  method  is  the 
only  way  in  which  the  very  young  child's  larynx  can  be  examined, 
and  it  is  but  a  platitude  to  say  that  a  laryngologist  must  be  able  to 
examine  the  larynx.  When  it  comes  to  endoscopy  of  the  tracheo- 
bronchial tree,  to  do  the  work  promptly,  skillfully  and  safely,  and 
always  through  the  mouth,  requires  not  only  the  facile  hands,  but, 
like  the  best  modern  surgery,  a  trained  organization  which  shall 
have  such  constant  training  as  to  do  its  work  well.  More  than  this, 
in  tracheo-bronchoscopy,  unique  in  the  whole  realm  of  surgery, 
promptness  and  precision  often  makes  the  difference  between  the 
life  or  the  death  of  the  patient.  There  must  be  no  failure  at  a 
critical  moment  upon  the  part  of  any  factor  (person,  instrument  or 
apparatus)  in  the  organization.  It  is  such  failure  that,  makes  the 
wide  difference  between  the  percentage  of  mortality  shown  in  the 
statistics  of  the  work  of  the  occasional  operator  and  of  the  large 
clinics.  In  esophagoscopy  the  same  holds  true  in  regard  to  foreign- 
body  work,  where  lack  of  skill  may  cause  dangerous  dyspnea,  which, 
with  lack  of  promptness  and  precision,  may  prove  fatal.  In  the 
diagnosis  and  treatment  of  disease,  the  same  degree  of  skill  is  neces- 
sary for  safe  introduction  and  promptness  and  precision  are  neces- 
sary in  order  that  esophagoscopy  for  diagnosis  will  be  advised  as  a 
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simple  and  minor  procedure  of  slight  discomfort  to  be  resorted  to 
on  the  slightest  indication.  In  no  other  way  can  esophagoscopy  ac- 
complish its  full  measure  of  usefulness  in  the  diagnosis  and  treat- 
ment of  esophageal  disease,  and  especially  of  pre-cancerous  diseases 
such  as  leucoplakia,  abdominal  and  hiatal  esophagismus,  stasis, 
erosion,  ulceration,  and  also  in  the  early  detection  of  malignancy. 
Radiography  in  its  relations  to  peroral  endoscopy:  Excellent 
progress  has  been  made  in  the  radiographic  localization  of  foreign 


Figui-e  1.  Aspirator  for  esophagoscopy  with  additional  tuhe  connected 
with  the  plus  pressure  side  foi-  use  in  case  of  occlusion  of  the  esophageal 
drainage  tube. 
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Figure   2.    Esophageal    sjieculum   for   foreign    body    work    and    for    opera- 
tions upon  the  upper  end  of  the  esophagus. 

bodies.  This  is  especially  true  in  regard  to  the  technical  improve- 
ments which  have  rendered  possible  the  practically  instantaneous 
radiography,  as  it  has  quite  recently  been  recognized  (Tilley  and 
others)  that  an  instantaneous  radiograph  will  often  show  foreign 
bodies  not  visible  with  longer  exposures.  A  deep  inspiration  held 
during  the  exposure  creates  an  artificial  emphysema  which  causes 
the  foreign  body  to  show,  because  it  lessens  the  density  of  the 
thorax ;  though  it  must  be  borne  in  mind  that  the  more  horizontal 
position  of  the  ribs  and  the  displacement  of  the  viscera,  including  the 
foreign  body,  must  be  allowed  for  in  the  localization.    The  steady 
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progress  made  by  the  radiographer  in  lateral  radiography  of  the 
thorax  has  not  only  been  of  great  aid  in  the  general  localization 
from  bony  and  visceral  landmarks,  but  also  in  conjunction  with  the 
caliper-guide  suggested  by  Dr.  Boyce  and  perfected  by  the  author. 
In  conjunction  with  the  lateral  radiograph  the  caliper-guide  will 
bring  the  point  of  the  bronchoscope  in  close  relation  with  the  foreign 
body,  thereby  greatly  diminishing  the  number  of  small  bronchial 
tubes  to  be  searched;  this  method  being  used,  of  course,  only  in  case 
of  small  foreign  bodies  which  have  fallen  into  a  very  small  bronchus 
far  down  or  far  out  near  the  periphery  of  the  lungs.  The  lateral 
placement  of  the  point  of  the  bronchoscope  depends  upon  a  mark 
placed  on  the  skin  by  the  radiographer  who  determines  the  point 
by  an  antero-posterior  radiograph.  Another  aid  in  this  same  class 
of  difficult  cases  has  been  used  by  the  author.  A  positive  trans- 
parent film  of  the  tracheo-bronchial  tree  is  laid  over  the  negative 
of  the  patient  showing  the  foreign  body,  when  the  foreign  body 
will,  show  through  the  transparent  tracheo-bronchial  tree  of  the 
overlying  positive  film.  In  placing  the  film,  bony  landmarks  are 
not  reliable  and  visceral  landmarks  are  necessary.  The  two  im- 
portant visceral  landmarks  are  the  dome  of  the  pleura  and 
the  dome  of  the  diaphragm.  It  is  needless  to  say  the  tracheo- 
bronchial tree  necessarily  lies  in  the  body  of  the  lung  be- 
tween these  two  landmarks,  and  lines  corresix)nding  to  these  are 
placed  on  the  film.  Twelve  photographic  enlargements  and  reduc- 
tions are  on  hand  so  that  a  film  of  the  size  (rather  than  age)  is 
available  for  atiy  sized  patient.  All  this  work  is  done,  of  course, 
in  a  darkened  room,  with  a  strongly  illuminated  shadow-box ;  and 
in  the  event  of  the  foreign  body  showing  very  faintly  on  the  radio- 
graph of  the  patient,  it  is  strengthened  by  an  ink-mark  on  the  un- 
coated  side  of  the  negative,  which  can  be  readily  erased  afterwards 
if  desired.  One  source  of  error,  of  course,  is  that  the  positives  of 
the  tracheo-bronchial  tree  are  made  from  the  tracheo-bronchial  tree 
of  a  cadaver,  whereas  bronchoscopic  study  of  the  tree  shows  that 
it  is  not  quite  in  the  same  position  in  the  living.  I  have  found  the 
injection  preparations  of  Bruenings  to  come  nearer  those  of  the 
living  tree  than  any  other  that  I  have  been  able  to  find,  and  there- 
fore I  have  used  them  in  making  the  positive  films.  It  is  customary 
in  the  interpretation  of  a  radiograph,  when  one  lung  shows  dark 
and  the  other  light,  to  consider  that  the  dark  side  contains  the 
foreign  body  which  has  occluded  the  main  bronchus  with  perhaps 
compensatory  emphysema  on  the  opposite  side.  Iglauer  reports  a 
very  interesting  case  where  this  reading  was  erroneous  because  the 
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foreign  body  had,  by  a  valve-like  action,  imprisoned  more  air  in 
the  obstructed  side,  so  that  there  was  a  very  marked  emphysema 
shown  by  the  radiograph  on  the  obstructed  side.  The  negative 
report  from  the  radiographer  remains  to-day  as  it  always  has  been, 
unreliable,  because  many  bodies  are  not  opaque  to  the  ray,  and, 
moreover,  the  foreign  body  may  not  be  the  same  as  that  of  which 
we  get  a  history.  In  addition  to  this,  even  metallic  bodies  at  times 
do  not  show.  For  instance,  in  one  of  the  author's  cases,  that  of 
an  enormous  womati  of  53,  expert  radiographers,  for  a  period  of 
two  years,  made  quite  a  number  of  exposures,  but  were  unable  to 
demonstrate  a  tack  which  they  finally  demonstrated  to  be  present, 
and  which  the  author  removed.  Such  occurrences  will  doubtless  be 
less  and  less  frequent  because  of  the  steady  advance  in  the  technical 
perfection  of  radiography.     A  number  of  recent  cases  have  made 


Figure  3.  Thimble  bite  block  originally  suggrested  by  Boyce  and  im- 
proved by  McKee  and  McCready.  Ether  is  insufflated  through  the  tube, 
if  needed,  for  esophagoscopy.  The  tube  on  the  bite  block  is  not  used  in 
bronchoscopy. 

it  quite  clear  that  it  is  necessary  to  do  a  brotichoscopy  if  there  is 
any  reason  to  expect  from  the  history  that  there  is  a  foreign  body 
located  somewhere  in  the  air-passages  or  the  esophagus,  notwith- 
standing a  negative  ray  finding  and  a  total  absence  of  symptoms, 
for  it  is  remarkable  how  tolerant  the  trachea,  bronchi  and  the 
esophagus  become  to  the  presence  of  foreign  bodies  after  the  initial 
symptoms  immediately  following  the  accident  have  subsided. 
Radiography  has  been  of  great  aid  in  the  study  of  diseases  of  the 
esophagus,  but  it  has  been  clearly  demonstrated  that  they  are  apt  to 
be  quite  misleading  if  taken  alone  without  endoscopy.  For  in- 
stance, one  case  sent  to  the  author  for  the  removal  of  a  diverticulum^, 
was  found  not  to  be  a  diverticulum  at  all,  but  an  enormous  dilata- 
tion of  the  entire  esophagus  due  to  an  abdominal  esophagismus. 
This  dilatation  was  filled  with  food  so  that  when  the  bismuth  por- 
ridge was  swallowed  it  simply  lodged  on  top  of  the  mass  of  food. 
The  food  did  not  throw  a  shadow,  but  the  porridge  did  in  a  mass 
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closely  resembling  a  diverticulum.  On  introduction  of  the  esopha- 
goscope,  nearly  two  quarts  of  stale  food  was  removed.  Further- 
more, to  attempt  to  make  a  diagnosis  and  treat  diseases  of  the 
esophagus  on  the  ray  findings  alone,  or  supplemented  with  labora- 
tory and  blind  methods  is  to  ignore  the  greatest  of  recent  progress 
in  the  treatment  of  diseases  of  the  esophagus.     It  is  not  enough  to 


Figure  4.  Showing  the  best  position  of  the  operator,  patient  and  assist- 
ant for  direct  laryngoscopy  on  adult  patients  under  local  anesthesia.  The 
sitting  position  of  the  operator  renders  laryngeal  exposure  easy  for  pa- 
tient and  operator;  whereas  the  usual  standing  position  of  the  operator 
throws  the  patient  into  a  posture  that  renders  laryngeal  exposure 
difficult  as  well  as  throwing  the  trachea  out  of  line.  The  assistant's  right 
index-flnger  is  used  for  counter-pressure  either  backward  or  laterally,  a» 
needed. 


know  that  there  is  a  diverticuluni,  a  dilatation  or  a  spastic  stenosis. 
To  do  effective  work,  it  is  necessary  to  know  the  condition  of  the 
mucosa  and  especially  the  lesions  in  the  abdominal  esophagus,  and 
the  cardial  portion  of  the  stomach.  There  is  absolutely  no  way 
of  knowing  these  without  the  esophagoscope. 
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Instruments:  Quite  a  number  of  new  forms  of  illumination  and 
new  tubes  have  been  devised,  and  they  practically  all  have  done 
good  service  in  the  hands  of  skillful  men.  In  the  statistics  which 
the  author  gathered,  there  was  practically  no  difference  either  in 
the  mortality  or  the  percentage  of  successful  removals  of  foreign 
bodies  between  the  dift'erent  kinds  of  tubes  and  illumination.  Far 
more  depended  on  the  individual  skill  of  the  operator.  Doubtless 
the  best  instrument  for  each  operator  is  the  one  with  which  he  has 


Figure  5.  Schematic  illustration  of  normal  position  of  the  intra-thoracic 
trachea,  and  also  of  the  entire  trachea  when  the  patient  is  in  the  correct 
position  for  peroral  bronchoscopy,  such  as  the  original  Kirstein  position, 
or  that  shown  in  Figure  3.  When  the  head  is  thrown  backward  (as  in  the 
usual  or  in  the  Rose  position)  the  anterior  convexity  of  the  cervical  spine 
Is  transmitted  to  the  trachea  of  which  the  axis  is  no  longer  straight. 

practiced  most.  Efforts  to  produce  jointed  and  angular  esopha- 
goscopes  and  gastroscopes  continue,  and  all  such  should  be  en- 
couraged (provided  great  care  is  exercised)  because  all  effort  re- 
sults in  increased  attention  to  the  esophagus  and  its  diseases.  There 
is  absolutely  no  hope  that  any  esophageal  instrument  will  ever  be 
devised  that  will  be  safe  unless  carefully  used,  because  even  the 
soft  rubber  stomach  tube  has  been  known  to  cause  fatal  perfora- 
tion. One  of  the  most  successful  of  the  angular  esophagoscopes  is 
the  indirect  one  of  Lewisohn.  I  saw  it  passed  upon  a  patient  with 
practically  no  discomfort  and  the  view  was  good.     In  its  present 
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form  it  is,  of  course,  adapted  to  simple  inspection,  not  for  the  re- 
moval of  foreign  bodies  or  specimens,  nor  for  probing  or  palpation, 
wiping  or  medication.  For  dealing  with  foreign  bodies  and  disease 
high  up  in  the  esophagus,  the  author  has  found  exceedingly  useful, 
an  elongation  of  his  laryngeal  speculum.  This  instrument  is  25 
cm,  long  for  use  in  adults,  and  with  it  there  is  very  much  less  risk 
of  overriding  foreign  bodies  in  the  high  situation  than  with  the 
esophagoscope.  This  esophageal  speculum  has  also  been  found  par- 
ticularly useful  for  the  breaking  up  of  those  rare  congenital  webs 
first  described  by  Mosher  and  Clark,  and  of  the  high  strictures  of 
the  esophagus  which  re?ult  from  decubitus  ulcers  resulting  from  the 
mixed  infections  complicating  enteric  fever,  scarlatina,  diphtheria 
and  like  conditions  and  the  breaking  down  of  gummata.  These 
webs  and  strictures  yield  quite  readily  to  the  breaking  up  and  stretch- 
ing with  this  speculum.  Some  few  forms  of  cicatricial  stenoses, 
especially  those  following  the  breaking  down  of  gummata.  have  a 
tendency  to  recur  and  it  is  necessary  to  repeat  the  treatment  fre- 
quently, but  in  most  of  the  conditions,  a  very  few  treatments  are 
sufficient,  a  divulser  being  only  occasionally  required.  Yankauer  has 
perfected  an  aspirator  for  the  removal  of  secretions  operated  by  a 
small  exhaust  fan  in  connection  with  an  electric  motor.  He  has  also 
used  a  jet  of  compressed  air  blowing  sidewise  across  the  proximal 
tube-mouth  to  blow  away  the  secretions  coughed  out  by  the  patient 
to  prevent  them  soiling  the  mirror  of  the  Bruenings  lamp  or  Kirstein. 
head-light.  It  certainly  is  a  comfort  to  see  the  stream  of  coughed- 
up  secretion  being  projected  off  sidewise  instead  of  getting  it  in 
one's  face.  Ingals  uses  an  electric  aspirating  pump  originally  de- 
vised for  massage  of  the  ear.  A  number  of  endoscopists  are  using 
various  forms  of  aspirators  attached  to  a  water  faucet.  In  using 
this,  it  is  necessary  to  exercise  precaution  if  commercial  circuits 
are  used  for  illumination,  lest  the  current  be  "grounded''  through 
the  water  pipes,  especially  when  withdrawing  long  aspirating  tubes. 
The  author  prefers,  for  esophagoscopy,  an  aspirator  in  the  wall  of 
the  esophagoscope  or  gastroscope,  the  exhaust  being  by  an  aspirat- 
ing syringe.  The  positive  pressure  side  of  the  syringe  also  has  a 
soft  rubber  tube,  and  in  case  the  aspirating  canal  in  the  wall  of  the 
esophagoscope  becomes  obstructed,  a  change  of  the  soft  rubber  tube 
from  the  negative  pressure  to  the  positive  pressure  will*  force  out 
any  clots  or  other  obstructions  which  may  have  entered  the  canal. 
The  author  does  not  use  any  form  of  aspirator,  either  in  the  wall 
of  the  tube  or  otherwise  in  the  bronchoscope.  He  has  found  that 
the  best  of  all  ways  to  remove  abundant  secretions  and  blood  dur- 
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ing  bronchoscopy  is  to  insert  a  large  swab  on  the  usual  long  Cool- 
idge  sponge-carrier,  pushing  it  down  until  the  large  gauze  sponge 
goes  beyond  the  distal  end  of  the  bronchoscope.  Then  the  patient 
will  cough  the  bronchoscope  full  of  the  fluid,  and  the  withdrawal 
of  the  carrier  and  swab  will  pull  up  often  as  much  as  an  entire 


Figure  6.  lateral  radiograph  (by  Dr.  George  C.  Johnston)  of  a  child  of 
4  years,  showing  the  normal  direction  of  the  trachea.  A  pale  streak  is 
seen  extending  backward  as  well  as  downward,  ending  at  the  foreign  body 
in  the  right  bronchus.  There  is  a  narrowing  of  this  streak  at  the  bifurca- 
tion, representing  a  flattening  from  before  backwards.  Compare  schema. 
Figure  5. 

tube  full  of  secretions  at  a  time,  just  as  the  water  above  the  plunger 
of  an  ordinary  pump  will  lift  the  water  which  is  above  the  plunger. 
This  is  one  of  the  advantages  in  working  under  slight  anesthesia  or 
none  at  all.  Contrary  to  many  of  the  statements  that  have  ap- 
peared, the  form  of  aspiration  used  by  the  author  has  absolutely 
nothing  to  do  with  distal   illumination.     There  is  no   form  of  il- 
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lumination  that  will  enable  the  operator  to  see  through  a  pool  of 
blood  and  secretion.  How  to  remove  the  fluid  in  the  least  possible 
time  is  the  study  of  all  endoscopists  and  the  aspirator  in  the  wall 
of  the  esophagoscope  is  used  because  there  is  no  interruption  of  the 
work.  It  is  a  common  thing  at  a  gastroscopy  to  remove  a  pint  of 
fluid  without  any  interruption.  Safety-pin  closers  continue  to  be 
devised.  The  last  one  by  Hubbard  is  very  ingenious,  and  doubtless 
will  be  useful  for  purposes  other  than  closing  pins.  As  is  well 
known,  wide  gagging  of  the  mouth  interferes  very  seriously  with 
endoscopy.  All  that  is  necessary  is  to  keep  the  patient  from  biting 
the  tubes.  For  this  purpose  I  have  found  the  bite  block  devised  by 
Boyce  and  modified  by  my  assistant  McKee  of  great  service.  The 
anesthetizing  tube  is  used  for  insufflation  of  anesthesia  during 
esophagoscopy,  though  it  is  rarely  that  I  use  general  anesthesia.  If 
bronchoscopy  is  used,  the  anesthetic  is  insufflated  through  the 
bronchoscope.  For  amputation  of  the  cancerous  and  the  tubercu- 
lous epiglottis,  I  have  found  most  useful  a  very  heavy  snare  can- 
nula armed  with  No.  5  steel  piano  wire  and  fitted  to  the  massive 
handles  of  the  Peters  tonsil  snare.  By  firm  downward  pressure  on 
Ihe  cannula  the  loop  can  be  made  completely  to  amputate  the  in- 
volved epiglottis,  eit  masse  as  demonstrated  by  dissection  of  the 
removed  tissues.  The  cannula  is  passed  beside  the  laryngeal  specu- 
lum, not  through  its  lumen.  .  Wide  gagging,  as  pointed  out  by  the 
author  many  years  ago,  prevents  proper  laryngeal  exposure  and 
may  thus  defeat  efforts  at  bronchoscopy  by  forcing  the  mandible 
down  on  the  hyoid  bone.  All  that  is  needed  in  the  way  of  a  gag  is 
a  bite  block  to  prevent  the  patient  closing  his  jaws  on  the  delicate 
tube.  For  this,  Dr.  Boyce  devised  the  thimble  bite  block  which  has 
recently  been  modified  in  shape  by  Dr.  McKee  and  an  ether  tube 
has  been  added  by  Dr.  McCready.  Ether  is  insufflated  when  needed 
for  esophagoscopy.  In  bronchoscopy  the  insufflation  is  done  through 
the  bronchoscope. 

Preparation  of  the  patient:  In  all  in.stances  of  obstructive  dis- 
eases of  the  esophagus,  it  is  very  essential  to  have  the  patient  re- 
gurgitate after  taking  a  copious  drink  of  water  in  order  to  make 
sure  that  dilatations  or  diverticula,  if  present,  may  be  emptied. 
Diverticula  can  be  emptied  sometimes  by  pressure  on  the  neck,  but 
in  any  event,  the  presence  of  large  quantities  of  food  in  the  esopha- 
gus interferes  very  seriously  with  esophagoscopy  and  introduces  a 
great  element  of  danger  if  a  general  anesthetic  be  used.  In  all 
cases  in  which  time  permits  it  is  very  essential,  before  broncho- 
scopy, esophagoscopy  or  gastroscopy,  that  the  patient  be  prepared 
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as  for  any  operative  procedure  by  a  carthartic,  rest  in  bed,  and  the 
mouth  should  always  be  thoroughly  cleansed  by  numerous  brush- 
ings  of  the  teeth  and  rinsing  the  mouth  with  30  per  cent  alcohol, 
which  is  the  best  non-toxic  antiseptic.  The  author's  early  insist- 
ence upon  strictly  aseptic  operating-room  technic  in  all  forms  of 
peroral  endoscopy,  while  much  ridiculed  at  the  time,  has  come  to 
be  recognized  everywhere  as  quite  essential  in  a  procedure  which 


Figure  7.  Illusiration  of  a  positive  film  used  for  overlaying  to  assist  in 
localization  of  foreign  bodies  or  lesions  in  the  thorax.  The  lower  white 
line  (D-D)  corre-Tonds  to  the  diaphragm,  the  middle  line  (P-D)  to  the 
dome  of  the  pleura.  These  lines  assist  in  placing  the  overlay.  The  upper 
line  (V-C),  corresponding  to  the  vocal  cords,  is  occasionally  useful. 
Twelve  photographic  enlargements  are  on  hand  so  that  a  film  of  the  size 
(rather  than  the  age)  is  available  for  any  sized  patient.  The  few  monute 
(rather  than  the  age)  is  available  for  any  sized  patient.  The  few  minute 
dome. 


necessarily  frequently  comes  in  contact  with  tuberculosis,  pneu- 
monia, diphtheria,  erysipelas,  and  other  infectious  diseases.  It  is 
a  matter  of  great  gratification  to  the  author  that  in  fifty  examina- 
tions of  swabs  used  for  wiping  secretions  from  the  bronchi,  in  no 
one  instance  was  there  found  any  trace  of  epithelial  cells  or  of  such 
forms  of  bacteria  as  would*  prove  that  the  instruments  had  been 
in  any  way  contaminated  by  contact  with  the  mouth.  This  is 
worthy  of  note  in  connection  with  the  obtaining  of  inoculation  ma- 
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terial  for  the  production  of  autogenous  vaccines  in  cases  of  chronic 
bronchitis. 

Position  of  the  patient:  For  adults,  the  sitting  position  is  very 
satisfactory  for  diagnosis.  For  infants  and  children,  the  dorsal 
position  is  better  because  of  better  control  of  the  patient.  In  for- 
eign body  cases,  whether  adults  or  children,  the  patient  shouk! 
always  be  recumbent,  never  erect,  because  in  the  erect  position 
gravity  works  against  the  operator,  and  the  foreign  body  may 
reach  a  deeper  point  in  the  air-passages  than  it  would  in  the  re- 
cumbent position.  This  is  particularly  true  of  foreign  bodies  in 
the  larynx  and  pharynx,  which  should  never  be  touched  unless  the 
patient  is  in  the  Trendellenberg  position.  Quite  a  large  propor- 
tion of  the  foreign  bodies  in  the  bronchi  that  have  been  sent  in  to 
the  author,  were  originally  in  the  larynx  or  pharynx  and  fell  down 
when  displaced  by  the  attempts  of  the  operator,  who  first  saw  the 
case,  to  remove  the  intruder.  There  seems  to  be  quite  prevalent  a 
faulty  conception  of  the  position  of  the  patient.  The  correct  posi- 
tion for  direct  laryngoscopy  was  demonstrated  by  Kirstein  many 
years  ago.  It  consists  chiefly  in  an  extreme  anterior  movement  of 
the  cervical  spine,  with  extension  at  the  occipito-atlantal  joint.  In 
the  recumbent  position  the  anterior  placing  of  the  cervical  spine 
means  raising  the  head  above  the  level  of  the  table,  as  demonstrated 
by  Boyce.  To  allow  the  head  to  "hang  over  the  end  of  the  table 
in  the  Rose  position,"'  as  recommended  in  so  many  text-books,  is 
to  render  endoscopy  extremely  difficult  or  impossible.  Dr.  John- 
ston has  demonstrated  the  usefulness  of  flexing  the  head  for  direct 
laryngoscopy  on  the  recumbent  patient,  putting  a  pillow  under  the 
patient's  head,  the  operator  standing  to  the  left  side  of  the  patient. 
The  Johnston  position  is  particularly  advantageous  where  the 
operator  is  without  a  regularly  trained  assistant  with  whom  he  is 
in  the  habit  of  working,  because  anyone  can  hold  the  head  on  the 
pillow.  The  position  is  not  adapted  to  bronchoscopy,  though 
Johnston  used  it  to  start  the  tube,  and  then  the  head  of  the  patient 
is  brought  into  the  Boyce  position.  This  requires  skill  and  care  to 
prevent  any  traumatism  to  the  trachea  in  making  the  change.  The 
Boyce  position  requires  a  trained  assistant,  and  operator  and  assist- 
ant must  work  together,  under  which  circumstances  the  Boyce  posi- 
tion is  ideal  for  bronchoscopy.  I  have  found  the  Johnston  position 
exceedingly  useful  in  disease  of  the  cervical  spine  where  the  chil- 
dren were  fixed  in  an  apparatus  which*  I  did  not  need  to  disturb  to 
get  an  excellent  view  of  the  larynx.  The  most  important  point  of 
all  positions  in  tube  work  is  the  extreme  anterior  position  of  the 
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cervical  spine,  and  for  this  the  operator  should  be  sitting  also,  if 
the  patient  is  in  the  sitting  position  as  shown  in  the  photograph. 
The  lateral  position  for  bronchoscopy  and  esophagoscopy  has  found 
but  little  favor  in  America.  Its  only  real  advantage  is  the  facility 
with  which  secretions  drain  from  the  lowermost  corner  of  the 
mouth.  This  can  be  accomplished  almost  as  well  in  the  dorsal 
position  with  a  wick  of  gauze  hanging  out  over  from  the  pharynx, 
the  outer  end  the  longer.  If  secretions  are  too  thick  to  drain  by 
capillarity,  the  gauze  is  frequently  replaced  by  a  fresh  piece.  An 
aspirating  drainage  tube  of  metal  connected  with  the  author's 
esophagoscopic  aspirator  is  hooked  into  the  lowermost  portion  of 
the  patient's  mouth  in  bronchoscopy.  This  rids  the  mouth  of  secre- 
tions while  the  patient  is  in  the  dorsal  position. 


Figure  8.  Illustrating  a  positive  radiograph  of  the  tracheo-bronchial 
used  as  a  film  for  overlaying  to  assist  in  localization  of  a  foreign  body. 
The  left  hand  illustration  shows  the  film  laid  over  a  negative  of  a  patient 
In  whose  left  main  bronchus  there  was  a  pin.  Localization  verified  by 
bronchoscopy.      The   shadow   of  the   pin    is   .«itrengthened   with   ink. 


Anesthesia:  Davis  reports  the  use  of  the  intra-mu.scular  injec- 
tion of  ether  into  the  buttock  of  a  child  primarily  rendered  uncon- 
scious by  ethylchlorid.  Intra-tracheal  insufflation  anesthesia  calls 
for  direct  laryngoscopy  for  the  insertion  of  the  anesthetizing  tube 
into  the  trachea,  especially  to  eliminate  the  possibility  of  laryngeal 
disease,  as  insisted  upon  by  Elsberg.  Insufflation  anesthesia  is  used 
by  Henry  Janeway  for  gastroscopy,  and  he  has  done  remarkable 
work  in  the  insufflation  of  nitrous  oxid  and  oxygen  for  this  pur- 
pose, thereby  doing  away  with  one  objection  that  has  been  raised 
to  gastroscopy,  namely,  ether  anesthesia.  He  has  made  some 
gastroscopic  examinations  without  any  anesthetic.     The  greatest  of 
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recent  progress  in  anesthesia  for  peroral  endoscopy  is  toward  the 
use  of  no  anesthetic  at  all.  In  general  anesthesia  the  total  abolition 
of  the  cough-reflex  should  only  be  for  short  periods.  The  facile 
operator  will  do  good  work  in  many  cases  in  spite  of  moderate 
degree  of  cough,  and  the  cough  can  be  advantageously  used  to  rid 
the  air-passages  of  secretion  as  elsewhere  herein  explained.  After 
a  short  period  of  tubal  contact  in  bronchoscopy,  coughing  lessens 
and  often  practically  ceases,  especially  in  infants  without  any 
anesthetic  having  been  used. 

In  general  surgery,  anesthesia  is  required   for  three  purposes : 
(1)  The  obtunding  of  pain,  (really  analgesia)  ;  (2)  the  abolition  of 
reflexes,  (relaxation)  ;  (3)   for  psychic  effect,  (mainly  abolition  of 
apprehension).     For  peroral  endoscopy,  analgesia  is  not  required, 
for  the  pain  in  careful  work  is  exceedingly  slight.    Anesthesia  for 
the  lessening  of  the  reflexes  is  only  occasionally  necessary.     Ap- 
prehension can  be  abolished  or  greatly  diminished  by  the  control 
of  the  patient's  mental  state  through  the  personality  of  the  opera- 
tor.    The  degree  of  this  control  varies  widely  with  the  personal 
equatiou  of  the  operator  as  well  as  of  the  patient.     The  operator 
who  will  make  a  special  study  of  it  can  keep  his  patient  free  from 
apprehension.     He  will  keep  his  patient's  mind  fixed  on  the  task 
of  breathing  slowly,  deeply  and  regularly  arid  will  get  along  with- 
out any  anesthetic  and  do  better  work  than  another  operator  with 
a  general  anesthetic.    I  quite  agree  with  Bruenings  that  the  use  of 
general  anesthesia  to  overcome   faults  in  technic  is   unjustifiable. 
The  author  begs  to  submit  his  personal  views  on  anesthesia  as  a 
basis  for  discussion.    In  children  under  6  years  of  age  no  anesthetic, 
general  or  local,  should  be  used   for  direct  laryngoscopy,  peroral 
broiichoscopy  or  esophagoscopy  except  that  general  anesthesia  may 
be  advisable  in  case  of  very  sharp  foreign  bodies  as  safety-pins  or 
fish-hooks   threatening    perforation    from    coughing   or    vomiting. 
Even  in  such  cases  general  anesthesia  is  absolutely  contra-indicated 
if  there  is  the  slightest  dyspnea.    Cocain  is  needless  and  dangerous 
in  children.    For  adults  no  anesthesia,  general  or  local  is  necessary 
for  esophagoscopy  for  diagnosis,  or  for  foreign  bodies,  save  in  case 
of  very  large  and  sharp  foreign  bodies  to  relax  the  esophageal  and 
accessory    musculatures,    thereby    lessening    the    liability    to    local 
trauma  from  the  extraction  of  very  large  foreign  bodies  that  are 
sharp  or  rough  through  a  spasmodically  constricted  lumen.     The 
use  of  a  general  anesthetic  in  cases  of  foreign  bodies  in  the  esopha- 
gus enormously  increases  the  danger  of  respiratory  arrest  as  soon 
as  manipulation  of  the   foreign  body   is  commenced.     Therefore, 
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chloroform  should  never  be  used,  though  it  may  be  added  if  neces- 
sary for  relaxation  after  the  stimulant  effects  of  ether  insure  safety. 
Local  anesthesia  of  the  esophagus  is  needless.  The  esophagus  is 
quite  insensitive  as  anyone  can  demonstrate  upon  himself  by  swal- 
lowing very  hot  tea.  After  the  cricoid  level  is  passed  there  is  no 
sensation.  Therefore,  local  anesthesia,  if  used  at  all,  should  be 
limited  to  the  laryngo-pharynx,  but  in  most  cases  even  this  is  quite 
unnecessary,  and  most  patients  can  distinguish  little  difference  in 
discomfort.  For  direct  laryngoscopy  for  diagnosis,  anesthesia  of 
the  larynx,  including  the  epiglottis,  is  needed.  It  is  better  not  to 
apply  cocain  below  this  point  until  a  primary  inspection  has  been 
made,  because  of  the  altered  appearances  .  due  to  ischemia.  For 
foreign  bodies  in  adults,  cocain  should  not  be  applied  with  any  form 


Figure  9.  Illustrating  on  the  right  lung  abscess  (retouched).  On  the 
left  the  abscess  is  localized  in  the  right  inferior  lobe  bronchus  by  the 
method  of  overlaying.  The  localization  coincided  with  the  endoscopic 
findings  when  the  abscess  was  evacuated  bronchoscopically. 


of  applicator,  A  spray  is  much  less  likely  to  dislodge  the  intruder 
and  often  none  at  all  is  needed.  For  diagnosis  and  the  removal  of 
specimens  or  neoplasms,  local  anesthesia  is  often  required.  For  the 
removal  of  small  angiomata  and  edematous  growths  of  the  larynx 
general  anesthesia  may  be  necessary  because  these  tumors  shrink  and 
may  disappear  under  local  anesthesia  so  as  to  render  accurate  work- 
impossible.  For  bronchoscopy,  if  tracheotomy  is  done,  whether  in 
adults  or  children,  it  should  be  under  local  infiltration  anesthesia, 
never,  under  any  circumstances  whatever,  under  general  anesthesia. 
In  the  last  107  bronchoscopies  and  esophagoscopies  for  foreign 
bodies  in  children  under  6  years  of  age,  done  in  my  clinic,  no 
anesthetic  general  or  local,  has  been  used.    Ten  of  these  cases  have 
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been  in  the  children  of  physicians,  every  one  of  whom  expressed 
his  dehght  that  no  anesthetic  was  used,  and  in  each  instance  the 
doctor  was  present  at  the  removal  of  the  foreign  body  from  his 
own  child.  There  is  no  question  in  the-  author's  mind  but  that  all 
forms  of  anesthesia,  general  or  local,  introduce  a  great  element  of 
danger  to  the  handling  of  foreign-body  cases  in  children,  more 
especially  when  chloroform  is  used.  In  adults,  with  ether,  the 
risk  is  probably  very  slight.  The  ordinary  risks  of  chloroform 
anesthesia  are  enormously  increased  in  esophagoscopy,  for  which 
chloroform  is  absolutely  contra-indicated.  Intra-tracheal  insufflation 
anesthesia  with  the  Elsberg  apparatus  is  ideal  for  esophagoscopy. 

Technic :  Many  interesting  points  in  regard  to  technic  were 
brought  out  by  replies  to  my  circular  letter  of  inquiries.  Space 
forbids  taking  these  up,  but  one  point  is  wortl\y  of  mention.  J 
was  very  much  astonished  to  find  some  men  were  still  using  a 
mandrin  to  pass  an  esophagoscope,  and  one  endoscopist  uses  a 
mandrin  even  for  passing  a  bronchoscope.  In  esophagoscopy,  the 
tubes  should  always  be  passed  by  sight,  lest  a  foreign  body  be 
overridden,  or  a  diseased  wall  encountered.  In  bronchoscopy  a 
mandrin  is  a  needless  encumbrance,  and  I  believe  has  altogether 
been  abandoned  by  bronchoscopists  of  large  experience  everywhere. 

Direct  laryngoscopy :  Considering  the  fact  that  it  is  now  eigh- 
teen years  since  Kirstein  demonstrated  the  feasibility  of  examin- 
ing the  larynx  by  direct  methods,  and  considering  the  developments 
of  Killian  who  made  it  possible,  and  of  Bruenings,  Von  Eicken  and 
others,  and  taking  into  consideration  also  the  fact  that  the  larynx 
of  any  child  can  be  examined  in  a  few  seconds  without  any  anes- 
thesia, either  general  or  local,  it  is  a  very  remarkable  thing  that 
there  remains  in  the  world  any  laryngologist  who  is  to-day  not 
availing  himself  of  this  method,  but  is  depending  upon  an  inferen- 
tial diagnosis  from  the  appearance  of  the  epiglottis,  for  it  is  but 
seldom  that  we  can  see  more  than  this  by  the  indirect  method  in 
younger  children.  There  has  been  a  tendency,  in  the  last  few 
years,  to  question  the  value  of  direct  laryngeal  methods  for  diagno- 
sis in  adults.  While  it  is  undoubtedly  true  that  the  indirect  method 
is  of  the  greatest  value  and  always  will  be,  it  is  also  true  that  in 
many  instances  diagnosis  of  laryngeal  infiltrations  is  frequently 
cleared  up  by  the  different  viewpoint  obtained  in  direct  laryn- 
goscopy. Bruenings  states  that  the  early  hopes  of  direct  laryngeal 
operating  have  not  been  entirely  fulfilled.  This  is  true  only  so  far 
as  it  relates  to  the  hopes  of  those  who  did  not  fully  understand  the 
work,  and  who  supposed  that  because  the  operative  procedures  were 
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direct,  that  it  would  be  easy  without  special  training  for  the  operator 
already  facile  in  ordinary  faucial  and  pharyngeal  work.  Of  course, 
it  is  true  that  until  a  man  has  worked  a  long  time,  he  experiences  the 
difficulty  of  which  Bruenings  speaks,  and  which  I  presume  he  has 
observed  in  pupils,  namely,  that  the  "delicacy  and  fineness  of  move- 
ment of  the  right  hand  is  considerably  interfered  with  by  the  left 


Fisute  10.  Jllustratlns  the  position  of  the  caliper-guide  in  getting-  the 
adjustments  by  which  the  point  of  the  bronchoscope  can  be  brought,  later 
at  bronchoscopy,  in  close  proximity  to  a  foreign  body.  For  use  in  case 
of  small  foreign  bodies  in  minute  bronchi.  Suggested  by  Dr.  John  "W. 
Boyce. 

hand  being  exerted  simultaneously."  Yet  on  precisely  the  same 
basis  it  might  be  argued  that  the  pianoforte  is  a  failure,  because 
the  accuracy  of  execution  in  the  treble  is  interfered  with  because 
•'one  hand  only  and  that  the  left  one"  has  to  pound  out  those 
rich,  full,  deep,  wide  interval  chords  that  are  the  great  charm  of 
the  pianoforte.    The  difference  is  that  the  pianist  expects  to  prac- 
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tice  for  years  to  acquire  skill,  whereas  many  laryiigologists  think 
that  long  years  of  laryngology  should  enable  them  to  do  skillful 
endoscopic  work  with  little  practice.  If  the  pupil  is  taught  to 
practice  constantly  the  introduction  of  the  laryngeal  speculum  with 
the  left  hand  only,  and  using  his  right  hand  only  to  move  the  pa- 
tient's upper  lip  out  of  the  way  of  injury  (with  the  index-finger), 
he  will  soon  acquire  perfect  mastery  of  prolonged  left-handed  ex- 
posure and  co-ordinate  movement  of  the  two  hands  in  direct 
operating.  I  believe  this  has  been  too  little  insisted  upon,  though  it 
is  one  of  the  most  important  conditions  for  the  advancement  of 
the  usefulness  of  direct  endoscopic  operating.  Greater  skill  can 
be  acquired  and  all  work  expedited  if  all  handling  of  tubes  and 
specula  be  done  with  the  left  hand  only,  leaving  the  right  hand  free 
at  all  times  for  the  manipulations  of  forceps  and  other  instruments. 
Trained  in  this  way,  I  believe  the  pupil  will  not  be  disappointed, 
especially  if  he  has  a  trained  assistant  to  place  the  patient's  head 
and  neck  in  the  proper  position,  and  to  make  counter-pressure  with 
the  index-finger  upon  the  thyroid  cartilage  externally.  This  coun- 
ter-pressure lessens,  to  a  very  great  degree,  the  amount  of  pressure 
exerted  with  the  left  hand  upon  the  tip  of  the  speculum,  with 
subsequent  less  exertion  with  the  operator's  left  hand,  and,  of 
course,  less  discomfort  to  the  patient.  Papilloma  in  adults  is 
always  curable  by  repeated  removals  by  direct  laryngoscopy  with 
interim  applications  of  alcohol.  Eventually  there  results  a  thick- 
ening and  hardening  of  the  laryngeal  mucosa,  which  makes  a  bad 
soil  for  the  growth  of  papillomata.  The  author  has  never  yet  failed 
to  cure  a  case  in  adults  in  this  manner ;  but  the  treatment  has  ex- 
tended over  a  number  of  years  in  sonie  instances.  Papillomata  in 
children  in  many  instances  will  yield  to  the  same  treatment.  In  a 
few,  however,  it  is  necessary  to  do  laryngostomy,  with  Roentgen- 
ray  applications  to  the  open  larynx.  The  author  is  utterly  at  a 
loss  to  understand  why  writers  on  this  subject  persist  in  advising 
general  anesthesia  for  the  removal  of  papillomata  in  children.  A 
general  anesthetic  is  absolutely  contra-indicated  in  every  disease  of 
the  larynx  in  children.  It  is,  moreover,  absolutely  unnecessary. 
Cocain  is  very  toxic  for  children  and  should  never  be  used,  and  it 
also  is  quite  unnecessary.  Skillful,  direct  removal  is  almost  painless 
in  children,  and  after  a  number  of  sittings  children  usually  do  not 
even  cry,  though  infants  usually  do.  The  work  of  Harmon  Smith 
on  fulguration  for  the  treatment  of  papillomata  in  children  by  endo- 
scopic methods  has  yielded  excellent  results,  and  marks  a  distinct 
advance  in  the  treatment  of  these  stubborn  cases.     Abundance  of 
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evidence  has  been  forthcoming  proving  the  great  usefulness  of  the 
galvano-cautery  in  the  treatment  of  tuberculous  infiltrations*  in  the 
larynx,  and  all  of  the  laryngologists  that  have  used  the  direct  meth- 
ods for  these  applications  are  enthusiastic  as  to  the  precision  with 
which  the  caustic  point  can  be  applied.  The  direct  method  exposes 
to  view  the  anterior  surface  of  the  posterior  wall  of  the  arytenoid 
masses,  and  thus  the  point  can  be  applied  practically  perpendicularly 


FiiiUif  11.  Uailiugiaph  by  Dr.  George  C.  Johnston,  showing  foreign 
body  (primer)  at  the  bottom  of  the  pleural  cavity  of  a  child  of  4  years. 
Foreign    body   remov<^rl    by   pleuroscopy. 


to  the  surface,  which  is  in  great  contrast  to  the  indirect  method  by 
which  a  more  or  less  lateral  application  of  the  point  renders  ac- 
curate puncture  more  difficult,  and  sometimes  impossible.  Further- 
more, it  matters  little  how  intolerant  the  patient  may  be  to  the 
laryngoscopic  mirror ;  he  cannot  in  any  case  whatsoever  prevent  the 
skillful  operator  from  making  an  accurate  application.  Direct 
laryngoscopy  has  opened  up  a  new  field  in  the  local  treatment  of 
tuberculous  lesions.  The  usefulness  of  endoscopy  in  malignant  dis- 
ease of  the  larynx  ends  with  the  inspection  of  both  sides  of  the 
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party  wall  and  the  taking  of  a  specimen.  Following  the  initiative 
of  Sir  Felix  Semon  and  Mr.  Btitlin,  my  series  of  cures  of  malignant 
diseases  of  the  larynx  from  the  operation  of  thyrotomy  in  intrinsic 
disease  of  small  extent,  has  been  such  a  gratification  to  me  that 
I  feel  that  it  would  be  a  step  backward  to  attempt  endo-laryngeal 
removal,  and  I  have  seen  nothing  in  the  ^^ecent  progress  of  endo- 
scopy to  lead  me  to  modify  my  views.  The  precision  with  which  a 
specimen  can  be  taken  by  the  endoscopic  method,  so  as  to  include 
a  little  of  the  bordering  normal  tissue,  gives  a  character  of  cer- 
tainty and  reliability  to  the  preliminary  examination  of  the  specimen 
that  seldom  pertains  to  the  little  fragments  so  often  obtained  by  the 
indirect  method.  Plastic  operations  on  the  cicatricial  adventitious 
vocal  bands  have  yielded  the  author  excellent  results  in  cicatricial 
larynges  following  laryngostomy,  the  chondritis  of  typhoid  fever, 
lues,  tuberculosis,  and  also  in  one  case  of  malignancy,  which,  after 
thyrotomy,  had  an  anterior  cicatricial  web  preventing  approxima- 
tion, as  reported  in  a  recent  article  by  the  author. 

Bronchoscopy:  The  closure  and  removal  of  open  safety  pins  in 
the  esophagus  has  now  become  a  relatively  common  procedure  with 
the  endoscopist,  but  the  closure  and  removal  of  an  open  safety  pin 
from  the  trachea  by  oral  bronchscopy  has  been  recently  very  skill- 
fully done  by  Hudson-Makuen.  Space  forbids  mention  of  many 
mechanical  problems  of  removal  successfully  coped  with.  A  num- 
ber of  them  go  to  prove  that,  however  difficult  the  problem,  the 
temptation  to  remove  a  foreign  body  by  main  strength  must  be  re- 
sisted. Instead,  careful  thought  will  evolve  a  plan,  by  a  new  de- 
vice or  by  a  modification  of  the  old,  or  by  version  of  the  foreign 
body — in  short,  some  means  by  which  the  high  percentage  of  mor- 
tality sure  to  attend  forcible  extraction  may  be  obviated.  Benign 
tumors  within  the  lumen  of  the  trachea,  seem  to  be  quite  rare, 
though  possibly  when  bronchoscopy  for  diagnosis  comes  to  be 
more  frequently  resorted  to,  they  will  be  more  common.  Emil  May- 
er reports  the  very  interesting  case  of  a  child  with  a  peculiar  crow- 
ing respiration  and  physical  signs  of  absolute  obstruction  of  the 
lower  portion  of  the  right  lung;  ray-examination  negative.  At 
bronchoscopy,  a  papilloma  was  found  filling  the  lower  portion  of 
a  bronchial  tube,  and  its  endoscopic  removal  was  followed  by  a 
cure.  The  endo-bronchial  treatment  for  asthma  and  for  other  dis- 
eases, advocated  by  Ephrain  and  others,  and  used  by  Emil  Mayer, 
Ingals,  Yankauer,  Horn,  Freudenthal,  and  others  in  America,  is  be- 
coming everywhere  a  recognized  method  of  treatment  in  obstinate 


JACKSON  :    RECENT  PROGRESS  IN   ENDOSCOPY. 


741 


cases.  As  Ingals  has  stated,  it  is  not  to  be  advocated  for  general  use 
by  everyone  without  previous  endoscopic  training.  As  X'on  Eicken 
has  pointed  out,  it  is  unnecessary  to  introduce  the  bronchoscope  in 
order  to  medicate  the  bronchi  locally.  Dr.  Emma  E.  Musson  intro- 
duces a  soft  tube  through  the  glottis  by  means  of  the  laryngeal 
speculum,  and  has  demonstrated  that  after  the  examination  of  local 


Figruie  12.  TJadiogiaph  of  woman  of  22  years  simulating  diverticulum. 
The  bismuth  poriidge  rests  upon  about  \\^.  liters  of  stale  food  in  an  enor- 
mous dilatation  as  demonstrated  esophagoscopicaUy  after  emptying.  A 
ca8&  of  abdominal  esophagismus. 

conditions  is  made  bronchoscopically,  an  occasional  bronchoscopy 
during  the  course  of  medication  will  suffice. 

Indications  for  bronchoscopy:  The  following  indications  for 
bronchoscopy  are  offered  for  discussion  that  they  may  be  added  to, 
or  subtracted  from,  as  the  consensus  of  opinion  may  indicate.  In 
most  instances  an  esophagoscopy  is  also  indicated,  especially  in 
cases  of  suspected  thoracic  disease: 
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1.  The  appearance,  in  the  radiograph,  of  a  foreign  body  or  of 
any  suspicious  shadow. 

2.  In  any  case  in  which  there  is  a  clear  history  of  the  patient 
having  choked  on  a  foreign  body,  and  in  which  the  foreign  body 
was  not  afterward  found.  In  this  connection,  it  must  be  borne  in 
mind  that  foreign  bodies  may  be  multiple,  as  in  one  case  of  my  own 
in  which  a  bronchoscopy  was  not  done  because  after  the  accident  a 
gourd  seed  was  found  in  the  stools.  Three  months  later  I  removed 
a  gourd  seed  from  the  bronchus.  The  child  had  been  playing  with 
a  whole  mouthful  of  gourd  seeds. 

3.  In  any  case  in  which  there  are  signs  of  stenosis  of  the  trachea 
or  of  a  bronchus. 

4.  In  the  absence  of  any  foreign-body  history,  the  patient  giv- 
ing symptoms  of  pulmonary  tuberculosis,  in  which  the  bacilli  can- 
not be  found  in  the  sputum  and  especially  if  the  physical  signs  are 
at  the  base,  particularly  the  right  base,  and  above  all,  if  there  are 
physical  signs  of  pleural  effusion.  A  number  of  instances  have 
been  recorded  (Ingals  and  others)  in  which  prolonged  sojourn  of 
a  foreign  body  in  the  lung  had  produced  symptoms  for  which  the 
patient  was  repeatedly  tapped  for  a  suspected  pleural  effusion  with- 
out getting  fluid.  1  have  myself  observed  two  such  cases,  one  in 
which  the  foreign  body  was  present  seven  years,  and  the  other  in 
which  it  was  present  ten  years.  Those  patients  had  been  treated  for 
tuberculosis,  and  both  had  been  tapped. 

5.  All  cases  of  bronchiectasis  should  be  bronchoscoped  for  for- 
eign bodies,  and  also  for  local  treatment.  Emil  Mayer  found  a 
foreign  lx>dy  in  one  case  of  bronchiectasis  where  its  presence  had 
never  been  suspected.  I,  myself,  have  found  bronchiectasis  present 
in  two  cases  of  prolonged  sojourn  of  a  foreign  body  in  the  right  in- 
ferior lobe  bronchus,  though  in  both  of  my  cases  the  foreign  body 
had  been  discovered  radiographically. 

6.  Every  case  of  dyspnea,  except,  of  course,  pneumonia  and 
similar  well  understood  conditions,  calls  for  bronchoscopy. 

7.  Every  case  in  which  tracheotomy  does  not  relieve  the  dyspnea 
should  be  bronchoscoped  to  determine  why  the  tracheal  cannula 
does  not  give  relief.  All  cases  of  hemoptysis  which  are  not  de- 
finitely proved  to  be  .tuberculous  should  be  bronchoscoped  for  diag- 
nosis, and  any  severe  bleeding  should  be  endoscopically  packed  as 
advised  by  Killian.  I  have  examined  a  great  many  cases  of  hemop- 
tysis to  determine  the  cause  of  bleeding  from  the  lungs.  All  of 
these   cases   had  been,   at   some   time   or   other,    diagnosticated   as 
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tuberculosis,  and  many  of  them  proved  to  be  tuberculosis,  but 
among  the  non-tubercular  ones,  there  were  three  cases  of  aneurysm, 
two  of  cancer,  three  of  lues.  In  quite  a  number  of  cases,  it  has 
been  possible  to  make  a  diagnosis  of  tuberculosis  from  lesions  found 
and  specimens  removed  in  cases  where  the  physical  signs  had  been 
negative,  or  at  least  negative  opinions  had  been  given  by  competent 
physical  diagnosticians. 

9.     Every  case  of  paralysis  of  the  recurrent  nerve  the  cause  of 
which  is  not  positively  known. 


Figure  13.  Liateral  radiograph  (by  Dr.  Lange)  of  same  patient  as  in 
Figure  9,  the  shadow  of  the  bismutli  mixture  simulating  diverticulum. 
This  mass  protruded  in  the  neck  and  could  be  evacuated  by  external  pres- 
sure with  the  T>;iti<-TU's  hand. 

10.  Ju  any  case  of  thoracic  disease  in  which  any  element  of 
doubt  exists,  valuable  information  may  be  gained  by  bronchoscopy. 

11.  In  case  of  doubt  as  to  whether  bronchoscopy  should  be  done 
or  not.  bronchoscopy  should  always  be  done. 

St^bglottic  edema:  The  cause  of  subglottic  edema  is  worthy  of 
our  most  careful  considei^ation.  In  the  author's  opinion,  it  makes 
a  very  great  difference  what  instrument  is  used  and  how  it  is 
handled.  We  all  know  that  the  O'Dwyer  intubation  tube  may  stay 
in  six  or  seven  days  without  Ijeing  followed  by  subglottic  edema, 
except  in  rare  instances.  The  O'Dwyer  tube  is  short  so  that  no 
leverage  is  exerted,  and  it  is  never  larger  than  will  comfortably  fit 
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the  lumen  of  the  subglottic  larynx.  To  my  mind  that  is  the  key- 
note to  the  situation.  Large-sized  tubes  roughly  manipulated,  and 
what  is  more  important  manipulated  without  a  trained  assistant 
whose  business  it  is  to  keep  the  head  in  such  a  position  that  the 
trachea  will  at  all  times  be  in  line  with  the  axis  of  the  tube  so  that 
the  laryngeal  tissues  do  not  become  the  fulcrum  upon  which  the 
bronchoscope  may  bear  and  press.  Judging  by  the  printed  reports, 
it  is  customary  with  most  operators  to  use  a  far  larger  diameter  of 
tubes  than  is  good  for  the  infant  larynx.  Since  1911.  by  closely  ob- 
serving these  points,  not  one  case  of  subglottic  edema  has  occurred  in 
the  practice  of  either  Dr,  Ellen  J.  Patterson  or  myself  in  thirty  suc- 
cessful removals  of  foreign  bodies  in  the  trachea  and  bronchi  of  in- 
fanls  under  one  year,  the  youngest  2)^2  months.  Every  case  was 
done  by  oral  bronchoscopy.  In  a  number  of  instances,  the  child 
has  become  dyspneic  within  twenty-four  or  thirty-six  hours  after 
the  bronchoscopy,  but  on  passing  the  bronchoscope,  a  large  quantity 
of  secretion  was  removed  with  complete  re-establishment  of  quiet 
respiration  and  the  disappearance  of  the  dyspnea.  In  other  words, 
the  child  was  drow^ning  in  its  own  secretions,  because  children  ex- 
pectorate with  difficulty.  This  was  especially  noticeable  in  cases 
where  the  foreign  body  had  been  some  time  in  the  air  passages,  or 
where  it  was  of  an  irritating  nature  like  a  peanut  kernel.  We  have 
had  altogether  five  cases  of  peanut  kernels  in  the  bronchi  and  in  all 
there  was  present  a  severe  bronchitis  withabundant  secretion.  From 
these  observations,  and  from  the  written  report  of  cases  where 
tracheotomy  has  been  done  for  supposed  post-bronchoscopic  sub- 
glottic edema,  the  author  feels  sure  that  in  a  portion  of  these  cases 
complete  relief  would  have  followed  the  peroral  bronchoscopic  re- 
moval of  secretions,  and  he  would  especially  urge  that  all  cases  of 
post-bronchoscopic  dyspnea  require  not  only  a  direct  laryngoscopy 
for  diagnosis,  but  a  bronchoscopy  for  the  removal  of  secretions  which 
infants  cannot  expectorate.  Tracheotomy,  except  in  extreme  cases, 
should  not  be  done  until  after  this,  save  when  needed  in  following 
the  cardinal  rule  of  tracheo-laryngeal  surgery  that  "in  a  dyspneic 
patient,  tracheotomy  should  always  be  done  early,  never  late."  Un- 
fortunately, the  statement  crept  into  the  early  literature  that  the 
child's  larynx  is  more  easily  stretched  than  tha.t  of  the  adult,  and 
this  has  led  to  the  use  of  tubes  entirely  too  large.  In  the  author's 
clinic,  both  Dr.  Patterson  and  myself  use  tubes  of  4  mm,  and  5  mm, 
internal  diameter,  for  children  under  6  years  of  age,  the  4  mm. 
tube  being  for  infants  under  one  year.  Our  youngest  patient  from 
whom  a  foreign  body  was  removed  was  an  infant  of  2l4  months. 
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This  was  a  common  pin  removed  from  the  right  bronchus  with  a 
tube  4  mm.  internal  diameter.  Faulty  direction  of  the  tube  on  in- 
troducing may  easily  cause  trauma  by  gouging  into  the  subglottic 
wall,  if  the  axis  of  the  bronchoscope  and  that  of  the  trachea  do  not 
coincide  at  the  moment  the  tube  passes  the  glottis.  In  ten  ditferent 
publications  within  the  last  two  years,  the  operators  stated  that  they 


Figure  14.  Radiograph  (by  Dr.  RusseU  H.  Boggs)  of  a  woman  of  38 
years.  The  shadow,  which  so  much  resembles  a  diverticulum,  was  eso- 
phagoscopioally  proved  to  be  a  dilatation  above  a  luetic  stricture.  The 
stricture  is  behind  and  above  the  bottom  of  the  lower  border  of  the  shadow 
of  the  dilatation.      Endoscopic  dilatation  resulted   in   a   cure. 

placed  the  patient  in  the  Rose  position  If  the  patient  actually  was 
in  the  Rose  position,  he  was  just  exactly  rightly  placed  for  the  bron- 
choscope to  gouge  into  the  subglottic  wall  and  to  risk  a  production 
of  subglottic  edema,  especially  if  the  head  of  the  patient  were  a  lit- 
tle more  to  one  side  than  the  other.  Heavy  hands  and  heavy 
handles,  it  must  be  conceded,  are  more  likely  to  cause  injury  to  the 
subglottic  tissues  than  right  tubes  delicately  manipulated.     There- 
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fore,  I  think  that  heavy  introducing  instruments  should  be  removed, 
leaving  only  the  light  delicate  bronchoscopic  tube  for  endo-bron- 
choscopic  work. 

Peroral  or  tracheotomic  bronchoscopy.  IVhichf  Unfortunately, 
the  statement  has  crept  into  the  literature  that  in  infants  or  small 
children  it  is  preferable  to  do  a  tracheotomic  bronchoscopy.  In  the 
opinion  of  the  author  this  is  due  to  two  things:  namely,  the  ignor- 
ing of  the  precautions  mentioned  under  subglottic  edema,  and  also 
the  fact  that  when  this  statement  was  originally  made,  illumination 
was  not  in  the  relatively  perfect  condition  that  is  seen  on  the  in- 
struments of  to-day.  In  making  this  statement,  the  author  hopes 
he  will  not  be  misunderstood  as  referring  to  any  difference  between 
distal  and  proximal  illumination.  He  means  simply  that  the  light 
on  all  forms  of  instruments  to-day  is  far  superior  to  what  it  was  in 
the  early  days.  At  that  time  it  made  a  great  difference  whether  the 
tube  was  a  long  one  or  a  short  one.  To-day,  I  doubt  very  much 
whether  any  one  can  tell  by  looking  through  the  lumen  whether  the 
tube  is  30  cm.  or  50  cm.  The  author  has  often  tested  this  and  found 
the  observer  unable  to  tell  with  a  pair  of  concealed  tubes  which  was 
the  longer  and  which  was  the  shorter,  even  though  one  was  an  80 
cm.  gastroscope.  Therefore,  a  short  tube  is  no  advantage  so  far  as 
illumination  is  concerned.  In  regard  to  the  manipulation  of  for- 
ceps, etc.,  an  ^additional  length  of  10  or  14  cm.  is  of  no  advantage 
whatever.  It  is  true  that  a  somewhat  larger  tube  can  be  used 
through  a  tracheotomic  wound  than  through  the  glottis  with  safety 
to  the  subglottic  structure,  but  Dr.  Patterson  and  I  have  found  that 
a  tube  of  4mm.  internal  diameter  is  amply  large  for  delicate  manipu- 
lations under  the  guidance  of  the  eye  such  as  the  placing  of  a  hook 
through  the  eye  of  a  shoe  button  in  the  bronchus  of  a  child  6  months 
of  age.  If  one  is  not  accustomed  to  work  through  small  tubes, 
doubtless  it  is  better  to  do  a  tracheotomic  bronchoscopy  than  to 
force  a  large  tube  through  the  larynx.  In  upper  lobe  bronchoscopy, 
almost  as  favorable  an  angle  can  be  obtained  by  shifting  the  tube 
to  the  opposite  corner  of  the  mouth,  as  could  be  obtained  by  a 
tracheotomic  bronchoscopy,  provided  the  assistant,  holding  the  head, 
and  the  operator  have  worked  years  together  so  that  they  co-oper- 
ate and  the  head  of  the  patient  is  carried  along  with  the  tube  to  the 
extreme  opposite  position  from  the  lobe  to  be  explored.  All  of 
these  things  are  readily  demonstrated  on  the  patient,  but  unfortun- 
ately the  statements  in  the  early  literature  have  led  men  into  hasty 
tracheotomy  rather  than  to  develop  the  necessary  technic  to  work 
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with  exceedingly  small  tubes  and  to  avoid  damage  to  the  subglottic 
area.  Out  of  706  bronchoscopies  for  all  purposes,  no  one  in  the 
author's  clinic  has  ever  done  a  tracheotomy   for  the  purpose  of 


Figure  15.  Radiograph  (by  Dr.  George  C.  Johnston)  of  a  woman  of  45 
years,  showing  an  abdominal  esophagismus  which  was  afterward  cured  by 
endoscopic  mechanical  divulsion.  The  'flat  floor"  of  the  dilatation  shows 
why  previously  used  blind  methods  had  failed  to  introduce  any  instrument 
through  the  hiatus.  The  possibility  of  the  radiograph  being  taken  just 
before  normal  physiologic  opening  of  the  ciirdla  in  the  desrlutitorv  cycle 
was  eliminated  by  the  elapsed  time. 


bronchoscopy.  The  only  lower  bronchoscopy  ever  done  by  me  for 
a  foreign  body  was  in  a  case  where  the  general  surgeon  had  already 
done  a  tracheotomy  for  the  compressive  stenosis  due  to  a  goiter.  In 
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that  case  I  failed  to  find  the  foreign  body,  a  small  pin.  With  that 
exception,  it  has  always  been  our  custom  to  insert  the  bronchoscope 
through  the  mouth,  even  in  the  cases  already  tracheotomized  fot 
dyspnea.  Very  often  patients  come  in  with  such  severe  dyspnea 
that  it  is  unwise  to  leave  them  over  night  without  a  tracheotomy. 
In  such  cases,  the  absolute  rule  in  tracheal  surgery  to  do  a  tracheo- 
tomy always  early,  never  late,  is  followed ;  but  in  the  first  manage- 
ment of  the  case  we  have  always  found  that  a  bronchoscope  intro- 
duced through  the  mouth  is  much  better  for  the  temporary  relief 
of  dyspnea,  insufflation  of  oxygen,  etc. ;  and  in  foreign-body  cases 
the  bronchoscope  introduced  through  the  mouth  is  much  more  free- 
ly manipulated  and  much  more  satisfactory  to  work  with  because 
the  patient's  head  is  very  much  less  in  the  way,  and  all  of  the 
moverrients  and  manipulations  are  the  usual  ones  in  peroral  endo- 
scopy. 

Pleuroscopy:  The  author  has,  in  one  instance,  removed  a  for- 
eign body,  a  primer  from  a  shotgun  cartridge,  from  the  pleural 
cavity  through  a  small  opening  made  in  the  chest  by  Dr.  J.  Hartley 
Anderson.  This  was  done  immediately  after  the  accident  and  there 
was  no  odor  or  pus  at  any  time.  General  anesthesia  was  given,  and 
the  child,  after  the  chest  opening  was  made,  was  placed  in  the  sit- 
ting position  in  order  that  the  foreign  body  would  fall  to  the 
diaphragm.  Healing  was  prompt  and  the  air  began  to  enter  the 
lung  on  the  fifth  day.  The  child  made  a  prompt  recovery,  and  now^ 
about  a  year  after  the  operation,  is  in  perfect  health.  In  this  class 
of  cases,  pleuroscopy  promises  excellent  results  if  done  immediate- 
ly, before  infection  or  inflammation  has  set  in.  Only  a  small  open- 
ing is  necessary,  and  this  does  not  involve  anything  like  the  shock 
consequent  upon  the  large  osteoplastic  flap.  The  only  shock  is  the 
pleural  shock,  which  is  slight,  and  which  in  my  case  was  present 
anyway  because  there  was  already  a  pneumothorax  before  the  chest 
was  opened.  In  a  future  case,  I  would  aspirate  the  air  after  closure 
of  the  wound. 

Mortality  and  results  of  bronchoscopy  for  foreign  bodies:  In 
considering  the  mortality  of  bronchoscopy,  two  facts  stand  out 
prominently.  The  first  is  that  we  should  distinguish  between  the 
mortality  of  the  method  on  the  one  hand,  and  the  mortality  from 
the  lack  of  promptness  and  precision  in  performing  it.  For  in- 
stance, the  reports  of  four  of  the  fatal  cases  show  that  the  patients 
died  upon  the  table  of  asphyxia  for  want  of  a  prompt  bronchoscopy. 
The  reports  received  show  very  clearly  that  the  mortality  was  in 
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the  main  in  inverse  ratio  to  the  skill  and  especially  to  the  experience 
of  the  operator.  The  best  work  with  the  lowest  mortality  has  been 
done  by  those  who  have  sufficient  endoscopic  work  to  keep  not  only 


FiRure  16.  Radiograph  <  by  I>r.  J.  C.  Bowen)  of  a  woman  of  2S  years 
showing  an  abdominal  esophagismus  with  only  very  sligrht  dilatation  above 
It.  The  deviation  of  the  esophaifus  by  the  aorta  was  verified  esophaero- 
scoplcally. 


themselves  but  their  assistants,  nurses,  in  fact  their  entire  organi- 
zation in  constant  training.  In  171  cases  of  foreign  body  in  the 
trachea  and  bronchi,  bronchoscoped  during  the  last  two  years  by 
various  operators,  there  were   nine  deaths    (5.3  per  cent).     This 
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does  not  include  four  deaths  due  to  asphyxia  for  want  of  prompt- 
ness in  performing  bronchoscopy.  Of  these  156  were  removed,  140 
by  peroral  bronchoscopy,  twenty-two  by  tracheotomic  bronchoscopy. 
Of  the  fifteen  unsuccessful  cases,,  twelve  were  failures  to  find  the 
foreign  body  known  to  be  present,  and  only  three  were  failures  to 
remove  it  when  found.  In  the  twelve  cases  mentioned  as  failures 
to  find  the  foreign  body  are  included  four  in  which  the  foreign 
body  had  been  seen  when  higher  up,  but  after  escaping  into  the 
deeper,  minute  bronchi  it  could  not  be  relocated  bronchoscopically; 
though  still  showing  in  the  radiograph.  The  statistics  of  the  au- 
thor's own  clinic  and  of  his  cases  elsewhere,  which  are  not  included 
in  the  foregoing  are  as  follows :  Of  the  last  182  consecutive  cases 
of  bronchoscopy  for  foreign  body  there  was  a  total  of  three  deaths 
(1.7  per  cent)  from  any  cause  whatever  within  one  month,  though 
not  all  of  the  cases  could  be  followed  this  long.  Of  the  182  caseS; 
all  were  peroral  bronchoscopies.  The  only  tracheotomic  broncho- 
scopy for  a  foreign  body  ever  done  by  the  author  was  previously 
reported.  It  was  unsuccessful  as  to  removal.  It  failed  to  convince 
me  of  any  advantage  in  the  lower  route,  and  the  disadvantages  are 
many.  Of  the  182  cases,  the  foreign  body  was  removed  in  177.  Of 
the  five  failures  to  remove  foreign  bodies  known  to  be  present,  all 
were  failures  to  find  a  small  foreign  body  that  was  in  a  small  branch 
bronchus  close  to  the  periphery  of  the  lung.  Two  of  these  cases 
were  recelit.  The  percentage  of  my  failures  will  doubtless  increase 
in  the  future,  since  I  now  get  the  cases  upon  which  others  have 
been  unsuccessful  and  doubtless  I  shall  be  equally  so ;  though  I 
have  hopes  that  the  elsewhere  mentioned  recently  perfected  means 
of  locating  small  bodies  in  small  bronchi  near  the  periphery  will 
diminish  for  every  one  the  number  of  cases  in  which  the  intruder 
cannot  be  found. 

Mortality  and  results  of  esophagoscopy  for  foreign  bodies :  Of 
193  cases  of  esophagoscopy  for  foreign  body  by  various  operators, 
the  intruder  w^as  removed  in  155.  Of  the  thirty-eight  not  removed 
twenty-six  went  down.  There  were  twelve  deaths  (7.8  per  cent). 
It  is  interesting  to  note  that  of  the  twelve  deaths  from  esophagoscopy 
for  foreign  bodies,  eight  were  for  bodies  in  the  upper  third,  four 
of  the  patients  dying  during  operation,  and  in  all  four  the  foreign 
body  was  not  removed  until  after  death.  All  had  been  given  chloro- 
form, though  this  was  probably  only  indirectly  the  cause  of  death. 
In  seven  of  the  eight,  the  esophagoscopy  was  done  by  operators 
whose  total  number  of  cases  was  less  than  three.     In  the  large 
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clinics  (from  previously  published  statistics)  out  of  210  cases  of 
foreign  bodies  in  this  location,  all  were  removed  but  twelve,  and 
these  went  down.  The  mortality  in  the  large  clinics  was  3  per  cent. 
It  is  also  interesting  to  note  that  in  the  present  series  of  cases  there 
were  two  deaths  from  laceration  of  the  esophagus  from  violent  re- 
moval of  large  foreign  bodies,  an  artificial  denture  in  one  case,  a 


Fiffure  1".  Radiograph  (by  Dr.  George  J.  Boyd)  of  a  coin  in  the  esopha- 
gus, showing  the  diagonal  respiratory  esophageal  movement.  iUustrating 
the  necessity  of  the  exact  median  position  of  the  head  if  any  diagnostic 
importance  is  to  be  attached  to  asymmetrical  respiratory  esophageal  move- 
ment in  esophagoscopy  for  suspected  peri-esophageal  lesions.  This  illus- 
trates one  of  the  disadvantages  of  the  lateral  position  for  esophagoscopy. 


large  and  rough  bone  in  the  other.  In  both  in.stances  the  operators 
stated,  in  eflfect,  that  they  believed  they  could  have  succeeded  in 
devising  methods  of  safe  removal,  had  they  realized  the  danger  of 
esophageal  trauma.  Of  the  206  cases  of  esophagoscopy  for  foreign 
bodies  in  the  hospitals  of  Pittsburg  and  in  the  author's  work  in 
other  cities  the  foreign  body  was  removed  in  198,  and  escaped 
downward  in  eight.     There  were  four  deaths,  one  in  a  woman  of 
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56  with  advanced  nephritis;  the  other  three  deaths  were  in  pa- 
tients admitted  with  severe  lacerations  of  the  esophagus,  from 
previous  attempts  at  esophagoscopy.  Four  other  cases  seen  in 
extremis  are  not  included  because  owing  to  profound  shock  no 
esophagoscopy  was  done.  There  is  not,  and  there  never  will  be,  an 
absolutely  safe  esophagoscope  that  can  be  used  otherwise  than  with 
care  and  caution,  for  even  the  soft  stomach  tube  has  caused  per- 
foration and  death.  But  all  endoscopists  are  now  agreed  that  skill- 
fully done  under  the  guidance  of  the  eye,  esophagoscopy  is  prac- 
tically without  mortality,  if  considered  apart  from  the  trauma  inci- 
dent to  foreign  bodies  and  their  extraction. 

With  the  relatively  high  mortality  from  external  esophagotomy, 
it  certainly  seems  as  though  the  operation  is  rarely  if  ever  justifiable 
in  foreign  body  cases.  The  author's  personal  experience  is  that 
with  the  full  relaxation  of  general  anesthesia  with  ether,  (perhaps 
adding  a  little  chloroform,  if  necessary,  after  the  patient  is  under 
the  stimulant  effect  of  the  ether)  that  any  foreign  body  that  has 
gone  down  the  esophagus  can  be  brought  up  the  same  way.  The 
full  relaxation  prevents  clamping  of  the  foreign  body  by  the  eso- 
phageal musculature.  But  in  many  instances,  in  fact,  perhaps  in 
nearly  all,  mechanical  ingenuity  will  devise  a  way  to  get  the  foreign 
body  out,  either  by  turning  or  morcellation,  as  in  the  historic  case 
of  Killian  where  a  vulcanite  tooth-plate  was  divided.  Ingenuity 
will  succeed  where  he  who  relies  upon  main  strength  and  powerful 
forceps  will  meet  disaster. 

Contra-indications  to  esophagoscopy :  Water  hunger  is  the  most 
serious  of  all  contra-indications  to  esophagoscopy.  Patients  have 
frequently  been  sent  into  the  author  that  have  been  able  to  get  but 
httle  liquid  down  for  a  number  of  days,  and  it  is  the  author's  cus- 
tom always  to  have  a  surgeon  in  readiness  on  arrival  of  the  patient 
to  have  a  gastrostomy  done  immediately,  should  the  patient  prove 
to  be  in  a  serious  state  of  water  hunger.  In  the  absence  of  this 
precaution,  it  would  be  wise  to  have  fluid  introduced  in  the  circula- 
tion by  hypodermoclysis  and  enteroclysis  simultaneously.  In  for- 
eign-body cases  there  is  no  absolute  contra-indication.  If  there  is 
anything  to  be  gained  by  it,  a  careful  esophagoscopy  may  be  under- 
taken by  the  trained  hand  and  eye  which  will  stop  the  procedure 
when  an  abnormal  tissue  which  must  not  be  passed  or  even  touched 
is  encountered. 

"Cardiospasm/'  phreno-spasm  and  abdominal  esophagismus: 
Undoubtedly  the  old  word  "cardio-spasm,"  like  many  of  the  old 
words  of  medicine,  covers  a  number  of  different  conditions  of  inde- 
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pendent  etiology  and  pathology,  and  it  behooves  us  as  endoscopists 
carefully  to  study  the  different  endoscopic  pictures  throughout  the 
entire  esophagus,  and  as  much  of  the  stomach  as  possible,  that  we 
may  bring  order  out  of  chaos.  Much  progress  has  recently  been 
made.  The  diagnosis  of  esophagismus  is  easy  in  the  typical  case 
with  an  enormous  dilatation,  a  white,  pasty,  macerated  mucosa,  and 
a  contracted  abdominal  esophagus  which,  however,  permits  a  large 
gastroscope  to  pass  into  the  stomach  after  a  delay ;  but  in  the  early, 
or  in  the  less  typical  cases,  without  dilatation  it  is  often  exceedingly 


Figure  18.  Froi.i  photographs  of  a  boy  of  4  years.  Weig^ht  when  first 
seen,  26  pounds.  After  twenty-eighth  endoscopic  bouginage,  42  pounds. 
Patient  referred  by  Dr.  H.  T.  Price. 

difficult  to  distinguish  between  purely  spasmodic  conditions  and 
those  of  local  lesions  in  the  neighborhood  of  the  esophagus  but  not 
themselves  showing  in  compressions  or  very  marked  deviations  of 
the  abdominal  esophagus.  In  such  cases,  while  many  esophagosco- 
pists  feel  sure  of  their  diagnosis,  many  do  not  agree  as  to  what  the 
endoscopic  pictures  are,  and  many  endoscopists  describe  a  picture 
which  is  seen  by  other  endoscopists  in  the  perfectly  normal  esopha- 
gus abdominalis.  I  believe  it  would  be  very  profitable  to  all  of  us 
if  every  endoscopist  present  would  describe  the  different  endoscopic 
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pictures  he  sees  in  phreno-spasm  or  hiatal  and  abdominal  esophagis- 
mus.  No  one  to-day  believes  in  a  sphincter  at  the  cardia,  and  the 
narrowing  at  this  point  that  has  been  shown  in  so  many  text-books 
on  anatomy  is  a  misfortune.  Hill  quotes  McAllister  to  the  effect 
that  there  is  no  histologically  demonstrable  sphincter  and  he  states 
that  the  circular  musculature  at  this  point  is  weak.  Brown  Kelley 
and  Williamina  Abel,  by  careful  special  dissections,  have  demon- 
strated that  "it  is  quite  apparent  to  the  naked  eye  that  both  mus- 
cular coats  are  of  uniform  thickness,  and  that  no  special  aggrega- 
tion of  fibers  exist  at  or  near  the  cardia,"  and  that  "nothing  was 
found  in  any  of  the  dissections  or  in  the  anatomical  works  con- 
sulted to  justify  Dr.  Hill's  statement  that  the  circular  fiber  mus- 
culature was  specially  weak  in  this  region."  As  endoscopists,  how- 
ever, I  think  that  it  would  be  better  for  us  to  abandon  the  word 
"cardio-spasm"  and  to  substitute  for  it  the  three  clinical  types, 
which,  according  to  my  observation,  can  be  made  out  as  existing 
either  separately  or  together.  One  of  these  is  spasm  at  the  hiatus 
esophagus,  which,  from  its  location,  and  from  the  fact  that  it  is  the 
diaphragmatic,  not  the  esophageal  musculature  that  is  active,  should 
be  called  phreno-spasm  or  hiatal  esophagismus,  while  that  occurring 
below  should  be  called  abdominal  esophagismus,  because  it  is  very 
clearly  proved  by  the  endoscopic  picture,  and  by  the  radiographs, 
two  of  which  are  here  shown,  that  the  entire  abdominal  esophagus 
is  involved  in  the  spasm,  and  it  is  not  simply  a  spasm  of  the  cardia. 
The  word  cardia  is  properly  used  as  the  name  of  the  esophageal 
orifice  of  the  stomach.  Spasm  limited  solely  to  this  orifice,  is  cer- 
tainly exceedingly  rare,  while  spasm  of  the  abdominal  esophagus 
and  of  the  esophagus  at  the  hiatus,  either  separately  or  together, 
are  relatively  common,  and  should  be  called  by  their  proper  names, 
and  the  word  "cardio-spasm"  should  either  be  dropped  as  a  mis- 
nomer or  limited  to  those  rare  cases  of  true  cardial  esophagismus. 
Brown  Kelley  has  demonstrated  the  experimental  fact  that  section 
of  the  vagi  without  stimulation,  is  followed  by  dilatation  of  the 
lower  part  of  the  esophagus  and  contraction  of  the  cardia,  which 
he  rightly  says  corresponds  to  the  supposed  condition  in  cardio- 
spasm. But  as  a  clinical  fact,  I  have  rarely  found  such  a  condition 
in  the  disease  commonly  known  as  cardio-spasm.  It  is  quite  certain 
that  in  a  large  majority  of  the  cases  there  is  a  certain  basic  general 
nerve  disorder.  In  one  instance,  a  patient  who  was  quite  hysterical 
would  get  an  attack  of  abdominal  esophagismus  whenever  every- 
thing did  not  please  her.  For  instance,  she  took  the  notion  that 
the  endoscopic   divulsions   that   I   was   applying  to  the  abdominal 
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esophagus  were  doing  her  so  much  good  that  they  ought  to  be  done 
every  week  instead  of  every  two  weeks.  Regularly  the  day  before 
the  one  week  was  up,  her  abdominal  esophagus  would  sliut  up  and 
the  dilatation  above  it  would  fill.  By  this  I  do  not  mean  that  she 
had  voluntary  control  of  it,  but  that  the  emotions  sought  their  out- 
let through  habitual  nerve  channels  producing  a  recurrence  of  the 
abdominal  esophagismus,  which  she  had  had  since  childhood.  This 
"nerve  cell  habit"   is  one  of  the  most   frequent  causes  of  recur- 


Figure  19.  Radiograph  (by  Dr.  George  C.  Johnston)  of  bronchoscope  in 
the  right  upper  lobe  bronchus  of  a  woman  of  25  years  (patient  of  Dr.  Otto 
C.  Gaub).  The  bronchoscope  was  inserted  through  the  mouth  and  the 
angle  is  shown  to  be  as  advantageous  as  would  be  possible  through  a 
tracheotomic  wound.  The  position  of  the  patient  is  easy  and  natural  in 
this  instance,  the  radiograph  being  made  for  verification  of  the  overlay 
localization  in  a  suspected  case  of  interlobar  abscess.  Had  demonstration 
been  the  object,  the  upper  part  of  the  tube  could  easily  have  been  brought 
to  the  clavicle. 


fences.  In  certain  cases,  there  are  undoubtedly  lesions  of  the  mu- 
cosa in  the  esophagus  and  also  in  the  stomach,  which  could  easily 
excite  spasms,  and  it  is  equally  certain  that  stagnation  due  to  the 
spasm,  and  consequent  fermentation  of  food,  detention  of  secre- 
tions and  maceration  could  very  easily  excite  or  perpetuate  the 
lesions.  Thus  we  have  a  "vicious  circle"  in  hiatal  and  abdominal 
esophagismus.     Observations  by  Guiscz.  MacKinnie  and  also  some 
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observations  of  my  own,  point  clearly  to  the  fact  that  these  lesions 
can  produce  organic  stricture.  The  frequency  with  which  spasm 
of  the  abdominal  esophagus  occurs  in  connection  with  gastric  carci- 
noma indicates  very  plainly  that  the  reflex  can  have  its  source  in 
the  stomach  which  seems  to  confirm  the  theory  that  hyperacidity 
may  be  a  cause  in  some  instances.  The  theory  that  diffuse  dilata- 
tion is  the  cause  rather  than  the  eft'ect  of  spasmodic  closure  of  the 
abdominal  esophagus  has  been  negatived  by  Jesse  Meyer,  who  has 
proved  that  after  the  cure  of  a  "cardio-spasm"  and  the  complete 
relief  of  all  the  symptoms,  the  dilatation  of  the  esophagus  remains. 
A  number  of  observers  have  confirmed  observations  of  Kovacs  and 
Stoerk  in  regard  to  the  kinking  of  the  esophagus  by  enlargement  of 
the  left  auricle.  I  myself  have  since  observed  in  two  cases  very 
marked  deviations  from  this  cause.  In  both  cases  there  had  been 
no  symptoms  referable  to  the  esophagus  but  a  large  mass  of  meat 
had  lodged  and  was  removed  esophagoscopically.  In  a  number  of 
other  cases  an  enlarged  aorta  has  deviated  the  esophagus  as  in  the 
radiograph  shown,  and  Boyce  has  demonstrated  that  there  is  a  type 
of  "neurasthenic"  patient  with  an  enlarged  but  not  definitely  patho- 
logic aorta,  that  is  particularly  prone  to  phreno-spasm  and  abdom- 
inal esophagismus.  In  these  cases,  Boyce  has  demonstrated  an  un- 
usually palpable  and  enlarged  abdominal  aorta.  Cases  of  phreno- 
spasm  and  abdominal  esophagismus,  even  more  than  diverticulum, 
remind  one  of  the  ingluvies  of  birds,  inasmuch  as  the  dilated  eso- 
phagus fills  quickly,  and  yet  there  is  a  constant  leakage,  which  al- 
lows a  certain  proportion  of  the  food  to  pass  on  through  at  a  rela- 
tively slow  rate.  In  one  of  my  patients,  the  cure  of  the  abdominal 
esophagismus  resulted  in  food  going  through  so  promptly  into  the 
stomach,  that  taking  food  excited  nausea  for  quite  a  long  time  until 
the  stomach  became  accustomed  to  the  unusual  sensation  of  having 
food  go  through  directly  when  swalloy^ed  Treatment  of  abdominal 
esophagismus  and  hiatal  esophagismus,  has  led  to  the  devising  of 
a  number  of  different  water-bags  and  air-bags,  which  have  yielded 
good  results.  In  some  cases,  however,  it  is  impossible  to  introduce 
them.  The  author's  personal  preference,. like  that  of  Bruenings,  is 
for  a  mechanical  divulser  inserted  through  the  esophagoscope  where 
the  sense  of  touch  and  the  precision  of  a  steel  instrument  gives  one 
an  accurate  control.  I  use  the  divulser  of  Mosher,  Undoubtedly 
there  are  a  few  cases  that  are  prone  to  recur,  and  the  most  stub- 
born are  those  existing  since  childhood,  with  consequent  infantile 
stomach  and  long-established  "nerve  cell  habit."  The  neurologist 
has  cured  some  cases  after  both  the  endoscopist  and  the  internist 


Jackson:  recent  progress  in  endoscopy.  :■>'. 

had  failed.  In  addition  to  the  three  forms  that  I  have  mentioned, 
cardial  esophagismus,  preno-spasm  and  abdominal  esophagismus, 
there  are,  of  course,  the  neuroses  of  the  esophagus  higher  up,  but  it 
is  still,  I  believe,  an  unsettled  question  as  to  what  extent  these  so- 
called  neuroses  have  an  anatomic  etiologic  basis.  Progress  has  been 
made,  but  to  analyze  it  would  unduly  prolong  this  paper. 

Cancer  of  the  esophagus:  The  diagnosis  of  malignancy  here  as 
elsewhere  in  the  body  is  usually  readily  made  by  gross  appearances 
in  advanced  cases,  but  as  elsewhere,  the  very  much  to  be  desired 
early  diagnosis  depends  upon  the  histologic  examination  of  a  speci- 
men. The  specimen  should  be  amplfe,  and  should,  if  possible,  in- 
clude a  little  of  the  adjacent  normal,  though  greater  care  is  needed 
here  than  elsewhere  as  to  the  amount  of  normal  that  may  be  taken. 
A  little  of  the  mucosa  is  sufficient.  The  only  contra-indication  to 
the  taking  of  a  specimen  is  such  a  profoundly  anemic  condition 
that  oozing  which  may  follow  may  turn  the  balance  against  the 
patient.  This  anemic  condition  is  usually  only  found  in  those  cases 
that  have  been  permitted  to  become  moribund  from  hunger  and 
thirst  from  too-long-delayed  gastrostomy.  In  such  cases  the  gas- 
trostomy should  be  done  at  once  and  the  patient  fed  until  the  speci- 
men may  be  taken  with  safety.  Unfortunately,  such  patients, 
especially  if  there  has  been  a  few  days  of  water  hunger,  make  ex- 
ceedingly bad  surgical  subjects,  so  that  the  minor  operation  of 
gastrostomy  assumes  a  high  mortality.  It  is  usual  among  endo- 
scopists in  the  diagnosis  of  cancer  to  attach  a  great  deal  of  weight 
to  asymmetrical  aspiratory  movement  of  the  walls  of  the  esophagus. 
In  doing  this,  it  is  very  necessary  that  the  patient's  head  be  exactly 
in  the  median  line  and  the  body  straight.  The  twisting  of  the 
head  to  one  side  is  very  apt  to  alter  the  symmetry  of  the  visible 
normal  esopliageal  lumen.  This  is  demonstrated  graphically  in 
the  radiograph  here  shown.  The  twisting  of  the  child's  head  side- 
wise  causes  the  image  of  the  coin  to  be  elongated  owing  to  the  fact 
that  the  coin  is  moved  diagonally  instead  of  antero-posteriorally  by 
the  normal  respiratory  movements,  owing  to  the  child's  head  being 
strongly  rotated  to  one  side.  Cancer  of  the  esophagus  has  at  the 
present  day  100  per  cent  mortality,  but  there  is  good  reason  to 
believe  that  the  surgeon  will  show  a  certain  percentage  of  cures  as 
soon  as  physicians  will  promptly  refer  to  the  esophagoscopist  all 
patients  showing  the  slightest  abnormality  referable  to  the  esopha- 
gus. Thus  only  can  we  hope  to  discover  and  treat  the  pre-cancer- 
ous  conditions  of  leucoplakia,  erosion,  maceration,  chronic  esopha- 
gitis,  etc.     That  the  physician  may  do  this  without  hesitation,  it 
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behooves  the  esophagoscopist  to  so  perfect  his  technic  and  develop 
his  skill  that  a  patient  may  be  esophagoscoped  without  distress  and 
without  anesthesia,  or  at  most  with  local  anesthesia  limited  to  the 
pharynx.  The  work  of  Henry  Janeway  has  convinced  me  that  re- 
section of  the  thoracic  esophagus  is  a  practicable  procedure  and 
will  be  frequently  resorted  to  as  soon  as  early  esophagoscopies 
shall  make  the  necessary  early  diagnosis.  In  the  palliative  treat- 
ment of  inoperable  esophageal  cancerous  stenosis,  gastrostomy. may 
be  postponed  by  esophageal  intubation  in  many  instances  until  very 
nearly  the  termination  of  the  case,  though  by  this  I  do  not  mean 
that  gastrostomy  should  be  postponed  one  day  after  it  is  clear  that 
nutrition  is  going  to  suffer.  It  is,  of  course,  much  more  satisfactory 
to  the  patient  to  swallow  his  food  even  though  it  be  liquid,  than 
to  have  it  poured  in  through  the  abdominal  wall.  Esophageal  in- 
tubation has  been  very  satisfactory  in  the  author's  hands.  He  is 
not  prepared  to  say  that  endoscopic  methods  are  in  any  way  prefer- 
able to  those  of  Charters  Symonds,  for  the  introduction  of  a  tube. 
All  forms  of  clear  liquids  will  go  through  esophageal  intubation 
tubes  of  4  mm.  internal  diameter,  and  raw  or  very  slightly  cooked 
eggs  can,  with  care,  be  swallowed  with  much  satisfaction  by  the 
patient  whose  esophagus  is  thus  intubated.  In  fact,  any  finely 
masticated  food  will  go  through,  though  occasionally  imperfectly 
masticated  particles  may  lodge  in  the  smallest  tubes.  The  author 
has  had  these  tubes  worn  for  quite  a  number  of  months  without 
exciting  ulceration,  though,  of  course,  cancerous  ulceration  was 
been  better  spent  in  perfecting  the  operator's  personal  skill  in  intro- 
already  present  in  some  instances.  Of  course,  the  tubes  were  re- 
moved at  frequent  intervals  for  cleaning  and  were  replaced.  It  is 
essential  to  have  a  duplicate  tube  for  immediate  replacement,  else 
the  esophageal  channel  will  quickly  close  so  that  a  smaller  tube 
will  be  needed.  Eventually  a  smaller  and  a  smaller  tube  is  needed 
anyway,  until  none  can  be  introduced. 

Angioneurotic  edema  has  been  added  by  H.  Arrowsmith  to  the 
list  of  diseases  observed  in  the  esophagus. 

Gastroscopy:  Recent  developments  have  been  noteworthy.  In 
different  parts  of  the  world,  earnest  workers  have  been  perfecting 
technic  and  instruments.  It  has  been  said  that  the  time  wasted  in 
an  effort  to  develop  a  substitute  for  the  straight  tube  would  have 
ducing  the  straight  tube.  While  this  may  be  true,  it  is  unwise  to 
discourage  effort.  It  is  now  universally  accepted  that  safety  de- 
mands that  introducing  shall  be  with  a  tube  devoid  of  a  lens  system, 
in  order  that  lesions  may  be  detected  and  avoided,  and  that  the 


JACKSON  :    RECENT  PROGRESS  IN  ENDOSCOPY.  759 

axis  of  the  instrument  may  be  readily  kept  in  line  with  the  eso- 
phageal axis.  After  the  distal  end  of  the  tube  has  reached  the 
stomach,  a  plug  with  a  window  has  been  used  in  the  proximal  end 
of  the  tube  so  that  positive  pressure  from  an  oxygen  tank  (Jane- 
way)  or  a  hand  bulb  may  be  used  to  push  away  mucosal  folds,  and 
when  a  lens  system  is  inserted  in  the  tube  in  the  form  of  a  long 
tube  with  a  window  in  the  side  of  the  distal  end,  an  excellent  view 
of  the  distended  stomach  is  obtained.  The  author  personally  can 
testify  to  the  beautiful  view  of  the  pyloris  obtained  in  the  Jane- 
way  gastroscope,  and  while  the  use  of  inflation  and  of  a  lens  sys- 
tem for  gastroscopy  is  at  least  thirty  years  old,  yet  the  optical 
formula  and  the  particular  combination  of  illumination,  lenses, 
inflation  apparatus  and  tubes  in  the  Janeway  gastroscope  make  it 
one  of  the  greatest  of  all  recent  advances  in  gastroscopy  of  which 
the  author  has  personal  knowledge.  Excellent  results  have  also 
been  obtained  by  Hill,  Eisner  and  others,  and  all  of  these  instru- 
ments are  now  doubtless  developed  to  a  point  where  the  personal 
skill  of  the  operator  counts  for  mpre  than  the  particular  instru- 
ment. The  usefulness,  safety  and  practicability  of  the  gastroscope 
is  an  accomplished  fact.  The  need  now  is  for  careful,  skillful  men 
who  will  use  it.  The  value  of  gastroscopy  in  establishing  a  diagno- 
sis in  severe  and  obscure  stomach  disease  has  been  abundantly 
proved.  The  tendency,  however,  to  resort  to  it  only  in  very  seri- 
ous conditions  prevents  its  greatest  usefulness,  which  would  be  in 
the  earl}^  diagnosis  of  cancer  and  of  pre-cancerous  conditions. 
When  endoscopists,  who  have  developed  the  gastroscopic  technic, 
are  sufficiently  numerous  and  sufficiently  skillful  so  that  the  physic- 
ian or  the  surgeon  may  feel  justified  in  sending  them  cases  before 
the  patient's  condition  becomes  desperate,  gastroscopy  will  be  of 
great  use  to  the  physician  and  surgeon,  but  gastroscopy  probably 
will  never  be  done  by  the  physician  or  the  surgeon  himself.  He 
will  take  the  endoscopist's  report  along  with  that  of  the  radio- 
grapher and  analyst  and  decide  as  to  the  best  handling  of  the  case, 
just  as  the  otologist  in  a  brain  case  takes  the  report  from  the  in- 
ternist, the  laboratory,  and  the  ophthalmologist.  Unlike  tracheo- 
bronchoscopy and  esophagoscopy,  it  may  be  said  of  gastroscopy 
that  while  its  positive  reports  are  extremely  valuable,  its  negative 
reports  are  less  so,  just  as  with  ophthalmoscopy  in  brain  disease, 
the  Wassermann  reaction,  and  many  other  of  our  most  valuable 
aids  in  medicine  and  surgery.  A  very  important  point  in  increasing 
the  range  of  mobility  of  the  distal  end  of  the  gastroscope  in  the 
stomach  has  been  demonstrated  by  Henry  Janeway.     It  consists  in 
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an  elevation  of  the  knees  of  the  recumbent  patient  to  the  vertical 
or  flexed  position,  as  this  relaxes  the  abdominal  wall. 

Mortality  gastroscopy:  That  there  is  practically  no  mortality 
from  gastroscopy  in  very  careful  hands  has  been  shown  by  the 
replies  to  the  author's  circular  letter  of  inquiry.  Out  of  i  lo  cases 
done  by  eight  different  endoscopists  there  was  no  mortality  within 
two  weeks  after  operation  from  any  cause.  The  author  has  now 
examined  the  interior  of  238  living  stomachs  with  the  peroral  gas- 
troscope,  and  so  far  only  one  patient  has  died  from  any  cause  what- 
ever within  one  month  after  the  gastroscopy.  As  previously  re- 
ported, this  patient  was  moribund  from  a  bleeding  ulcer  of  the 
stomach  when  admitted  to  the  hospital.  But,  taking  the  figures 
just  as  they  stand,  the  mortality  is  only  a  fraction  of  one  per  cent. 

Conclusion:  In  conclusion  I  wish  to  say  that  recent  progress  in 
endoscopy  of  the  larynx,  trachea,  bronchi,  esophagus  and  stomach 
has  shown  very  clearly  that  all  future  progress  will  depend  on  those 
who  have  the  time  and  opportunity  to  develop  an  organization  with 
assistants  and  nurses  Well  trained,  and  to  develop  by  continual  prac- 
tice the  skill  which  the  musician  must  have  with  his  instrument ; 
and  while  it  is  given  to  but  a  few  like  Killian,  Von  Eicken  and 
Bruenings  to  be  the  Paderewskis  of  endoscopy,  yet  anyone  who  will 
practice  continually  and  keep  himself  in  continual  training,  may  do 
good  work  and  contribute  to  the  future  progress  of  endoscopy. 

Westinghouse  Building. 


Direct  Laryngoscopy,  TracheD=  Bronchoscopy  and  Esophagoscopy. 

Logan  Tuknicr  and  J.  S.  Fraser,  Hdin.  Med.  Jour.,  Jan.  and 

Feb.,  1913. 
This  paper  contains  a  general  description  of  the  instruments  and 
technic,  and  is  intended  for  those  not  familiar  with  modern  endo- 
scopic methods.  In  reference  to  the  examination  of  the  esophagus 
it  is  laid  down  that  the  bougie  should  not  be  used  in  suspected  cases 
of  carcinoma  and  foreign  body,  also  that  no  case  of  difficulty  of 
swallowing  should  be  regarded  as  hysterical  without  direct  examina- 
tion of  the  gullet.  Several  cases  are  described,  two  of  them  e>:- 
amples  of  malignant  disease  of  the  hypo-pharynx  and  upper  end  of 
the  esophagus,  in  which  a  circular  portion  of  pharynx  and  esophagus 
were  successfully  removed,  one  of  the  patients  being  in  good  health 
two  years  later.  Guthrie. 


THE  REMOVAL  OF  FOREIGN  BODIES  FROM  THE  UPPER 
END  OF  THE  ESOPHAGUS.* 

DR.    RICHARD    H.    JOHNSTON,    BALTIMORK. 

The  Upper  end  of  the  esophagus  is  that  portion  included  between 
the  clavicle  below  and  the  cricoid  cartilage  above.  In  this  area  for- 
eign bodies  usually  lodge  because  these  two  points  are  the  narrow- 
est in  the  esophagus.  We  may  say  that  the  removal  of  foreign  bod- 
ies is  limited  to  this  area  meaning  about  an  inch  and  a  half  or  two 
inches  in  length.  Success  in  this  work  depends  upon  two  factors. 
A  proper  position  of  the  patient's  head  and  the  manipulation  of  a 
short  instrument  of  sufficient  diameter  to  see  and  to  work  through. 
Foreign  bodies,  especially  if  fiat,  lodge  in  the  esophagus  with  the 
edges  lateral.  As  a  rule  they  are  located  back  of  the  middle  line 
which  accounts  for  the  fact  that  the  ordinary  esophagoscope  slips 
over  the  anterior  plane  and  the  entire  esophagus  is  examined  with- 
out finding  the  object.  Such  cases  have  been  reported  by  skilled 
operators.  The  method  of  throwing  the  patient's  head  over  the  end 
of  the  table  probably  has  something  to  do  with  failure  to  locate  the 
foreign  body  at  once,  since  the  tense  muscles  tend  to  force  the  ob- 
ject back.  In  my  own  work  I  long  ago  discarded  extension  of  the 
head  in  examining  the  upper  end  of  the  esophagus.  I  am  con- 
vinced that  relaxation  of  the  muscles  is  the  most  important  point  in 
the  examination  and  this  can  be  obtained  only  with  the  patient's 
head  straight  on  the  table.  The  elasticity  of  the  tissues  allows  great 
freedom  of  movement  and  by  manipulation  with  the  instrument 
the  right  angle  of  the  throat  becomes  straight.  The  foreign  body 
immediately  comes  into  view  and  is  seized  with  forceps  and  re- 
moved. 

One  who  has  tried  extension  of  the  head  with  its  difficulties  and 
then  turns  to  the  straight  method  will  at  once  perceive  the  advan- 
tages of  the  latter.  There  are  operators  who  are  skillful  in  exten- 
sion but  they  have  become  so,  by  long  experience.  When  the  novice 
attempts  it,  it  is  so  difficult  that  he  is  tempted  to  give  up  in  despair. 

METHODS   OF   EXAMINING   THE   UPPER   END   OF   THE   ESOPHAGUS. 

Extension :  This  method  has  reached  a  high  state  of  perfection 
through  the  work  of  Dr.  Chevalier  Jackson,  and  Dr.  J.  W.  Boyce 
who  has  developed  a  position  of  the  head  known  as  the  "Boyce  posi- 
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tion."  Dr.  Jackson  emphasizes  the  fact  that  the  head  must  be  held 
just  right  which  necessitates  a  trained  assistant.  In  this  method  the 
head  and  shonlders  are  pulled  over  the  end  of  the  table  and  held  by 
an  assistant.  The  objections  to  extension  are  the  tenseness  of  the 
neck-muscles,  which  must  be  overcome  by  pulling  and  the  position 
of  the  instrument  which  is  suspended  in  the  air  with  the  left  hand 
and  which  cannot  be  long  held  on  account  of  the  strain  on  the  fore- 
arm.  For  these  reasons  I  think  a  simpler  method  is  to  be  preferred. 

2.  Flexion:  This  method  was  worked  out  by  Dr.  H.  P.  Mosher 
in  1908.  Under  general  anesthesia  the  patient's  head  is  turned  to 
the  left  until  the  cheek  almost  touches  the  plane  of  the  table.  The 
head  is  then  flexed  on  the  chest.  The  operator  sits  at  the  left,  facing 
the  head  and  introduces  the  special  spatula  between  the  left  bicuspid 
teeth..  The  tongue  is  pushed  to  the  opposite  side  and  the  cricoid 
cartilage  lifted  which  exposes  the  esophagus  to  the  clavicle.  So  far 
as  I  know  this  method  cannot  be  used  without  general  anesthesia 
which  exposes  the  patient  to  unnecessary  risk.  This  objection  does 
not  apply  to  extension  in  which  the  patient's  head  can  be  forcibly 
held  over  the  end  of  the  table.  It  is,  however,  more  difficult  to  hold 
the  head  than  in  the  position  which  I  will  now  describe.  All  I  have 
said  above  applies  to  children,  since  a  satisfactory  examination  can 
nearly  always  be  made  in  adults  under  local  anesthesia  with  the 
patient  sitting. 

J.  Straight  position :  The  position  of  the  head  is  the  same  as  in 
the  straight  method  of  direct  laryngoscopy  which  I  worked  out  in 
1908.  In  this  method  the  head  lies  straight  on  the  table.  In  chil- 
dren up  to  8  years  of  age  no  anesthetic  is  needed.  Cocain  is  dan- 
gerous and  since  the  method  is  designed  to  make  esophagoscopy 
simple  and  practically  free  from  danger,  general  anesthesia  is  not 
used.  The  little  patient,  securely  pinned  in  a  sheet,  is  placed  on  the 
table.  The  head  is  held  by  an  assistant  while  the  arms  and  legs  are 
attended  to  by  nurses.  Jackson's  old  child's  speculum  is  introduced 
between  the  incisor  teeth  and  pushed  rapidly  down  behind  the 
larynx,  which  is  gently  lifted,  exposing  the  vipper  end  of  the  eso- 
phagus for  about  two  inches  or  to  the  clavicle.  The  instrument  may 
be  pushed  below  the  cricoid  cartilage  if  desired.  Since  the  speculum 
has  a  diameter  greater  than  the  average  esophagoscope,  one  sees 
much  better  through  it.  Because  of  the  relaxation  of  the  muscles 
and  the  position  of  the  instrument  from  above  downwards  and  back- 
wards, it  is  practically  impossible  to  miss  a  foreign  body  which, 
once  seen,  is  easily  removed.  With  this  method  esophagoscopy  can 
be  done  anywhere  since  no  special  assistants  are  needed.     Since 
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developing  the  method  I  have  used  no  other  in  the  examination  and 
treatment  of  the  upper  end  of  the  esophagus.  In  adults  the  ex- 
amination can  nearly  always  be  made  with  the  patient  in  the  sitting 
position  under  local  anesthesia.  The  head  is  only  slightly  extended 
and  the  same  instrument  with  a  modified  handle  is  used. 

The  speculum  is  introduced  and  the  larynx  pulled  forward.  In 
most  cases  a  good  view  of  the  upper  end  of  the  esophagus  is  ob- 
tained. If  necessary  the  tube  may  be  passed  down  below  the  cricoid 
cartilage  for  half  an  inch  or  more.  In  this  way  I  have  succeeded^in 
diagnosing  tumors  atid  foreign  bodies.  In  three  patients  foreign 
bodies  have  been  removed.  From  my  experience  I  believe  all  for- 
eign bodies  can  be  removed  through  the  esophagoscope.  The  most 
dangerous  part  of  the  work  is  the  general  anesthetic  and  with  the 
further  development  of  esophagoscopy  practically  all  patients  will 
be  examined  without  it.  Skillful  operators  use  no  anesthetic  in  chil- 
dren but  claim  that  in  adults  ether  is  necessary  to  secure  proper 
relaxation.  This  is  not  in  accord  with  my  experience.  For  many 
months  I  have  succeeded  in  passing  the  esophagoscope  with  the 
patient  sitting  and  prefer  it  to  the  prone  position, 

A  contemporary  in  an  article  published  recently  makes  the  fol- 
lowing statements :  "Although  the  esophagoscope  has  greatly  aided 
in  the  management  of  impacted  foreign  bodies  in  the  esophagus,  it 
has  not  and  cannot  entirely  supplant  the  older  methods.  There  are 
not  a  few  cases  in  which  the  time-honored  methods  of  operating  are 
simpler,  easier  and  quite  as  effective  as  esophagoscopy."  He  then 
describes  the  removal  of  common  pins  and  fish  bones  with  the  old 
bristle  bougie  which  he  describes  as  an  instrument  than  which  none 
is  more  generally  useful  and  effective  and  which  can  be  employed 
with  almost  perfect  safety.  For  the  removal  of  coins  and  buttons 
often  nothing  is  better  than  the  old,  bent  esophageal  forceps  or  a 
straight,  smooth,  blunt-pointed,  toothless,  eight-inch  hemostat.  He 
then  cites  several  cases  of  foreign  bodies  in  the  upper  end  of  the 
esophagus  which  he  failed  to  locate  for  a  long  time  with  an  ordinary 
esophagoscope  because  the  instrument  repeatedly  slipped  over  the 
object. 

i  cannot  agree  with  the  conclusions  of  the  author.  To  me  it  is 
clearly  obvious  that  a  short,  wide  esophagoscope  in  the  hands  of  a 
careful,  skillful  operator,  is  far  safer  than  blind  groping  with  any 
forceps.  The  majority  of  fatalities  in  foreign  bodies  have  been  due 
to  the  blind  use  of  forceps  and  bougies.  I  have  never  failed  to  lo- 
cate and  remove  a  foreign  body  within  a  few  minutes  with  the  in- 
strument described  above,  and  I  attribute  mv  success  to  the  fact  that 


7CA  JOHNSTON  :    FOREIGN   BODIES  IN   ESOPHAGUS. 

it  is  practically  impossible  to  miss  seeing  the  object  in  the  esophagus. 
Since  adopting  the  straight  position  of  the  head,  I  have  found  the 
work  much  easier.  The  operator  stands  to  the  left  of  the  patient 
facing  the  head  and  passes  the  instrument  with  the  left  hand  leaving 
the  right  hand  free  for  operative  work.  In  a  recent  article  by  a  con- 
temporary, attention  is  called  to  the  advantages  of  the  short,  wide 
speculum  in  the  location  and  removal  of  foreign  bodies  from  the 
upper  end  of  the  esopfiagus  in  children. 

In  the  Neiv  York  Medical  Journal,  September  4,  1909,  I  reported 
the  following  case:  A  child  2  years  old,  while  playing  in  the  street, 
picked  up  a  lead  disc  the  size  of  a  five-cent  piece  and  attempted  to 
swallow  it.  That  night  she  vomited  several  times  and  was  unable 
to  swallow  solid  food.  Two  days  later  she  was  taken  to  St.  Jo- 
seph's Hospital,  where  it  was  found  she  was  only  able  to  swallow  a 
little  liquid.  A  radiograph,  taken  that  day,  showed  a  shadow  at  the 
seventh  cervical  vertebra.  The  next  day  the  patient  was  etherized 
and  the  upper  end  of  the  esophagus  examined  with  Jackson's  child- 
speculum  in  the  extended  position.  On  pulling  the  larynx  upward 
the  disc  was  seen  tightly  wedged  in  the  esophagus  in  a  lateral  posi- 
tion. Jackson's  short  forceps  was  passed  through  the  tube  and  the 
disc  removed. 

It  will  be  seen  that  the  use  of  the  short,  wide  instrument  is  by  no 
means  new. 

To  illustrate  the  improved  technic  in  the  management  of  foreign 
bodies  at  the,upper  end  of  the  esophagus  in  children,  I  wish  to  cite 
the  following  case:  A  little  girl,  2  years  old,  was  brought  to  St. 
Joseph's  Hospital  with  a  five-cent  piece  in  the  esophagus.  The  radio- 
graph showed  the  nickel  just  below  the  cricoid  cartilage.  For  a 
week  the  child  had  swallowed  liquid  food  only.  The  little  patient 
and  held  by  an  assistant.  No  anesthetic  was  used.  Jackson's  old 
speculum  was  passed  back  of  the  larynx  which  was  easily  lifted. 
The  foreign  body  immediately  came  into  view  located  in  the  back 
was  pinned  in  a  sheet  and  placed  on  the  table  with  the  head  straight 
part  of  the  esophagus  with  edges  lateral.  Pfau's  extension  forceps 
was  passed,  the  coin  seized  and  promptly  removed.  The  whole  pro- 
cedure did  not  take  two  minutes.  The  child  scarcely  had  time  to 
cry  and  was  taken  from  the  table  unhurt.  In  less  time  than  it  would 
have  taken  to  get  ready  for  the  extended  position  the  foreign  body 
was  removed. 

The  straight  method  with  the  short  instrument  makes  esophago- 
scopy  one  of  the  simplest  procedures  in  surgery. 
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A  BRIEF  PATHOLOGICAL  STUDY  OF    PAPILLOMATA    WITH 
REFERENCE  TO  THEIR  EXISTENCE  WITHIN  THE  NOSE.* 

DR.  RUFUS  B.   SCARLETT,  TRENTON,   N.   J. 

Epithelial  tumors  are  characterized  by  the  development  of  tis- 
sues which  are  derived  from  two  of  the  blastodermic  layers;  the 
cells  covering  the  papillae  having  their  origin  either  from  the  ecto- 
derm or  the  entoderm,  although  the  epithelium  of  a  papilloma  as 
found  within  the  nose  is  usually  a  product  of  the  outer  layer,  or 
the  ectoderm.  The  connective  tissue,  or  the  supporting  frame- 
work of  the  growth  over  which  the  epithelial  cells  proliferate  and 
develop,  has  its  origin  from  the  middle  layer,  or  the  mesoderm. 

A  papilloma  within  the  nasal  chambers  is  a  comparatively  rare 
tumor  of  a  non-malignant  character,  arising  from  the  mucous  mem- 
brane, and  showing  a  predominance  of  epithelium  over  the  con- 
nective tissue  elements;  the  relationship  between  the  two  layers, 
however,  is  dependent  upon  the  amount  of  proliferative  changes 
that  have  taken  place  within  the  respective  tissues. 

The  essential  and  conspicuous  elements  of  this  variety  of  tumor 
are  the  epithelial  cells ;  the  supporting  structure,  as  a  rule,  being  no 
more  than  slender  stalks  of  connective  tissue  carrying  within  their 
meshes  ill-developed  vessels,  with  a  scattering  here  and  there  of 
small,  round  cells.  The  two  layers  are  separated  by  a  delicate 
basement  membrane,  which  is  regarded  as  a  derivative  or  a  mod- 
ification of  the  subjacent  connective  tissue.  As  the  result  of  this 
dividing  membrane,  therefore,  it  will  be  seen  that  the  proliferating 
epithelium  forming  the  tumor  proper  is  outside  of  the  vascular 
area,  and  while  these  cells  contain  no  blood-vessels  of  their  own, 
the  necessary  nutrition  is  maintained  by  the  absorption  of  juices  of 
a  nutritive  nature  which  pass  to  the  cells  by  way  of  the  minute 
clefts  within  the  intercellular  substance. 

In  the  development  of  papillomata,  the  new  cells  have  their  origin 
in  close  proximity  to  the  vascular  area,  but  as  previously  men- 
tioned, separated  from  it  by  the  membrana  propria.  They  are 
usually  arranged  in  an  orderly  manner  and  appear  with  marked 
persistence  in  normal  relation  to  the  basement  membrane.    As  the 

•Presented  as  a  candidate's  thesis  to  the  .\merlcan  Larynffologlcal, 
Khinolo^ical   and   Otolog^ical   Society,    May,    1912. 
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cells  develop  and  become  older,  they  show  a  tendency  to  lose  the 
liquid  part  of  their  contents.  This  is  the  result  of  the  pressure  to 
which  they  are  subjected  through  their  more  distant  removal  from 
their  origin  by  the  development  of  newer  cells,  and  also  in  conse- 
quence of  their  exposure  to  external  influences  on  the  surface. 
The  naked-eye  appearance  usually  shows  the  papilloma  of  the  nose 
to  be  composed  of  branched  processes,  and  the  whole  mass  to  re- 
semble an  immature  cauliflower. 

Of  the  two  varieties  of  papillomata,  the  squamous-celled  is  the 
more  frequently  found  within  the  nose,  in  spite  of  the  fact  that  the 
greater  part  of  the  nasal  cavities  is  lined  with  columnar  cells,  the 
remaining  portion  having  a  specialized  epithelium.  According  to 
the  older  writers,  the  chief  histological  difiference  which  distin- 
guishes the  two  varieties  lies  in  the  character  of  the  epithelium.  A 
papillary  tumor  covered  with  proliferating  squamous  epithelium 
was  considered  by  these  investigators  as  hard,  even  though  the 
palpable  sensation  imparted  may  not  have  been  as  firm  as  in  a  growth 
with  a  greater  amount  of  stroma,  but  supporting  columnar  epi- 
thelium.    This  latter  condition  they  designated  as  soft. 

It  will  be  seen,  therefore,  that  in  spite  of  the  fact  that  a  liberal 
proliferation  of  the  connective  tissue  cells  may  have  taken  place  in 
a  papilloma  covered  with  columnar  epithelium,  and  the  growth  may 
in  reality  be  firmer  than  the  squamous-celled  variety,  according  to 
the  foregoing  classification,  it  would  be  considered  soft.  It  may  be 
true  that  under  the  microscope,  the  arrangement  of  stratified 
squamous  cells  may  be  such  that  the  impression  of  a  certain  degree 
of  firmness  is  given ;  while  columnar  epithelium,  with  frequent 
modifications,  often  assuming  the  shape  of  goblet  cells,  may  give 
the  idea  of  a  less  degree  of  density,  and  therefore  be  considered 
the  characteristic  cells  of  the  soft  variety. 

Thus,  as  the  nomenclature  of  the  past  appears  to  permit  an  in- 
correct and  unsatisfactory  classification  of  epithelial  tumors,  I  make 
bold  to  declare  against  the  further  use  of  the  terms  hard  and  soft, 
and  advise  that  a  more  definite  classification  be  made  which  will 
harmonize  with  the  recent  views  on  the  subject,  suggesting  the  ar- 
rangement of  papillomata  according  to  the  character  of  the  epi- 
thelium into  squamous-celled  or  columnar-celled.  With  this  dis- 
tinction in  mind,  the  embryological  difference  may  also  be  sig- 
nificant, for  we  find  the  former  are  developed  from  the  ectoderm,- 
while  the  latter,  as  a  rule,  are  not  found  within  the  nose,  but  have 
their  origin  from  the  mucous  membrane  lining  the  hollow  viscera, 
and  are  paved  with  epithelium  which  is  derived  from  the  entoderm. 
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The  degeneration  of  a  papilloma  into  a  malignant  tumor  is  most 
likely  to  take  place  in  those  growths  whose  situation  frequently  ex- 
posed them  to  irritation.  The  development  of  such  a  change  indi- 
cates a  disturbance  or  loss  of  the  normal  relationship  between  the 
epithelial  cells  and  the  underlying  connective  tissue.  A  modifica- 
tion is  also  evident  at  the  same  time  in  the  histological  structure  of 
the  cells  of  the  benign  tumor  and  in  its  environments.  As  long  as 
the  basement  membrane,  which  limits  the  downward  growth  of  the 
epithelium  is  intact,  the  tumor  retains  its  benignancy,  but  the  mo- 
ment this  normal  barrier  is  destroyed  as  the  result  of  prolonged  and 
repeated  irritation,  or  it  may  be  in  consequence  of  a  marked  pre- 
disposition, embryonic  cells  are  permitfed  entrance  into  the  vascular 
area,  and  the  transformation  from  a  benign  tumor  to  one  of  ma- 
lignancy is  thereby  encouraged,  with  manifestations  in  time  of 
symptoms  of  carcinoma. 

The  development  of  the  epithelium  in  papillomatous  growths  is 
significant.  In  the  benign  tumor  the  cells  proliferate  toward  the 
surface,  the  mucous  membrane  retains  a  healthy  appearance  and 
does  not  become  infiltrated ;  but  when  malignancy  takes  place,  the 
epithelium  shows  a  tendency  to  penetrate  into,  and  to  proliferate 
within  the  subjacent  areas,  and  to  implicate  the  surrounding  tissue, 
producing  a  stiffness  of  the  part. 

To  what  extent  this  transition  takes  place  in  papillomata  appears 
to  be  a  point  more  or  less  disputed.  That  such  a  change  does  take 
place  in  other  parts  of  the  body  is  an  accepted  fact,  but  owing  to 
the  infrequency  of  papillomata  within  the  nasal  chambers,  little 
opportunity  has  been  aflforded  for  extensive  study ;  nevertheless  the 
literature  records  one  or  two  instances  in  which  the  actual  trans^ 
formation  was  followed  practically  throughout  its  entire  develop- 
ment. 

While  it  is  doubtful  if  degeneration  of  a  papilloma  of  the  nose 
into  a  sarcoma  has  ^ver  been  detected,  such  a  change  has  been  re- 
corded as  having  taken  place  in  a  papillary  growth  of  a  joint.  Post- 
natal embryonic  cells  within  the  connective  tissue-part  of  the  tumor 
are  held  as  being  responsible  for  this  degenerative  change.  May 
not  some  of  the  sarcomata  within  the  nose  owe  their  origin  to  a 
I)apillary  growth,  the  benign  tumor  not  being  detected  until  malig- 
nant changes  have  taken  place  and  developed  to  such  an  extent  as  to 
destroy  all  trace  of  the  primary  tumor,  and  even  before  the  evi- 
dence of  a  new  growth  has  manifested  itself?  To  some,  this  may 
seem  impossible,  but  with  the  study  of  the  formation  of  tissues,  we 
find  that  the  structure  and  the  character  of  a  new  growth  is  in- 
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fluenced  almost  entirely,  or  is  dependent  upon,  the  stage  of  arrested 
cell  development,  and  the  embryonic  layer  from  which  the  matrix 
has  its  origin.  The  connective-tissue  portion  may  readily  be  the 
part  affected  and  responsible  for  the  production  of  the  new  growth. 

With  the  occurrence  of  a  papillary  tumor  within  the  nose,  the 
difficulty  of  determining  its  true  nature  is  evident  by  the  similarity 
in  its  gross  appearance  to  other  grow'ths  found  in  the  same  locality. 
In  the  majority  of  cases  the  microscope  is  the  only  deciding  means. 

From  the  diagnostic  standpoint,  carcinoma  presents  a  distinguish- 
ing feature,  in  that  almost  without  exception  there  exists  a  certain 
degree  of  induration  at  its  base.  Which  condition  is  never  found  in 
the  benign  papilloma.  The' microscopical  appearance  shows  the 
presence  of  epithelial  cells  beyond  their  normal  zone,  and  when 
these  elements  exist,  even  in  a  limited  number,  within  the  sub-epi- 
thelial tissue,  it  is  distinct  and  positive  evidence  of  malignancy.  In 
time,  disorganization  of  the  part  affected  will  take  place,  and  a 
tendency  to  metastatic  distribution  will  be  manifested.  The  dis- 
semination of  carcinoma  cells,  the  tendency  to  involvement  of  ad- 
jacent tissues,  and  a  more  or  less  rapid  development  is  in  distinct 
contrast  to  a  papilloma,  which  is  non-irritating,  remains  local,  and 
is  of  slow  growth. 

An  inflammatory  swelling  of  a  papillary  nature  may  be  the  source 
of  confusion;  however,  its  sudden  appearance,  the  tendency  to  mul- 
tiplicity, and  definite  signs  of  inflammation  are  characteristic;  and 
further,  the  microbic  cause  of  the  lesion  can  usually  be  ascertained. 
A  minute  examination  of  the  tissue  will  show  distinct  evidence  of 
inflammation  as  the  result  of  the  organismal  infection.  The  exist- 
ing proliferation  can  be  traced  to  the  action  of  the  offending  organ- 
isms or  their  toxins,  upon  pre-existing,  mature  tissue-cells,  whereas 
in  papilloma,  the  increase  of  tissue  is  the  result  of  proliferation  and 
development  of  embryonic  or  pre-existing  immature  cells,  which 
are  not  utilized  in  the  growth  and  development  of  the  part. 

For  many  years  Hopmann  and  his  followers  were  led  astray  by 
the  existence  within  the  nasal  chambers  of  polypi,  which  had  as- 
sumed a  folded,  convoluted  or  furrovv^ed  appearance,  undoubtedly 
as  the  result  of  the  pressure  to  which  they  had  been  subjected  in 
the  limited  space  in  which  they  were  found,  and  which  were  classed 
by  these  investigators  as  papillomata.  It  remained  for  Wright, 
however,  in  1891,  to  point  out  with  unusual  clearness  the  existing 
error,  and  to  show  wherein  the  two  conditions  are  readily  differ- 
entiated. He  was  able  to  demonstrate  beyond  doubt  that  the  former 
results  from  changes  within  the  connective  tissue,  with  no  break  in 
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the  regularity  of  the  surface  epithelium;  while  proliferating  epi- 
thelial cells,  within  restraint  by  the  basement  membrane,  are  respon- 
sible for  the  benign  papillomatous  growth.  Later  contributions  of 
rote  by  Douglass,  jMcKinney,  Arrowsmith  and  others  corroborated 
the  above  views,  and  further  established  the  differentiation  between 
the  two  conditions. 

Papillarv  hypertrophy  of  any  one  of  the  turbinal  bodies  may  ex- 
ist, and  will  often  necessitate  the  most  careful  scrutiny  to  differ- 
entiate it  from  papilloma.  Here,  also,  the  change  causing  the  en- 
largement takes  place  within  the  connective  tissue  underlying  the 
epithelium  and  forming  its  support.  The  line  of  the  surface  epi- 
thelium, as  a  rule,  is  not  disturbed,  while  in  papillomata  the  micro- 
scope shows-  that  the  thickening  and  irregularity  of  the  epithelial 
elements  are  marked,  and  a  decided  budding  appearance  of  the  sur- 
face is  presented. 

The  study  of, papillomata  of  the  nose,  or  any  tumor  for  that  mat- 
ter, soon  makes  one  cognizant  of  the  difficulty  often  encountered  in 
attempting  to  make  a  positive  diagnosis  of  the  existing  lesion  with- 
out the  aid  of  the  microscope.  It  is  certain  that  even  if  the  macro- 
scopical  appearance  does  indicate  to  a  satisfactory  extent  the  nature 
of  the  growth,  it  is  impossible  without  the  examination  of  sections 
to  detect  the  earliest  penetration  of  the  basement  membrane  by  epi- 
thelial cells,  which  might  mean  the  saving  of  much  discomfort,  and 
maybe  the  patient's  life.  The  differential  diagnosis  is  usuallv  not 
difficult  if  one  bears  in  mind  the  normal  relationship  between  the 
tissues  involved. 

78  North  Clinton  Avenue. 


Diphtheria  Bacilli  in  Secretions  of  Nose  and  Throat  in  Infants 

With  Nutritional  Disturbances.    E.   Conradi,  Muench.   mcd. 

W'chnschr.,  March  11,  li>i;j. 

In  the  course  of  one  year  Conradi  found  diphtheria  bacilli  twice 

in  the  throats  and  eight  times  in  the  noses  of  infants  suffering  from 

digestive  disturbances,  but  with   no   manifestations  of   diphtheria. 

Though  these  bacilli  appeared  in  the  secretions  for  from  two  to 

four  months,  they  displayed  no  specific  pathogenic  properties. 

Ed. 


SUGGESTIONS  IN  ACOUMETRY. 

PROF.   G.   GRADKNIGO,   TURIN^   ITALY. 

The  suggestions  refer  to  the  "vocal"  hearing  tests  as  well  as  to 
tests  by  means  of  simple  musical  tones. 

A.  Vocal  tests:  Owing  to  the  limited  dimensions  of  available 
rooms,  in  common  practice,  and  also  with  a  view  to  excluding  the 
ear  not  involved,  the  hearing  is  usually  tested  by  means  of  the  so- 
called  "vox  aphona"  or  whispered  speech.  Still  there  is  no  doubt 
as  to  the  convenience  of  testing  the  hearing  with  conversational 
speech  also,  inasmuch  as  there  is  no  constant  relationship  between 
hearing  distances  for  whispered  and  conversational  voices,  and,  be- 
sides, it  is  most  important  to  hear  the  conversational  speech  in  so- 
cial life.  In  forensic  practice  and  for  army  recruiting  purposes,  for 
instance,  the  hearing-power  ought  to  be  tested  with  regular  con- 
versational speech. 

At  the  International  Otological  Congress  in  Budapest  I  suggested 
the  name  "index  vocalis"'  for  the  ratio  between  auditive  distances  for 
whispered  and  conversational  voices.  Thus,  i.  v.  the  index  vocalis, 
V.  the  distance  for  whispered  voice,  V  the  distance  for  conversa- 
tional voice,  we  could  assume  a  general  formula :  i.  v.=v/V'.  In 
other  words,  the  index  vocalis  would  be  represented  by  a  fraction, 
where  the  numerator  expresses  the  hearing-distance  for  whispered 
voice  and  the  denominator  the  distance  for  conversational  voice. 

Finding  the  value  of  such  a  fraction  may  prove  useful :  1.  Prac- 
tically just  to  get  an  idea  of  the  hearing-capacity  of  a  patient  in  so- 
cial life.  2.  Clinically,  as  a  hint  for  diagnosis :  We  may  anticipate 
indeed  that  the  different  diseases  of  the  auditory  apparatus  will  be- 
have in  dififerent  ways  as  to  the  ratio  between  the  auditory  dis- 
tances for  these  two  kinds  of  speech. 

To  make  the  test  as  simple  as  possible,  I  proposed  that  only 
vowels  and  even  only  the  five  fundamental  ones:  a  e  i  o  u,  as  pro- 
nounced in  the  Italian  language*  be  employed. 

A  number  of  experiments  out  of  doors  and  in  practically  noise- 
less places  were  carried  out  by  the  writer  to  determine  the  hear- 
ing distances  for  vowels  uttered  in  whispered  voice  of  medium  in- 

*A  ai  In  father;  e  as  in  very;  i  as  in  winter;  o  as  in  lord;  ii  as  in  rule. 
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tensity  and  in  regular  conversational  voice.  I  found  that,  in  the 
open,  the  average  normal  distance  is  15  to  20  meters  for  the  vowels 
0  a  €  i,  and  only  4  to  G  meters  for  the  vowel  u.  As  for  ordinary 
conversational  voice  the  figures  given  by  Wolf  in  his  classical  work 
appear  exaggerated  according  to  my  researches :  I  found,  through 
repeated  investigations,  about  100  meters  for  the  vowels  o  a  e  i, 
and  about  80  meters  for  the  vowel  «. 

Xow  we  are  enabled  to  figure  the  average  normal  value  of  the 
vocal-index,  as  it  results  when  measured  in  the  open.  For  the 
vowel  n\  5/80  to  6/80=1/16  to  1/13,  an  average  of  1/15;  for  other 
vowels,  0,  a,  e,  i:  15/100  to  20/100=1/6,  60  to  1/5;  an  average  of 
1/6. 

Be  it  understood  that  only  approximate  figures  are  obtainable  no 
matter  how  simple  and  accurate  the  test  may  be  made. 

In  clinical  practice  the  determination  of  the  index  vocalis  is  diffi- 
cult, for  it  is  impossible  to  exclude  the  other  ear,  even  in  spite  of 
hermetical  closure,  when  its  auditus  is  a  sufficiently  good  one.  Gra- 
denigo  and  Stefanini  studied  several  methods  to  prevent  the  non- 
involved  ear  from  hearing  conversational  voice  at  all,  or,  at  least, 
to  reduce  the  ear's  auditive  distance  for  conversational  speech  under 
5  meters,  but  they  did  not  yield  satisfactory  results.  In  spite  of 
such  limitations,  the  research  of  the  index  vocalis,  when  possible, 
proves  of  great  practical  value  in  clinical  work.  The  following  pos- 
sibilities may  be  expected: 

1.  All  vowels  uttered  with  whispered  voice  of  medium  intensity 
are  perceived  at  a  distance  of  5  meters  or  more:  the  index  cannot 
be  determined  indoor  in  such  cases. 

2.  All  vowels,  or  some  of  them,  are  perceived  at  a  distance  of 
under  5  meters,  with  whispered  voice ;  with  regular  conversational 
voice  all  of  them  are  heard  at  5  meters  and  perhaps  more.  Then 
the  index  vocalis  is  undetermined,  but  it  may  be  represented  by  a 
fraction  having  as  numerator  the  measure  in  centimeters  of  the 
auditive  distance  for  a  certain  whispered  vowel,  and  as  denomin- 
ator the  symbol  500  (more  than  5  meters). 

Let  us  suppose,  for  instance,  that  all  vowels,  except  the  u,  be 
heard  and,  of  course,  repeated  by  the  patient  at  5  meters  and  per- 
haps more,  and  that  the  u  be  caught  and  repeated  at  a  distance  of 
2  meters :  The  index  vocalis  for  the  vowel  u  would  then  be  repre- 
sented as  follows:  (u)  i  t'==200  greater  than  500. 

All  vowels,  or  one  or  more  of  them  are  heard  at  distances  of  un- 
der 5  meters,  i.  e.  at  distances  easily  estimated  in  a  consulting  room. 
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In  such  cases  two  extreme  values  of  the  index  vocalis  are  likely 
to  be  found :  one  which  approaches  very  close  to  the  unit  without 
attaining  it,  and  another  one  represented  by  a  very  small  centisimal 
figure.    Here  are  two  examples : 

In  some  professional  afifections  of  the  labyrinth  the  vowel  i, 
whispered,  is  heard  only  very  close  to  the  ear,  let  us  say,  at  two 
centimeters :  the  same  vowel  uttered  in  conversational  voice  -may  be 
perceived  at  four  and  a  half  meters.    Then  the  index  vocalis  would 


Fisure   1. 


be:    (I)    i.  v=2/450=l/225,  which  value  is   far  smaller  than  the 
average  normal  index  for  vowel  /,  (lA),  as  said  above). 

In  certain  forms  of  dry  catarrh  of  the  middle  ear,  the  vowel  a 
may  be  heard,  when  whispered,  at  a  distance  slightly  shorter  than 
when  pronounced  with  conversational  voice, — let  us  say  2  meters 
for  whisper  and  3  meters  for  conversational  voice.  The  index  vocalis 
would  be:  (A)  i.  v=200/300=^.  The  determination  of  the  vocal 
index  is  of  peculiar  importance  in  medico-legal  statements :  hence 
an  out-of-door  test  is  to  be  highly  recommended  in  forensic  exam- 
inations. 
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Any  time  the  indoor  tests  cannot  lead  to  a  satisfactory  determina- 
tion of  the  index  vocalis,  I  should  suggest  to  state  the  auditive  dis- 
tances for  each  single  vowel,  uttered  with  whisi^ered  voice  of  me- 
dium intensity,  as  even  this  test  can  yield  valuable  hints  for  a 
diagnosis.  As  to  height  of  pitch  the  vowels  may  be  arranged  as 
follows:  u,  0,  a,  e,  i;  u  is  the  lowest,  /  is  the  highest  pitched.  We 
do  not  care  to  analyze  now  the  exact  tonality  of  the  vowels,  inas- 
much as  most  experimenters  do  not  agree  about  this  ditticult  ques- 
tion. 

When  the  hypo-acousis  is  due  to  an  aflfection  of  the  sound-trans- 
mitting apparatus,  the  perception  of  the  lowest  tones  is  outmost  im- 
paired :  thus  the  vowel  u  being  the  lowest  pitched,  it  will  be  also  the 
least  audible ;  the  perception  of  high  tones,  and  for  vowels  of  the  t. 
is  chiefly  impaired  in  diseases  of  the  perceiving  apparatus ;  in  mixed 
forms  the  perception  of  the  ic  and  i  w  ill  prove  deficient ;  while  a 
rather  satisfactory  hearing  power  could  be  ascertained  for  medium 
pitched  vowels,  i.  e.,  for  o,  a  and  e:  in  severe  labyrinthine  diseases 
the  auditive  defect  might  be  very  evident  for  the  vowel  c.  which,  as 
to  pitch,  approaches  i  the  nearest. 

The  vowel  test  is  exceedingly  simple :  it  eliminates,  on  .the  pa- 
tient's side,  any  psychical  and  intellectual  interference;  furthermore 
it  -is  available  in  any  language  and  country. 

B.  Tonal  tests:  A  really  scientific  development  of  otological 
physio-pathology  cannot  stand  on  other  ground  than  correct  de- 
termination of  the  hearing  for  the  different  tones  of  the  musical 
scale.  Yet,  by  taking  as  a  measure  the  mere  duration  of  the  sound 
of  a  vibrating  tuning-fork,  i.  e.  the  time  while  its  sound  is  per- 
ceived by  the  diseased  ear  compared  with  the  duration  of  the  per- 
ception for  the  same  sound  by  a  normal  ear,  only  deformed  images 
of  the  patient's  hearing  power  are  obtained.  It  is  true  that  even 
such  deformed  representations  may  give  some  coarse  idea  of  the 
hearing  capacity  in  most  cases :  nevertheless  they  are  always  far 
from  being  correct.  Likewise,  considering  the  deformed  optical 
images^  given  by  cylindrical  mirrors,  concave  or  convex,  we  could 
easily  tell  a  fat  short  man  from  a  thin  tall  one.  btit  we  would  not 
take  the  man's  picture  from  such  an  image. 

Professor  Stefanini  and  the  writer  have  tried  to  find  a  method 
of  acoumetry  that  would  be  physically  correct  and  on  the  other 
hand  would  comply  with  the  requirements  of  practical  work. 

For  medium  and  high-pitched  tones  we  use  tuning-forks.  .As 
every  tuning-fork  has  its  own  characteristics  as  to  duration  and  In- 
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tensity  of  the  sound,  it  is  necessary  to  find  them  out  before  using 
the  fork:  in  other  words  the  fork  itself  must  be  previously  tested 
with  a  normal  ear  (standard  test). 

Our  method  for  tuning-forks  is  quite  simple  and  stands  on  two 
fundamental  rules,  very  easily  remembered:  1.  For  a  given 
tuning-fork,  the  work  to  be  done,  i.  e.  the  power  required  to  ob- 
tain a  defined  initial  intensity  of  the  sound,  is  proportional  to  the 
square  of  said  intensity.  Thus  to  get  from  the  same  tuning-fork 
the  intensities  of  sound  equal  to  1,  2,  4,  we  must  use  percuting  pow- 
ers equal  to  1,  4,  IG,  respectively. 

2.  When  the  initial  intensities  of  the  sound  increase  in  the 
progression  1,  2,  4,  the  increase  in  duration  of  the  sound  from  one 


Fig-ure  2. 

intensity  to  the  next,  is  constant :  i.  e.  the  duration  of  the  sound 
increases  proportionately  in  seconds  from  intensity  1,  to  in- 
tensity 2,  as  from  2  to  4,  and  so  on.  The  calculations  upon 
which  the  above  quoted  rules  stand;  have  been  discussed 
in  detail  by  Professor  Stefanini:  besides,  these  rules  are 
fully  demonstrated  experimentally.  Our  acoumeter  consists 
essentially  of  a  tuning-fork;  the  low  and  medium  pitched 
forks  are  mounted  on  a  proper  resounding  box.  The  fork  is  so 
placed  that  it  can  be  struck  by  a  wooden  pendulum  bearing  a  metal 
percusor;  the  pendulum  has  a  quadrifid  thread  suspension  device, 
which,  besides  being  inexpensive,  permits  the  pendulum  to  strike 
the  fork  always  in  an  uniform  way.  Lateral  deviations  and  friction 
resistances,  which  latter  are  likely  to  change  owing  to  several  cir- 
cumstances in  pendula  oscillating  on  a  metallic  suspension,  are  thus 
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avoided.  The  different  heights,  where  the  pendulum  may  be  let 
go  from,  are  read  on  a  graduated  arc  that  follows  the  trajector  of 
the  pendulum,  as  shown  in  Figure  1.  The  heights  corresponding 
to  the  initial  intensities  1,  2,  4,  are  marked  in  red  on  said  scale  of 
our  acoumeter. 

The  sound  obtained  is  audible  even  at  some  distance :  there  is  no 
need  of  any  conveying  apparatus.  Hence  we  eliminate  the  causes 
of  error  when  the  prongs  of  a  vibrating  fork  are  brought  close  to 
the  meatus,  or  when  the  sound  is  conveyed  to  the  ear  through  rub- 
ber tubes.  We  should  advise  placing  the  fork  only  half  a  meter 
from  the  ear  to  be  examined  at ;  this  will  prevent  the  phenomena  of 
resonance  or  of  acoustic  interference  affecting  the  results,  as  w^e 
stated  happened  in  usual  tests,  and  especially  when  almost  pure 
tones  are  employed. 

The  best  way  to  ascertain  the  peculiar  qualities  of  a  given  tuning- 
fork  as  to  duration  of  perceptibility  of  its  sound  for  normal  ear. 
that  is  to  standardize  such  fork  to  enable  us  through  it,  by  compari- 
son, to  as(;ertain  the  hearing  power  of  a  pathological  ear,  is  to  use 
a  graphical  method,  as  for  temperature  charts.  Here,  instead  of 
temperature,  degrees,  days  and  hours,  we  should  register  the  differ- 
ent durations  of  the  sounds  in  seconds,  and  the  different  powers 
employed ;  we  place  the  durations  on  a  vertical  line,  and  the  powers, 
proportional  to  1.  2.  4.,  on  a  horizontal  line,  using  cross  section 
paper  with  small  squares  of  one  square  millimeter.  The  powers 
must  be  inscribed  at  a  distance  of  10  mm.  from  each  other,  in  order 
that  Prof.  Stefanini's  table,  where  final  results  are  readily  figured, 
may  be  used. 

As  the  tuning-fork  test  for  normal  ears  (standard  test)  is  not 
exempt  fron:\  difficulties,  which  would  take  too  long  to  discuss 
here  but  which  do  not  depend  on  the  method  itself,  it  is  advisable 
to  take  as  standard   the  average   result  of   several   examinations. 

Now  let  us  assume  we  have  marked  on  the  cross-section  paper 
the  results  given  by  a  normal  ear,  that  is  the  results  of  a  standard 
test:  let  us  suppose  also  that  in  such  record  a  duration  of  percep- 
tion of  20"  corresponds  to  power  1,  one  of  25"  to  power  2,  one 
of  30"  to  power  4,  and  so  on  (as  stated  above,  when  intensities  are 
successively  douljled,  the  duration  of  the  sound  increases  in  a  con- 
stant rate)  ;  then  by  drawing  on  the  chart  a  line,  connecting  the 
corresponding  marks,  we  shall  get  a  straight  line  which  is  called  a 
"logarithmic  straight  line." 

Let  us  suppose  now  that  in  a  patient  the  sound  provoked  by  the 
power  2  be  heard  only  during  10",  in  stead  of  25"  (normal)  :  we 
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mark  this  result  on  the  chart,  and  then  we  count  how  many  small 
one  sq.  mm.  squares  are  lined  horizontally  between  the  mark  and 
the  logarithmic  straight  line  or  its  prolongation ;  consulting  the 
above-named  calculation  table,  we  shall  find  out  the  corresponding 
value  of  hearing  power  for  said  tone  and  for  said  intensity.  In  the 
present  instance  the  number  of  the  sc(uares  would  be  oO,  and  the 
corresponding  degree  of  hearing  power  given  by  Stefanini's  table 
is  0,12. 

Our  acoumeter  is  intended  for  determination  of  the  hearing  in 
the  musical  compass  of  the  tonal  scale.  We  suggest  using  for  the 
deep  part  of  the  scale  the  CA  double  vibration  and  the  128  double 


Figure   3. 

vibrations:  for  the  medium  part  the  tone  c-  (.j12  v.  d.)  and  as 
high  notes  c*  of  g*,  both,  which  do  not  require  any  resounding  box. 

It  is  unnecessary  to  point  out  that  by  means  of  the  data  obtainable 
from  accurate  examination  of  the  hearing  in  these  three  zones  of 
the  compass,  and  by  stating  also  both  its  inferior  and  superior  lim- 
its of  audibility,  we  are  enabled  to  state  and  to  represent  readily, 
even  in  common  practice,  a  quite  correct  ''campus  auditivus.'' 

Considering  that  the  initial  intensity  of  the  tones  of  low-pitched 
tuning-forks  is  usually  too  small,  no  matter  if  a  resounding  box  is 
used  or  not.  Prof.  Stefanini  and  the  writer  lately  thought  of  using 
a  very  simple  apparatus  instead,  Figure  2.  A  metal  ribbon  stretched 
between  the  poles  of  a  magnet  and  mounted  on  proper  resounding 
box,  starts  to  vibrate  as  soon  as  an  alternative  electric  current  is 
sent  through  it,  provided  that  the  tension  of  ribbon,  which  can  be 
regulated  by  means  of  a  screw,  be  such  that  the  tone  given  by  trans- 
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versal  vibrations  of  the  ribbon  has  tlie  same  "period"  as  the  al- 
ternativ^e  ciirretit.  Latter  must  be  reduced,  of  course,  to  a  conven- 
ient intensity  through  a  rheostat ;  the  vibration  of  the  ampHtude  de- 
pends on  the  intensity  of  the  current,  and  is  therefore  regulated  by 
the  rheostat. 

In  Lucca  this  apparatus  yielded  the  a  of  the  large  octave  (108  v. 
d. ;  length  of  wave  m.  3,  126)  :  the  tone  given  by  the  street  current 
in  Turin  was  of  90  v.  d.,  about  the  fa-  (or  fis)  of  the  large  octave, 
with  a  wave's  length  of  about  3,718  meters.  The  intensity  of  the 
sound  is  judged  by  the  amplitude  of  vibration  of  the  ribbon,  made 
apparent  by  means  of  a  device  of  the  writer's  optical  method. 

In  another  instrument  of  ours  we  obtain  a  sound  from  a  metallic 
plate  or  lamina,  set  on  vibration  by  means  of  an  electro-magnet 
connected  with  alternative  current.  The  amplitude  of  vibration 
and.  subsequently,  the  intensity  of  the  sound  is  shown  on  a  milli- 
meter scale  through  a  thin  wire  attached  to  the  plate. 

Both  these  instruments  produce  almost  pure  deep  tones,  with  a 
greater  maximum  intensity  that  it  is  obtainable  from  tuning  forks. 
If  alternative  xurrent  is  not  at  hand,  and  only  direct  current  is 
available,  it  is  quite  simple  to  transform  the  latter  into  an  alterna- 
tive one  by  means  of  the  usual  rotative  transformers  employed  for 
endoscopy,  and  then  to  operate  through  it  either  the  ribbon  or  the 
lamina  of  the  above  described  apparatus. 
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Million 

Hearing 

power 

m/m    1, — 

0,93 

1.5 

0,90 

2.— 

0,87 

2.5 

0,84 

3,— 

0.81 

.".,5 

0,78 

4.— 

0,76 

4.5 

0,73 

5. — 

0.71 

5.5 

0,68 

6,— 

0.66 

6.3 

0,64 

7, — 

0,62 

7.5 

0.59 

8.— 

0,57 

8,5 

0.56 

9.— 

0.54 

9,5 

0.52 

10 

0,50 

11 

0,47 

12 

0,44 

13 

0,41 

14 

0.38 

15 

0.35 

Million 


m/m. 


16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
32 
33 
35 
36 
37 
38 
39 
40 
41 


Hearing ; 
power 
"0,33 
0,31 
0,29 
0,27 
0,25 
0,23 
0,22 
0,20 
0,19 
0.18 
0,16 
0.15 
0.14 
0,13 
0,12 
0,11 
0,10 
0,09 
0,08 
0,077 
0,072 
0,067 
0,062 
0,058 


Million 


Hearing 
power 


m/m  42 
43 
44 
45 
46 
47 
48 
49 
50 
55 
60 
t>5 
70 
75 
80 
85 
90 
100 
105 
110 


0,054 

0,051 

0,047 

0,044 

0,041 

0,038 

0,03f> 

0,033 

0,031 

0,020 

0,015 

0,011 

0,008 

0,005 

0.004 

0.003 

0.002 

0,001 

0,0007 

0.0005 


TREATMENT  OF  PERSISTENT  OTORRHEA  IN  INFANTS 
AND  YOUNQ  CHILDREN  BY  THE  ESTABLISH- 
MENT OF  POST- AURICULAR  DRAINAGE. 
PRELIMINARY  REPORT.* 

DR.    WKNDKLlv   C.    PIIILIvIPS,    NEW   YORK   CITY. 

The  term  persistent  otorrhea  in  infants  and  young  children,  as 
herein  used.  appHes  to  those  cases  in  which  an  acute  purulent  in- 
flammatory process  invades  the  middle-ear  spaces  and  continues 
without  abatement  for  an  indeterminate  period  after  the  usual  five 
to  thirty  days,  which  ordinarily  may  be  considered  as  its  normal 
course.  This  type  of  purulent  otitis  media  should  be  differentiated 
from  that  other  and  rather  common  class  which  may  be  termed  re- 
current, in  which  recovery  takes  place  from  each  attack  only  to  be 
followed  by  recurrences  at  varying  intervals  usually  as  a  result  of 
an  acute  rhinitis.  Children  of  the  latter  class  are  invariably  the 
victims  of  hypertrophied  tonsils  and  adenoids  and  their  attacks 
usually  cease  upon  the  removal  of  these  offending  tissues.  The 
recurrent  type,  therefore,  is  to  be  eliminated  from  this  discussion, 
unless  the  otorrhea  finally  becomes  persistent  and  chronic.  A  typ- 
ical case  of  persistent  otorrhea,  of  the  type  under  consideration, 
presents  a  history  somewhat  as  follows :  Consequent  to  such  form 
of  infection  which  involves  the  upper  air-passages,  such  as  grip, 
the  exanthemata  or  pneumonia,  an  acute  middle-ear  suppuration 
appears.  Weakened  by  the  primary  general  infection,  the  child's 
resistance  is  lowered  and  in  many  instances  some  underlying  dys- 
crasia,  known  or  unknown,  adds  its  quota  to  the  lowered  resistance. 
From  the  outset,  the  discharge  is  profuse,  persistent,  and  of  a  char- 
acter which  plainly  bespeaks  a  severe  type  of  infection.  The  usual 
diminution  in  quantity  which  in  ordinary  cases  appears- from  the 
third  to  the  seventh  day,  does  not  take  place,  but  the  temperature 
becomes  normal,  or  nearly  so,  pain  is  not  present  thereafter  and 
there  may  be  no  marked  drooping  of  the  postero-superior  canal 
wall.  The  usual  local  measures  of  treatment  consisting  of  para- 
centesis, cleansing,  cathartics  and  rest  in  bed  may  have  been  carried 
out  in  full,  although  in  many  instances  clinic  patients  have  received 
no  treatment  at  all. 

It  soon  becomes  evident  that  the  small  tympanic  cavity  proper 
could  not  secrete  the  amount  of  pus  which  flows  from  the  ear,  and 

♦Read  at  the  meetingr  of  the  American  Liaryngological,  Rhinologicai 
and   Otological   Society,   Washington,  D.   C,   May   9,   1913. 
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one  is  forced  to  the  conclusion  that  the  aditiis  and  mastoid  antrum 
at  least  must  be  involved.  It  is  evident  that  such  a  discharge  con- 
tinued beyond  about  the  third  week  furnishes  evidence  that  the  case 
is  rapidly  becoming  chronic  and  calls  for  a  different  form  of  treat- 
ment. 

It  is  true  that  proportionately  a  large  number  of  persistent  otor- 
rheas are  found  among  the  poor  and  ill-nourished  which  apply  for 
hospital  or  dispensary  treatment. 

Of  the  underlying  dyscrasias  which  almost  invariably  prevent  na- 
ture's efforts,  aided  by  efficient  local  treatment,  from  affecting  a 
cure  of  acute  purulent  otitis  media,  tuberculosis  and  syphilis  are  the 
most  stubborn  to  deal  with  and  all  writers  agree  that  a  considerable 
proportion  of  the  chronic  otorrheas  are  tuberculous  in  character. 
In  these,  local  drainage  from  the  membrana  tympani  does  not  seem 
to  avail,  and  the  disease  progresses  for  long  periods,  and  often  with 
serious  and  fatal  complications.  Inanition  from  other  causes  also 
commonly  results  in  delayed  cure.  Severe  types  of  infection,  such 
as  diphtheria,  measles,  pneumonia  and  grip  are  obstacles  difficult 
to  overcome.  In  many  of  the  latter  cases,  however,  there  is  a  more 
or  less  rapid  development  of  positive  mastoid  symptoms,  hence,  they 
are  not  to  be  considered  in  this  discussion. 

Treatment : — Regarding  the  treatment,  we  do  not  advise  any 
operative  interference  until  all  reasonable  local  measures  have  been 
faithfully  carried  out,  this  to  include  free  drainage  by  paracentesis, 
a  clean  regime  of  local  treatment  and  attention  to  hygiene  and  the 
general  health.  In  certain  patients  who  are  the  victims  of  marked- 
ly hypertrophied  tonsils  and  adenoids  and  the  purulent  otitis  has 
progressed  beyond  the  temperature  stage,  it  may  be  wise  to  delay 
post-auricular  drainage  for  a  short  time  and  remove  the  tonsillar 
and  adenoid  masses.  All  these  measures  having  failed,  the  wisdom 
of  surgical  interference  must  be  considered,  and  in  the  writer's 
opinion,  the  quickest,  safest  and  most  rational  measure  to  pursue  is 
to  establish  post-auricular  and,  hence,  through  and  through  drain- 
age by  means  of  the  simple  mastoid  operation. 

The  reasons  are  as  follows:  1.  It  quickly  terminates  an  other- 
wise persistent  otorrhea.  2.  It  insures  against  an  extension  of 
local  bone  necrosis.  3.  It  prevents  the  case  from  becoming  a  chronic 
purulent  otitis  media,  with  all  that  the  name  implies  regarding  a 
chronic  offensive  discharge,  loss  of  hearing,  bone  necrosis  and  pos- 
sible serious  and  fatal  complications.  4.  Finally,  the  most  important 
reason  is,  the  restoration  and  retention  of  the  hearing- function. 
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It  need  not  be  added  in  this  connection  that  this  operation  is  not  a 
dangerous  one,  neither  is  its  slight  seriousness  to  be  compared  with 
the  dangers  and  discomforts  attending  a  chronic  aural  discharge. 

In  the  considerable  number  of  operations  which  have  been  per- 
formed by  myself*  and  assistants,  I  have  been  surprised  at  the  fre- 
quency with  which  the  pus  escapes  under  pressure  through  the  open- 
ing made  into  the  mastoid  antrum.  Granulation-tissue  is  also  pres- 
ent, and  in  several  cases  an  exposed  sinus  or  dura  has  been  found. 
These  cases,  when  operated  upon,  have  complained  of  discharge  for 
from  six  weeks  to  five  years.  In  the  more  chronic  ones,  the  simple 
mastoid  operation  has  sometimes  proved  insufficient  and  the  radical 
mastoid  operation  has  become  necessary.  In  a  few  cases  a  similar 
procedure  has  been  employed  in  adult  patients  and  one  or  two  re- 
ports of  these  may  come- out  in  the  discussion. 

It  may  be  stated,  however,  that  in  young  children,  when  per- 
formed any  time  between  four  weeks  and  three  months,  the  results 
have  been  most  favorable. 

In  a  subsequent  paper,  I  hope  to  give  definite  statistics  of  value. 
Others  of  our  members  no  doubt  hold  the  views  herein  outlined  and 
it  is  hoped  that  these  somewhat  desultory  remarks  may  bring  out  a 
valuable  discussion. 

40  West  Fortv-seventh  Street. 


Suggestions  on  Phenol  and  Ichthyol  in  External  Otitis.  J.H.Nel- 
son, Jour.  A.  M.  A.,  March  8,  1913. 

Nelson  reports  exceedingly  good  results  from  the  use  of  a  mix- 
ture of  phenol  and  ichthyol  in  glycerin  in  otitis  externa  diffusa  and 
myringitis,  otitis  externa  circumspecta  ("furuncle  of  caHal")  and 
in  connection  with  other  treatment  as  good  as  in  ear-drops  in  acute 
otitis  media,  and  especially  good  in  otitis  externa  caused  by  com- 
plicating chronic  suppurative  otitis  media.  Tampoils  soaked  in  this 
solution  and  used  as  packings  in  connection  with  2  per  cent  boric 
irrigations  were  used  with  splendid  results  in  a  series  of  cases 
averaging  from  1,000  to  1,200  per  month  during  one  year  at  the 
eye  and  ear  clinic,  Colon  Hospital,  Cristobal.  Canal  Zone. 


DIFFERENTIAL  DIAGNOSIS  AND  TREATMENT  OF  ACUTE 
LABYRINTHITIS.* 

DR.   L.  h.   HENNINGER,   COUNCIL  BLUFFS,   IOWA. 

In  looking  over  the  recent  otological  literature  we  are  impressed 
with  the  volume  of  space  devoted  to  the  discussion  of  the  labyrinth 
and  allied  structures  in  the  comparatively  short  space  of  time  since 
the  attention  of  tiie  medical  fraternity  has  been  directed  to  this  par- 
ticular field  of  scientific  knowledge  by  the  researches  of  Jansen. 
Barany  and  others. 

With  the  experimental  and  clinical  findings  of  Barany  in  the  al- 
most unlimited  material  at  his  command  in  the  Urbantschitsch 
Clinic,  Vienna,  originated  the  first  intelligent  conception  of  the  mech- 
anism and  importance  of  nystagmus  in  vestibular  disease,  and  his 
discoveries  in  this  field  at  once'  gave  impetus  for  further  original 
work  along  the  same  line,  and  this  impetus  has  shown  no  appreci- 
able abatement  at  the  present  time. 

To  Jansen  who  first  suggested  the  opening  oi  the  labyrinth  as  a 
means  of  combatting  the  further  progress  of  a  purulent  invasion 
of  this  deeply  situated  organ,  atid  to  Barany  who  is  the  acknowl- 
edged pioneer  in  the  development  of  the  means  of  diagnosis,  how- 
ever, is  due  the  greater  credit,  and  to  them  also  is  due  the  homage 
of  the  profession  for  their  valuable  contributions  to  the  annals  of 
otology. 

Notwithstanding  the  wealth  of  literature  on  the  subject  of  laby- 
rinthitis, the  various  writers  heretofore  have  signally  failed  to  agree 
upon  a  definite  attitude  and  course  to  pursue  once  the  symptoms  of 
this  disconcerting  complication  makes  its  appearance. 

Gradually,  however,  the  consensus  of  opinion  begins  to  crystallize 
into  more  definite  and  harmonious  knowledge  and  the  ideas  of  in- 
dividual observers  more  frequently  coincide.  With  the  advent  of 
better  operative  technic  and  more  accurate  means  of  diagnosis  and 
differential  diagnosis,  grows  apace  a  lower  mortality  rate  and  a 
more  hopeful  prognosis  from  operative  interference  where  such  is 
indicated. 

Acute  labyrinthitis  may  be  either  of  a  serous  or  a  purulent  na- 
ture and  arises  from  an  invasion  of  the  labyrinth  by  some  ex- 
traneous agent,  either  toxins  or  pathogenic   germs,   and   may   be 
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cither  diffuse  or  circumscribed.  It  arises  as  a  complication  in  acute 
or  chronic  suppuration  of  the  middle  ear  and  mastoid,  and  also  dur- 
ing the  course  of  severe  general  infections,  as  diphtheria  and  scar- 
latina. It  spreads  to  the  internal  ear  through  the  oval  or  round 
window  by  direct  extension  or  through  a  fistula  in  the  bony  walls, 
the  result  of  erosion  and  necrosis  incident  to  the  severe  suppurative 
process. 

The  onset  of  labyrinthine  invasion  in  typical  cases  is  character- 
ized by  certain  definite  symptoms,  modified  of  course  in  individual 
cases  by  the  severity  of  the  general  symptoms  and  the  character 
of  the  infective  agent.  In  serous  labyrinthitis  the  onset  may  be 
sudden  or  gradual,  the  temperature  may  be  normal  or  slightly  ele- 
vated; pulse  usually  rapid.  The  patient  often  complains  of  tin- 
nitis.  dizziness,  nausea,  and  disturbance  of  equilibrium.  The  hear- 
ing is  greatly  reduced,  but  the  vestibular  apparatus  responds  to  stim- 
ulation. Spontaneous  nystagmus  is  present  and  is  directed  toward 
the  diseased  side.  This  is  in  the  early  stages  or  in  mild  cases  with 
a  gradual  onset.  Those  cases  of  sudden  onset  present  a  picture 
difficult  to  differentiate  from  the  purulent  type. 

Facial  paralysis  may  exist  as  a  complication  and  is  due  to  a 
serous  exudation  around  the  perineurium  or  in  the  nerve  itself. 
Recovery  is  the  rule. 

The  advent  of  purulent  labyrinthitis  ushers  in  a  long  train  of 
symptoms,  nausea  and  vomiting,  fever  (possibly  already  present 
from  the  primal  disease),  headache,  tinnitis  (early),  deafness  later, 
nystagmus,  loss  of  labyrinthine  irritability  and  vertigo.  The  onset 
is  usually  sudden  and  marked  by  a  distinct  rise  in  temperature, 
often  accompanied  by  facial  paralysis.  The  nystagmus  is  directed 
towards  the  diseased  side  at  first,  but  as  the  disease  process  ad- 
vances and  the  end-organs  of  the  vestibular  nerve  lose  their  func- 
tion, the  nystagmus  is  directed  towards  the  sound  side.  This  ac- 
tion is  explained  by  some  authors  as  an  evidence  of  increased  ir- 
ritability of  the  sound  labyrinth.  The  vertigo  and  disturbance  of 
equilibrium  continues  for  several  days,  and  the  patient  unable  to 
assume  the  erect  position,  lies  on  the  side  towards  which  the  ny- 
stagmus is  directed,  as  in  this  way  he  experiences  less  subjective 
sensations  from  the  nystagmus.  This  is  due  to  the  fact  that  the 
distressing  symptoms  of  vertigo,  nausea,  etc.,  are  increased  when 
looking  toward  the  side  of  the  rapid  component,  hence  in  the  posi- 
tion as  stated  above  he  must  look  away  from  the  direction  of  the 
nystagmus  and  the  discomfort  is  thus  lessened.  All  efforts  to  stim- 
ulate the  vestibular  apparatus  by  turning,  application  of  the  caloric 
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tests,  etc.,  are  futile  of  results.  By  applying  Neuman  "Laerm- 
apparat"  to  the  sound  ear,  the  diseased  ear  is  found  to  be  incapable 
of  detecting  the  most  penetrating  sounds.  In  cases  with  favorable 
termination  the  symptoms  abate  after  several  days,  the  subjective 
symptoms  disappear  and  vertigo  is  only  experienced  on  suddenly 
turning  the  head.  Nature  has  thrown  up  protective  barriers  in 
ten  or  fifteen  days,  spontaneous  nystagmus  disappears  and  the 
vestibular  apparatus  passes  into  a  state  of  latent  destruction. 

As  a  complication  incident  to  a  purulent  labyrinthitis,  meningitis 
may  supervene,  also  a  cerebral  or  cerebellar  abscess, — the  latter  be- 
ing by  far  the  most  frequent,  owing  to  anatomical  structure  and 
intimate  relation  of  the  parts.  Sinus  thrombosis  by  way  of  the  su- 
perior petrosal  is  not  uncommon. 

Cerebellar  invasion  may  be  brought  about  in  the  following  ways : 
(1).  Through  the  aqueductus  vestibulae.  (2).  -Through  the  aque- 
ductus  cochlea.  (3).  By  way  of  the  internal  auditory  meatus. 
(4).  Porus  accusticus  intemus  and  internal  auditory  meatus. 
(5).    Fistula  in  the  semi-circular  canal. 

When  considering  the  course,  prognosis,  and  tendency  to  compli- 
cations of  labyrinthitis,  the  importance,  in  my  opinion,  of  the  nature 
and  virulence  of  the  infective  agent  m  relation  to  the  anatomical 
and  clinical  course  of  the  labyrinthitis  has  not,  up  to  the  present 
time,  been  properly  appreciated.  Although  investigations  in  con- 
nection with  the  microbes  concerned  with  the  suppurative  processes 
of  the  brain  have  not  been  lacking,  T  have  been  unable  to  find  much 
in  the  literature  of  the  subject  that  suggests  that  the  histo-pathology 
and  clinical  peculiarities  of  labyrinthitis  are  essentially  related  to 
the  nature  of  the  bacteria.  Thus  the  diplococci  with  their  charac- 
teristic peculiarity  of  producing  an  abundant  secretion  of  fibrin  in 
the  blood  would  be  more  prone  to  localize  the  process  by  throwing 
up  the  protective  banks  of  fibrin  material  which  contains  numerous 
polynuclear  leucocytes. 

The  existing  channels  of  communication  between  the  labyrinth 
and  the  brain  and  meninges  are  minute  and  this  action  in  a  germ  of 
not  too  virulent  nature  would  in  many  cases  prove  effective  in  stay- 
ing the  process.  Again,  the  capsulated  bacteria,  while  none  the 
less  destructive,  are  slower  in  their  action  and  consequently  less  vio- 
lent in  onset,  giving  nature  an  opportunity  to  throw  up  these  barri- 
cades, which  means  so  much  in  limiting  disease. 

Acute  purulent  labyrinthitis  must  be  differentated  from  cerebellar 
abscess,  as  nystagmus  is  such  a  prominent  feature  in  both  condi- 
tions.   According  to  Neumann,  we  may  assume  that  if  nystagmus 
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towards  the  affected  side  exists,  it  may  be  due  to  a  beginning  or  cir- 
cumscribed labyrinthitis  or  a  cerebellar  abscess.  The  irritability  of 
the  labyrinth- in  circumscribed  labyrinthitis  is  frequently  still  intact, 
but  in  this  case  we  would  have  the  fistula  symptoms, — increased 
densit}^  or  rarefaction  of  air-pressure  produces  nystagmiform  ocular 
movements.  On  another  case  irritability  on  irrigation  is  abolished, 
but  at  the  same  time  nystagmus  is  produced  by  direct  pressure  and 
by  galvanic  current. 

Under  these  circumstances,  according  to  the  same  author,  a  cere- 
bellar abscess  cannot  be  excluded  prior  to  an  operation  on  t4ie 
labyrinth.  He  performs  the  con-joint  radical  mastoid  and  labyrinth 
operation.  After  the  labyrinth  operation,  the  nystagmus,  if  due  to 
the  labyrinth  must  incline  towards  the  normal  side.  If,  however, 
in  such  a  case  after  the  labyrinth  operation  the  rotatory  nystagmus 
should  be  directed'towards  the  diseased  side,  an  immediate  diagno- 
sis of  cerebellar  abscess  can  be  made,  as  a  destroyed  labyrinth  never 
in  uncomplicated  cases  results  in  nystagmus  towards  the  same  side. 
I  mentioned  earlier  in  this  paper  that  given  a  destroyed  labyrinth  on 
one  side,  nystagmus  toward  the  normal  side  proceeds  from  the 
normal  labyrinth  on  the  opposite  side.  If,  subsequent  to  the  laby- 
rinth operation,  the  nystagmus  is  still  directed  towards  the  diseased 
side,  it  must  proceed  from  the  cranium,  owing  to  irritation  of 
Deiter's  nucleus  or  the  nervus  vestibuli  of  the  brain. 

Again,  given  a  nystagmus  towards  the  sound  side,  and  the  laby- 
rinth not  irritable,  the  ocular  movements  in  this  case  may  originate 
either  from  the  labyrinth  or  from  the  cerebellum.  If  due  to  the 
labyrinth  it  will  subside  in  the  course  of  a  few  days  while  in  the 
same  time,  if  due  to  cerebellar  abscess,  it  would  be  increased. 

Barany,  in  a  series  of  articles  representing  much  original  ex- 
perimental and  clinical  observation,  has  proved  that  in  intra-laby- 
rinthine  affections  the  kinesthetic  sense  has  been  in  no  way  inter- 
fered with,  the  body  responding  in  an  orderly  way  to  the  nystagmus 
produced,  whereas  in  cerebellar  abscess  or  tumor  there  is  a  marked 
disorder  in  the  motions  of  the  body  which  accompany  the  nystag- 
mus. Thus  if  one  produce  a  nystagmus  by  turning  a  normal  person 
to  the  right  with  his  head  erect  facing  to  the  front,  he  will  fall  to  the 
right ;  if  his  head  be  turned  90°  to  the  left,  he  will  fall  forward  and 
so  on,  showing  that  the  nystagmus  is  produced  in  the  plane  of  the 
particular  semi-circular  canal  which  is  placed  in  positon  to  be  stimu- 
lated by  the  rotation  of  the  chair,  and  the  direction  of  falling  corre- 
sponds thereto.  If  the  vestibulo-cerebellar  tract  has  been  interfered 
with,  for  instance  in  cerebellar  abscess  or  tumor,  the  direction  o+ 
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falling  has  nothing  to  do  with  the  position  of  the  head,  falling 
always  in  the  same  directioti.  This  is  a  valuable  aid  in  diagnosis. 
Barany  showed  that  an  interference  with  the  cortex  of  the  cerebel- 
lar substance  will  produce  an  abnormal  innervation  for  the  point- 
ing movements  of  the  extremities.  Normally  a  person  in  whom 
nystagmus  has  been  produced  to  the  left,  will,  upon  closing  the  eyes 
and  endeavoring  to  point  to  some  near  object  whose  location  has 
been  previously  determined  before  closing  the  eyes,  point  consider- 
ably to  the  right  of  it.  In  disease  in  the  right  cerebellar  cortex, 
the  right  finger  will  point  directly  at  the  aforesaid  object  regardless 
of  the  vestibular  irritation,  while  at  the  same  time  in  the  same  per- 
son, the  opposite  side  with  intact  cerebellum  will  be  influenced  by 
the  induced  nystagmus. 

Nystagmus  is  often  found  in  multiple  sclerosis,  in  Friedrich's 
ataxia,  syringo-myelia,  and  in  the  neurotic  and  hysterical,  but  here 
the  differential  diagnosis  presents  no  particular  difficulties  and  will 
need  no  further  comment  than  a  passing  mention. 

Given,  therefore,  an  undoubted  diagnosis  of  acute  labyrinthitis, 
what,  in  the  interest  of  the  patient,  is  to  be  our  course  of  procedure  ? 
Plainly,  all  cases  are  not  operative  and  the  trend  is  towards  con- 
servatism. The  advent  of  serous  labyrinthitis  calls  for  the  appro- 
priate mastoid  operation,  possibly  the  simple,  probably  the  radical, 
following  which  the  patient  is  closely  watched  for  subsequent  mani- 
festations, testing  the  functions  of  the  internal  ear  frequently. 

Cases  with  labyrinthine  symptoms  following  acute  mastoiditis  or 
an  acute  exacerbation  of  a  chronic  process  should  be  at  once  put  to 
bed  after  the  eradication  of  the  primary  foci  and  kept  absolutely 
quiet.  This  treatment  shows  a  lower  mortality  record  than  the  for- 
mer custom  of  treating  them  in  many  instances  as  ambulatory 
cases.    Absolute  rest  in  bed  must  be  rigidly  enforced. 

During  this  period  meningeal  symptoms  must  be  diligently  watch- 
ed for,  according  to  Kopetzky,  and  at  the  first  sign  of  their  onset 
the  labyrinth  operation  performed.  This  practically  coincides  with 
the  views  of  Ruttin  that  although  the  unfavorable  course  may  not  be 
checked  in  the  vast  majority  of  cases,  nevertheless  the  timely  opera- 
tion has  proved  successful  in  not  a  few  instances  even  in  cases  so 
far  advanced  as  to  exhibit  turbulent  and  even  purulent  fluid  upon 
spinal  puncture.  Janscn  does  not  always  await  meningeal  symptoms. 
He  holds  that  the  caloric  reaction  has  often  not  disappeared  at  the 
precise  time  when  the  surgeon  would  have  the  favorable  oppor- 
tunity of  staying  the  process  by  surgical  interference.  However, 
there  are  few  authors  at  the  present  time  who  will  advocate  operat- 
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ing  on  a  labyrinth  whose  functions  are  not  absolutely  destroyed. 
Later  development^  may  modify  this  view. 

Circumscribed  labyrinthitis  is  to  be  treated  by  expectant  meas- 
ures. The  contra-indications  to  operative  opening  of  the  internal 
ear  in  these  cases  are  based  upon  the  fact,  shown  by  pathological 
anatomy  and  proved  by  clinical  observation,  that  in  a  large  per  cent 
of  such  cases  where  the  process  is  limited  to  segments  of  the  inter- 
nal ear,  protective  barriers  are  thrown  out  to  limit  further  advance 
of  the  infective  agent;  thus  permitting  spontaneous  healing.  Sur- 
gical interference  here  would  be  not  only  unnecessary  but  absolutely 
unjustifiable  and  dangerous. 


Sinusitis  Frontalis  Acuta  and  Iridocyclitis  Acuta.  E.  KellnER, 
Monatschr.  f.  Ohrenh.,  Heft  2,  1913,  p.  237. 
Case  of  acute  suppuration  of  the  left  frontal  sinus  accompanied 
by  iridocyclitis  of  the  corresponding  side.  Two  days  later  suppura- 
tion in  right  frontal  sinus  with  right-sided  iridocyclitis.  Cure  after 
five  weeks.  Kellner  emphasizes  the  necessity  for  a  combined  ocular 
and  nasal  therapy.  Ed. 


Prevention  of  Deafness.  W.  ScheppEGrEll,  Nezv  Orleans  Med 
and  Surg.  Jour.,  Oct.,  1912. 
Normal  hearing,  like  other  valuable  gifts,  is  rarely  appreciated 
until  it  is  lost.  In  advanced  cases  of  deafness,  it  is  not  only  a 
great  disadvantage,  barring  the  subject  from  many  vocations  and 
enjoyments,  but  is  also  the  cause  of  much  unhappiness  from  a  social 
standpoint.  Every  safeguard  should,  therefore,  be  placed  around 
this  valuable  sense,  and  not  only  should  early  symptoms  of  ear  dis- 
eases be. given  careful  attention,  but  also  affections  of  the  nose  and 
throat  on  account  of  their  influence  on  the  organ  of  hearing.  When 
this  shall  have  been  done,  it  will  not  be  many  years  before  the  pres- 
ent large  ratio  of  defective  hearing  shall  have  been  materially  re- 
duced. A.  A. 


SOCIETY  PROCEEDINGS. 

NEW  YORK  ACADEMY  OF  MEDICINE. 

SECTION  ON  LARYNGOLOGY  AND  RHINOLOGY. 

Regular  Meeting,  January  22,  1913. 

John  F.   McCoy,   Chairman. 

(Continued  from  page  719). 

discussion   of  dr.   DOUGLASS'   PAPER. 

Dr.  Douglass  said  that  he  fully  recognized  the  danger  of  presenting 
before  this  section  any  cases  of  cured  malignancy,  and  that  he  had 
anticipated  the  very  criticism  that  he  had  received,  and  since  the  cases 
had  been  so  thoroughly  discussed  he  would  be  willing  to  substitute  the 
term  "apparent  cure"  until  time  disproved  or  justified  his  first  claim. 

He  had  never  before  dared  to  present  a  case  of  sarcoma  of  the  nose 
even  as  "apparently  cured,"  but  in  this  case  he  really  felt  confident  of 
a  successful  issue,  and  with  a  due  consideration  of  all  the  hopelessness 
about  these  malignant  cases  he  feels  justified  in  maintaining  an  optim- 
istic position,  and  believes  that  we  are  going  to  succeed  in  curing  these 
cases  bye  and  bye.    The  younger  men  will  do  it. 

1.     Tumor  of  the   Larynx.     2.     Falsetto  Voice.    By  Dr.  Glogau. 

Case  1:  Dk.  Glogau  said  that  he  hardly  felt  justified  in  making  a 
diagnosis  in  this  case,  but  simply  presented  it  as  a  tumor  of  the 
larynx.  The  man  had  been  operated  upon  over  twenty  years  ago  by 
Prof.  Krause  of  Berlin,  who  said  that  it  was  analogous  to  the  tumor 
removed  from  the  vocal  cord  of  the  Emperor  Frederick.  Dr.  Geitman 
saw  the  patient  some  time  ago,  when  the  patient  was  almost  unable  to 
speak.  The  tumor  apparently  the  size  of  a  cherry,  is  situated  at  the 
anterior  commissure  right  beneath  the  epiglottis.  It  looks  very  vascular, 
bleeds  easily  at  the  touch  of  the  probe.  Indirect  laryngoscopy,  pharyngo- 
scopy  and  also  Bruening's  direct  laryngoscopy  have  been  tried.  The  tongue 
Is  very  fieshy  and  the  epiglottis  is  way  back  so  that'  it  is  almost  impossible 
to  bring  the  anterior  commissure  into  view.  One  could  only  see  the  middle 
of  the  vocal  cords.  He  had  finally  persuaded  the  patient  to  enter  the 
hospital,  and  intended  to  try  to  remove  the  tumor  by  suspension 
laryngoscopy. 

There  Is  some  reason  to  believe  that  it  is  a  recurrence  of  a  carcinoma, 
not  only  from  the  history  but  also  from  the  appearance  of  the  tumor,  the 
fact  that  it  bleeds  so  easily  upon  being  touched,  and  its  apparent  extension 
upon  the  Interior  of  the  larynx.  He  had  presented  the  case  as  being 
of  interest  before  trying  to  operate  by  suspension  laryngoscopy,  as 
it  will  probably  be  the  first  case  of  this  kind  operated  In  that  way. 

Case  2:  Young  man,  20  years  of  age,  when  he  first  came  under 
observation  about  one  month  ago  he  could  only  speak  with  a  falsetto 
voice.    Two  and  a  half  years  ago  his  tonsils  were  removed  and  he  lost 
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his  normal  voice  immediately  after  the  operation,  and  this  condition 
persisted  until  his  present  treatment.  He  has  been  placed  under  the 
care  of  a  teacher  for  vocal  gymnastics,  and  has  improved  most  won- 
derfully. There  are  not  many  such  cases  on  record.  Dr.  Faulkner  ot 
Pittsburgh  is  writing  a  book  on  the  tonsils  and  the  voice.  Dr.  Glogau 
said  that  he  had  read  of  several  such  cases  in  literature. 

One  has  to  be  especially  careful  in  advising  tonsillectomy  in  the 
cases  of  singers,  and  if  there  is  subsequently  a  falsetto  voice  or  some 
other  change  of  voice,  they  may  be  benefitted  by  these  vocal  gymnastics. 

DISCUSSION. 

Db.  Quinlan  asked  if  this  young  man  was  not  about  the  age  when  the 
voice  is  expected  to  change  anyhow? 

Db.  Glogau  replied  that  the  condition  immediately  followed  the  ton- 
silectomy  and  had  lasted  for  three  years,  and  had  only  improved  since 
the  voice-training  had  been  instituted. 

Db.  Smith  said  that  he  did  not  believe  that  the  tumor  was  malignant, 
that  if  it  was  so  it  probably  was  malignant  some  twenty  years  ago 
when  it  was  first  removed,  and  at  that  time  the  patient  would  have 
been  somewhat  young  to  have  warranted  a  malignant  growth,  though 
this  is  not  a  positive  argument  against  it.  A  malignant  pedunculated 
tumor  is  seldom  seen,  as  he  knew  there  were  only  three  cases  on  record, 
one  recorded  by  Fraenkel,  one  by  Ballenger,  and  the  other  by  Levy. 
The  growth  had  all  the  characteristic  appearances  of  an  angio-flbroma. 
The  location  of  the  growth  argued  against  the  malignancy.  He  said 
that  if  the  tumor  had  been  malignant  over  such  a  long  period  of  time 
more  inroads  upon  the  general  health  of  the  patient  would  have  been 
made,  although  there  have  been  cases  on  record  which  have  gone  for 
eight  and  even  ten  years  without  the  necessity  for  major  operative  pro- 
cedures. He  thought  that  if  the  growth  was  malignant  there  would  have 
been  greater  extension  of  its  base  to  the  tissues  adjacent,  and  in  this 
case  the  growth  seemed  to  be  attached  distinctly  to  the  border-line  of  the 
cord.  As  for  the  removal  of  the  tonsils  affecting  the  voice  he  believed 
that  their  removal  generally  favored  improvement  rather  than  otherwise, 
and  that  in  young  singers  he  had  never  hesitated  to  remove  the  tonsils, 
providing  the  existing  conditions  warranted  their  removal.  He  said 
that  in  old  singers  who  had  accustomed  themselves  to  singing  with 
the  presence  of  enlarged  or  diseased  tonsils  he  thought  the  matter  should 
be  considered  very  seriously  before  removing  them.  In  the  case  pre- 
sented by  Dr.  Glogau  he  believed  there  was  some  psychic  factor  existing 
for  the  condition  of  the  voice,  rather  than  that  the  removal  of  th<; 
tonsils  influenced  it. 

Dr.  Smith  inquired  whether  it  was  not  the  anterior  part  of  the  larynx 
which  it  was  most  difficult  to  reach  by  suspension  laryngoscopy.  That  in 
the  article  published  by  Killian,  and  that  read  by  Freudenthal  before 
the  section,  the  posterior  parts  of  the  larynx  were  mentioned  as  the 
easiest  to  reach,  and  that  the  anterior  part  and  anterior  commissure 
was  with  difficulty  brought  into  view. 

Db.  Sidney  Yankauer  said  that  in  cases  which  present  unusual  difli- 
cult'ies   suspension   laryngoscopy   had   proved   very    efficient.     They    had 
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done  several  operations  on  cases  with  complete  stenosis  and  the  arytenoid 
cartilage  adherent  to  the  epiglottis,  and  it  was  impossible  to  bring  it  into 
view,  even  under  a  general  anesthetic;  but  with  the  suspension  laryn- 
goscopy*, a  probe  had  been  passed,  and  by  stretching  and  dilatation  with 
a  good  sized  dilator  it  had  proved  easy  to  examine  and  manipulate  tha 
case.  The  ease  with  which  the  parts  can  be  brought  into  view  by  means 
of  the  suspension  laryngoscopy  is  very  remarkable  and  surprising  to 
any  one  who  has  not  seen  it. 

Dr.  Yankauer  said  that  it  was  certainly  true  that  the  anterior  com- 
missure was  more  difficult  to  observe  than  the  posterior  parts,  and  that 
was  true  with  every  method.  Suspension  laryngoscopy  was  nothing 
more  than  an  automatic  holder  for  the  laryngoscope — the  principle  is 
precisely  the  same.  The  anterior  commissure  can  be  brought  into  view 
more  easily,  however,  by  suspension  laryngoscopy  than  with  direct 
laryngoscopy,  because  one  can  have  more  pressure;  one  has  the  whole 
weight  of  the  patient's  head,  and  perhaps  of  the  chest,  to  press  the  larynx 
down,  and  the  finger  can  be  placed  in  and  force  it  around,  so  that  one 
can  get  a  better  view. 

Dr.  MacKexty  said  that  he  had  seen  several  cases  of  suspension  laryn- 
goscopy in  Vienna  during  the  past  summer,  with  Marschik.  He  did 
not  think  suspension  laryngoscopy  gave  as  good  a  view  of  the  anterior 
commissure  as  the  bronchoscope,  so  that  he  was  more  or  less  disappointed 
in  the  result;  at  that  time  he  had  been  using  it  all  summer  and  thought 
that  the  instrument  would  have  to  be  modified  before  it  proved  to  be  of 
great   practical   service. 

Dr.  Macphersox  said  that  he  had  seen  this  case  several  years  before, 
and  now  the  growth  was  much  more  pedunculated.  It  was  a  case  of 
subglottic  tumor.  He  had  never  considered  it  to  be  a  malignant  tumor, 
and  would  certainly  not  have  said  that  it  was  like  the  Emperor  Fred- 
erick's case. 

Dr.  Ledermax  said  that  he  had  a  rather  hurried  examination  of 
the  patient's  throat,  and  it  seemed  to  him  to  be  a  benign  tumor  of  the 
angioma  variety.  Whenever  the  patient  tries  to  speak  he  forces  the 
growth  up  between  the  cords  and  the  latter  cannot  get  together.  There 
did  not  seem  to  be  an  infiltration.  At  one  time  he  caught  sight  of  a  mass 
of  growth  below  the  cords. 

Dr.  Glogau  said  that  the  fact  that  it  was  apparently  pedunculated 
and  had  no  apparent  infiltration  does  not  disprove  malignancy.  He 
recalled  a  similar  case  which  he  had  seen  some  time  since  and  which 
turned  out  to  be  malignant.  Dr.  Smith  himself  had  said  that  a  malign 
growth  might  remain  for  years  in  the  same  state  without  involving 
other  structures.  In  the  case  of  the  boy  he  too  first  thought  that  It 
might  be  a  natural  change  of  voice,  but  It  came  so  suddenly  and 
followed  Immediately,  the  removal  of  the  tonsils  and  lasted  until  three 
weeks  ago  when  he  was  put  under  vocal  training,  that  It  did  not  seem 
to  be  due  to  some  psychic  condition.  Bnt  in  any  event.  If  such  a 
change  of  voice  should  occur  after  a  tonsillectomy  or  tonsillotomy  It 
would  seem  ^o  he  well  worth  while  to  try  the  vocal  training  which  had 
done  so  much  in  this  Instance. 
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Report  of  a  Case  of  Phlegmon  of  the  Epiglottis.      De.  M.  D.  Lederma>. 
(To  &e  published  in  a  subsequent  issue  of  The  Laryngoscope.) 
Dr.  Glogau  asked  if  there  was  any  history  of  foreign  body,  and  received 
an  answer  in  the  negative.     He   then   cited   a  somewhat  similar   case, 
caused  by  a  foreign  body. 

Removal  of  Foreign  Body  from  Left  Bronchus.  Removal  of  Foreign 
Body  from  Esophagus.  Removal  of  Foreign  Substance  from  Both 
Bronchi.  Dk.  Sidney  Yankauee. 
The  first  specimen  was  removed  from  the  left  bronchus  of  a  boy  of 
5  years,  who  gave  the  following  history:  For  four  weeks  he  had  had 
a  cough  with  profuse  expectoration  and  intermittent  fever.  Examination 
showed  physical  signs  of  consolidation  and  effusion  on  the  left  side; 
he  had  an  evening  temperature  of  104°  which  came  down  in  the 
morning.  He  remained  in  the  hospital  for  a  week,  during  which  time 
the  acute  symptoms  disappeared,  but  the  physical  signs  did  not  clear  up. 
A  radiograph  was  taken  and  showed  the  presence  of  a  foreign  body  on 
the  left  side,  outside  the  mammary  line.  The  parents  were  sent  for, 
and  upon  questioning  gave  the  history  of  the  inhalation  of  a  foreign 
body  some  five  weeks  previously.  They  had  sent  for  a  doctor  but 
he  thought  it  had  passed  down  into  the  stomach  and  they  had  given 
the  matter  no  further  attention.  This  was  the  second  case  in  which 
a  foreign  body  was  discovered  without  any  previous  history.  In  this 
case  it  happened  that  the  substance  was  of  a  nature  to  give  a  dense 
shadow;  in  the  other  case  it  was  a  soft  bone  and  gave  no  shadow. 

On  passing  the  bronchoscope  the  left  bronchus  was  found  filled  with 
granulation  tissue.  After  working  around,  a  good  deal  of  pus  was  expelled 
and  the  foreign  body  was  seen  and  removed.  The  boy  made  a  good 
recovery  in  about  a  week. 

The  second  case  had  a  somewhat  similar  history.  The  child  was 
2  years  of  age, and  was  eating  walnuts;  he  ran  across  the  fioor  and 
fell;  he  began  to  cough  and  became  cyanotic.  A  doctor  was  sent  for 
who  thought  he  was  suffering  from  diphtheria  and  gave  antitoxin.  The 
cyanosis  disappeared,  but  the  attacks  of  coughing  continued,  and  the 
cyanosis  returned  several  times  a  day.  After  two  weeks  these  attacks 
became  so  bad  that  the  cyanosis  was  accompanied  by  convulsions.  A 
laryngologist  was  then  consulted  who  referred  the  case  to  Dr.  Yankauer. 
The  patient  was  anesthetized  and  the  instrument  passed,  but  the  trachea 
was  so  swollen  that  it  was  difficult  to  pass  a  small  tube,  but  this 
was  eventually  successful,  and  several  small  pieces  of  walnut  meat  were 
found  and  removed.  From  previous  cases  of  this  kind  it  was  suspected 
that  there  might  be  other  pieces  which  had  escaped  observation.  The 
examination  was  difficult  as  there  was  a  great  deal  of  swelling,  but 
eventually  with  the  aid  of  cocain  and  adrenalin  the  left  bronchus 
was  thoroughly  cleaned  out  and  the  child  made  a  good  recovery. 

In  the  case  of  the  foreign  body  removed  from  the  esophagus,  the 
patient  gave  a  history  of  eating  chicken  and  suddenly  feeling  something 
solid  in  his  mouth,  which  slipped  down  his  throat.  He  immediately  began 
to  gag  and  vomit.    He  went  outside  and  while  bending  over  a  basin  his 
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teeth,  dropped  out  and  disappeared.  Eventually,  as  he  thought,  the  piece 
of  bone  went  lower  down  in  his  throat  and  stuck,  and  he  had  a  good 
deal  o/  pain  and  was  unable  to  swallow.  In  brief,  the  history  was  that 
of  swallowing  a  piece  of  bone  while  eating.  On  introducing  a  short 
esophagoscope,  the  obstruction  was  seen  way  down  to  the  narrowing 
of  the  esophagus,  but  with  a  longer  instrument  some  twelve  or  fourteen 
inches  from  the  teeth  a  glistening  white  particle  was  found.'  This  was 
grasped  with  the  forceps  and  withdrawn  with  the  esophagoscope  as  far 
as  the  cricoid  when  it  slipped  back.  The  esophagoscope  was  again 
introduced  and  the  same  thing  occurred  a  second  and  a  third  time. 
Then  the  esophagoscope  was  again  introduced  and  the  foreign  body 
seized  by  the  bulb  portion  and  brought  up  to  the  cricoid  region,  but 
even  then  it  could  not  be  brought  out.  There  was  a  good  clutch  on  the 
body,  however,  and  by  holding  it  firmly  against  the  contracted  muscle 
and  overcoming  the  spasm,  it  was  finally  brought  out.  It  proved  to 
be  a  part  of  the  tooth-plate,  which  had  evidently  been  cracked  off 
while  he  was  eating.  After  removing  the  foreign  body  the  patient  was 
put  to  bed  for  twenty-lour  hours,  after  which  the  pain  and  swelling 
disappeared  and  he  went  home. 

DISCUSSION. 

Dr.  Smith  said  that  he  wished  to  congratulate  Dr.  Yankauer  upon  the 
success  of  his  work.  He  would  also  like  to  know  where  Dr.  Yankauer 
was  able  to  secure  so  many  and  such  a  wide  variety  of  cases.  He  said 
in  his  hospital  there  had  been  comparatively  few  foreign-body  cases 
and  that  the  most  of  them  were  successfully  removed.  He  said  that  in 
one  of  his  own  cases  of  foreign-body  in  the  esophagus,  the  five-cent 
piece  which  was  swallowed  continued  to  precede  the  operative  measures. 
That  when  the  case  was  brought  to  the  hospital  the  x-ray  showed  the 
coin  to  be  in  the  upper  part  of  the  esophagus.  He  examined  the  esophagus 
first  with  a  short  instrument,  and  then  with  one  sufficiently  long  to  go  into 
the  stomach,  but  could  find  no  evidence  of  the  body.  The  second  picture 
showed  the  coin  to  be  in  the  small  intestine  and  the  third  in  the  rectum. 
The  fourth  picture  was  unnecessary.  Dr.  Smith  said  that  it  was  a 
well-known  fact  that  the  meat  of  a  nut  created  more  disturbance  than 
any  other  foreign  body,  particularly  that  of  the  i)eanut.  That  there 
was  great  liability  to  pneumonia  in  these  cases,  and  that  Dr.  Yankauer's 
method  of  evacuating  the  lower  part  of  the  bronchi  by  suction  was  one  to 
be  commended. 

Dr.  MacKkxty  said  that  the  cases  reported  by  Dr.  Yankauer  were  cer- 
tainly most  interesting.  He  then  told  of  an  instrument  in  his  possession 
intended  for  cutting  in  two  a  false  tooth  or  other  foreign  body  which 
will  not  come  through.  It  was  very  small  but  a  very  strong  cutting 
'instrument,  and  he  hoped  some  time  to  have  a  false  tooth  case  upon 
which  to  prove  its  merits. 

Db.  Mii.lek  inquired  whether  any  other  means  of  removing  the  foreign 
body  had  been  tried  before  the  bronchoscope.  On  being  informed  that 
no  means  had  been  employed,  he  said  he  had  removed  a  wishbone  after 
three  weeks'  lodgment  in  the  right  bronchus  of  a  boy,  by  simply  placing 
him  head  downward  with  percussion  on  the  back.  The  entire  side  of 
a  wishbone  was  extracted  by  placing  one  fist  over  the  boy's  back  and 
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hitting  it  a  sharp  blow  with  the  other  fist,  the  first  hand  being  placed 
as  nearly  as  possible  over  the  location  of  the  retained  bone.  The  boy's 
body  was  brought  over  the  side  of  the  bed  with  arms  and  head  touching 
the  floor.  This  was  three  weeks  after  the  bone  was  swallowed  while 
eating  a  piece  of  the  breast  of  chicken  during  the  telling  of  a  joke  by 
his  brother.  A  shoe-button  and  a  ring,  which  could  not  be  seen,  were 
dislodged  by  hanging  the  patients  by  their  knees  over  the  end  of  a 
brass  bedstead  and  when  they  had  drawn  a  full  inhalation,  a  sharp 
blow  was  given  the  fist  placed  over  the  chest  at  the  site  of  the  bone, 
by  the  other  fist.  The  button  came  as  if  it  had  been  shot  out  of  the 
patient,  who  was  7  years  old,  and  had  put  the  button  which  pulled  off 
while  attempting  to  polish  his  shoes,  in  his  mouth,  and  had  accidentally 
swallowed  it.  The  child  of  4  had  swallowed  a  ring,  which  had  fallen  to 
the  floor  under  a  rocker  and  had  been  crushed  out  of  shape.  The  mother 
tried  to  make  him  spit  it  out,  but  he  tried  to  release  it  and  in  the, 
frantic  struggles  of  the  mother  it  disappeared  down  below  the  point  of 
feeling  for  it.  In  this  case,  three  sharp  blows  on  the  sternum,  and  a 
sudden  pull  on  the  tongue  dislodged  it.  These  remarks  in  no  way  should 
deter  anyone  from  using  the  bronchoscope  so  skillfully  as  doctors  you 
know  can,  -but  we  should  give  simple  measures  a  chance. 

Dr.  Quini.an  told  of  two  instances  in  which  he  had  removed  the  shell 
of  a  peanut  from  the  bronchi  by  similar  means  as  those  described  by 
Dr.  Miller,  by  slapping  the  patients  on  the  back  and  chest.  The  old-time 
ready-to-hand  methods  will  often  serve  effectively.  A  few  days  pre- 
viously he  had  seen  a  boy  who  had  swallowed  a  small  stopper  which 
irritated  his  throat,  but  which  was  removed  with  an  applicator. 

Dr.  Yankauer,  however,  had  certainly  done  most  excellefat  work  for 
which  he  deserved  a  great  deal  of  credit. 

Dr.  Smyth  cited  the  case  of  a  child  of  S^^  years,  who  seemed  to  have 
the  foreign-body  habit.  The  little  girl  had  previously  swallowed  and 
retained  for  varying  lengths  of  time,  an  intact  grape,  olive-stone,  and 
shoe-button.  Her  last  effort  had  been  a  penny,  swallowed  seven  months 
before  and  located  by  the  x-ray  in  the  esophagus  opposite  the  sixth 
dorsal  vertebra.  A  Jackson  tube  was  introduced,  but  before  the  penny 
had  been  located  the  light  went  out  and  could  not  be  renewed,  and 
then  the  foreign  body  was  quickly  and  easily  removed  with  the  coin- 
catcher.  The  tube  was  the  approved  method,  but  the  coin-catcher  was 
simple  and  satisfactory. 

Dk.  Yankauer,  in  closing  the  discussion,  said  that  in  one  of  these 
cases  the  foreign  body  cast  no  shadow.  In  the  other  case  there  was  a 
great  deal  of  swelling  around  the  foreign  body  and  there  was  no  time 
for  delay.  He  thought  that  while  such  methods  as  those  described  by 
Dr.  Miller  and  Dr.  Quinlan  would  be  quite  proper  at  the  time"  of  occurrence, 
that  where  they  have  not  proved  effective  there  was  no  question  about  the 
value  of  the  bronchoscope. 

Demonstration  of  a  Combination  Pressure  and  Air  Pump.  Dr.   Sidney 

Yankauer. 

discussion. 
Dr.  Miller  said  that  the  instrument  had  been  very  greatly  improved 
since  he  first  saw  it.     The  idea  at  first  was  to  wash  out  the  tonsils, 
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but  this  was  finally  given  up  as  impractical.  First,  he  tried  the  usual 
dentist  basin  suction  syphon,  but  that  not  being  strong  enough,  he  tried 
circulation  of  medicated  solutions  through  a  continuous  double  flow 
by  a  reservoir  placed  six  feet  above  the  patient.  He  also  had  the 
opportunity  of  trying  a  pneumatic  electric  carpet-cleaner,  whose  suction, 
however,  was  too  strong.  About  this  time  it  became  necessary  lo  try  some 
operatic  voices  with  sprays  but  found  none  continuous  or  strong  enough 
until  he  explained  his  idea  to  Mr.  Sorensen,  who  created  a  very  small, 
yet  reliable,  electric  pump  with  double  cylinders,  which  was  not  only 
continuous  but  was  able  to  produce  just  the  right  suction  for  tonsil  and 
mouth  moistening  as  a  relief  and  cure  for  tonsillar  disease.  This  machine 
was  carried  to  Philadelphia  for  exhibition  at  the  American  Triological 
Society,  May  13,  1913.  It  is  so  light  in  weight  and  small  in  size  that  I 
called  it  "The  Midget,"  a  suggestion  that  Mr.  Sorensen  was  kind  enough 
to  apply  to  this  beautiful,  yet  practical  mechanism.  It  is  in  nowise  like 
the  Wappler  pump,  not  but  what  the  Wappler  is  good.  I  congratulate 
Dr.  Yankauer  for  giving  it  the  needed  boost  it  deserves. 


Regular  Meeting,  February  26,  1913. 

Presentation  of  a  Tonsillolith.      Dr.  Renk  H.  Huveile. 

Male,  aged  55,  consulted  me  for  a  sore  throat  which  had  existed  for 
five  days.  Fifteen  years  ago  he  had  had  a  similar  sore  throat,  otherwise 
had  always  been  in  good  health.  No  gouty  or  rheumatic  history.  Ex- 
amination showed  edema  of  right  tonsillar  area  and  soft  palate,  bulging 
of  right  lateral  pharyngeal  wall,  and  large,  suppurating  glands  on  same 
side  of  neck.  Puncture  of  the  pharyngeal  abscess  evacuated  about  ten 
ounces  of  pus.  Next  morning,  the  edema  of  the  right  tonsillar  area  per- 
sisted, but  the  pharyngeal  abscess  had  somewhat  subsided.  Patient,  in 
addition,  complained  of  "hot  piece  of  steel  at  root  of  tongue"  on  right 
side.  Palpation  revealed  no  hard  mass.  Several  suppurating  glands  on 
the  side  of  the  neck  were  removed  the  same  day.  The  next  morning, 
while  gargling,  the  patient  felt  a  sudden  sharp  and  severe  pain,  fol- 
lowed by  a  loose  mass  in  the  mouth,  which  he  thought  was  a  tooth.  This 
mass  was  saved  by  the  head  nurse  for  examination.  Immediately  after 
this,  the  patient  was  able  to  swallow  without  pain.  The  site  of  exit  of 
the  stone  was  at  the  junction  of  the  right  anterior  tonsillar  pillar  and  root 
of  tongue;  it  was  easily  seen  and  probed.  The  stone  was  not  chemically 
examined.  It  weighed  11  grains,  was  20  mm.  in  length  by  6  to  9  mm. 
wide,  and  4  to  6  mm.  thick. 

DISCUSSIOX. 

Db.  Quinlax  asked  if  he  had  understood  correctly  that  several  glands 
had  been  removea  from  the  neck,  and  upon  receiving  a  reply  in  the  af- 
firmative said  that  in  an  ordinary  case  of  quinsy  these  are  not  usually 
suppurative  glands  in  the  neck,  and  he  thought  the  removal  of  such 
glands  was  unnecessary  at  such  a  time,  as  it  produced  unnecessary 
annoyance  to  the  patient  and  would  leave  an  open  wound  which  was 
liable  to  subsequent  infection. 
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Dr.  Huvalle  replied  that  the  gland-wounds  were  ij,ractically  healed 
in  three  or  four  days  without  any  infection  and  they  were  removed  be- 
caus'e  they  were  suppurating. 

Some  Observations  on  the   Voice   Before  and   After  Surgical    Procedure. 
Dr.  Frank  E.  Miller. 

discussion. 

Dr.  William  Kelly  Simpson:  The  discussion  of  this  subject  permits 
of  its  being  approached  from  at  least  two  viewpoints.  First,  from  a  more 
intimate  and  technical  standpoint,  wherein  are  considered  not  only -the 
general  relation  of  muscular  action  in  the  control  of  voice  sounds,  but 
also  the  closer  relationship  of  certain  muscles,  groups  of  muscles,  and 
resonance  cavities  in  their  special  jurisdiction  over  vowels,  consonants, 
and  their  various  combinations.  In  fact,  we  may  say  that  the  study  of 
voice-production  is,  to  a  great  extent  a  study  of  muscular  action,  and  those 
whose  vocation  it  is  to  teach  voice-production,  must  have  these  anatomical 
combinations  at  their  command. 

I  always  recall  with  amusement  the  ignorance  displayed  in  this  re- 
spect by  a  certain  teacher  of  singing  who,  in  looking  down  the  mouth 
of  a  pupil  who  was  somewhat  hoarse,  said:.  "Ah,  yes;  I  see  that  your 
vocal  cords  are  somewhat  congested  this  morning."    How  easy! 

The  study  of  voice-production,  or  its  correction,  hardly  comes  within 
the  domain  of  laryngology.  It  is  a  study  in  itself,  yet  the  laryngologist 
must  stand  guard  over  the  physical  well-being  of  the  voice,  going  far  be- 
yond the  mere  mechanics  and  Ipcal  conditions.  His  is  no  restricted  area. 
Voice  hygiene  and  general  systemic  conditions  must  alike  be  duly  con- 
sidered by  him. 

And  this  brings  me  to  the  second  point  of  view  of  the  discussion,  viz., 
the  relation  of  surgical  operations  in  the  upper  respiratory  tract  to  the 
improvement  of  voice-conditions.  This  is  a  subject  of  great  magnitude 
and  concern.  It  is  the  phase  of  the  discussion  which  concerns  most  of 
us  as  practical  laryngologists.  1  cannot  enter  into  a  minute  discussion  of 
operations  on  isolated  areas  and  their  effect  on  voice-correction.  The  re- 
lation of  surgical  operations  to  voice-improvement  may  be  viewed  in  two 
ways.  First,  in  those  persons  who  have  decided  imperfections  in  voice 
due  to  some  pathological  condition.  This  may  be  found  in  the  larynx  it- 
self, from  the  numberless  conditions  arising  there  which  interfere  with 
the  voice;  or  we  may  have  the  various  mechanical  obstructions  or  hin- 
drances to  good  vocal  production,  as  seen  by  enlargement  of  the  lingual 
or  faucial  tonsils  and  the  adenoid  tissue  in  the  naso-pharynx,  cleft  palate, 
or  in  some  marked  intra-nasal  condition,  as  seen  in  nasal  polypi,  unusual 
hypertrophy  of  the  nasal  mucous  membrane,  or  markedly  deviated  septa. 
It  goes  without  saying  that  removal  of  these  conditions  will  have  its  effect 
in  voice  restoration  and  often  without  any  further  training  as  iar  as 
ordinary  voice  is  concerned. 

But  when  we  are  called  upon  to  improve  the  true  qualities  of  the 
singing  voice  by  surgical  interference,  unless  these  morbid  conditions 
exist  it  is,  I  should  think,  a  matter  in  which  we  should  be  very  careful 
in  promising  too  much  improvement,  for  we  must  remember  that  the  per- 
fection of  the  singing  voice  necessitates  more  than  the  mere  mechanical 
ability  to  sing.     There  must  also  be  a  musical  intelligence  possessed  by 
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the  singer,  a  knowledge  of  the  proper  breathing,  proper  use  of  the  sing- 
ing mechanism,  and  musical  interpretation  as  well.  It  is,  indeed,  diflRcult 
to  produce  a  singing  voice  unless  one  already  exists.  Sometimes  our 
efforts  in  surgical  interference  may  produce  an  opposite  effect  from  the 
one  desired.  This,  I  think,  may  be  seen  in  some  of  the  resulting  ad- 
hesions and  deformities  following  too  rigorous  attempts  in  tonsillectomy; 
and  when  this  operation  is  performed  on  the  person  o'f  a  singer,  great 
care  and  caution  should  be  exercised  in  its  performance.  I  am  not  in  any 
w^ay  deprecating  any  attempts  in  preserving  or  improving  the  singing 
voice,  but  rather  welcome  any  effort  in  that  direction.  Neither  the  laryn- 
gologist  nor  the  vocal  instructor  can  work  alone;  they  must  supplement 
each  other  and  each  should  acquaint  himself  a  little  beyond  his  specialty. 
Keeping  the  singing  voice  in  order  is  one  of  the  first  problems  alike  of 
the  laryngologist  and  the  vocal  teacher,  and  each  should  yield  to  the 
other  in  those  points  which  do  not  come  within  his  immediate  domain. 

Dr.  W.  S.  Bkyaxt  said  that  Dr.  Miller  was  very  much  in  earnest  in  his 
endeavor  to  bring  order  out  of  chaos  and  put  our  ideas  in  regard  to 
voice  production  on  a  scientific  base.  As  he  understood  Dr.  Miller's 
scheme,  the  various  resonators  were  divided  into  groups,  beginning  in 
the  nose  and  ending  with  the  floor  of  the  pelvis.  These  resonators  are 
called  autonomies,  whatever  that  may  mean.  The  theory  is  that  certain 
organs  act  as  resonators  independently  of  all  others.  They  are  supplied 
by  special  nerves  and  muscles  and  act  independently  of  the  other  resona- 
tors. This  seems  reasonable  and  removes  much  of  the  clouds  which  hang 
about  the  mechanics  of  voice  production,  and  is  a  great  step  forward  in 
the  scientific  understanding  of  the  subject.    . 

Dr.  Chambers  said  that  certainly  the  young  lady  who  had  just  sung  so 
beautifully  owed  much  to  Dr.  Mitchell,  and  that  many  persons  would  be 
almost  willing  to  wear  an  artificial  palate  if  it  would  enable  them  to  do 
as  well.* 

He  was  very  glad  to  hear  Dr.  Miller  speak  of  the  function  of  the  tonsil 
and  of  its  capsule.  Tonsillectomy  is  the  fad  for  the  moment.  In  the 
exuberance  of  their  enthusiasm,  some  operators  remove  tonsils  which  had 
better  been  unremoved. 

Dr.  Harmox  Smith  said  that  just  as  he  was  entering  the  room,  Dr. 
Miller  had  referred  to  the  fact  that  the  patient  who  had  just  been  pre- 
sented had  been  a  patient  of  his,  and  that  an  operation  had  been  per- 
formed upon  the  middle  turbinate.  He  wished  to  correct  the  impression 
as  to  the  nature  of  the  operation,  as  he  had  performed  a  submucous  re- 
section and  had  not  touched  the  middle  turbinated  structure  at  all,  that 
there  had  been  considerable  vaso-motor  rhinitis  subsequent  to  the  opera- 
tion, and  that  he  had  endeavored  to  reduce  this  condition  by  palliative 
treatment,  feeling  convinced  that  subsequently  ample  room  would  be  af- 
forded for  respiration  after  correction  of  the  nasal  deformity,  but  that 
the  patient  had  been  irregular  in  his  attendance  and  had  finally  discon- 
tinued his  visits  altogether. 

Dr.  Smith  said  that  he  was  absolutely  opposed  to  the  indiscriminate 
removal  of  any  of  the  mucous  membrane  from  the  nasal  cavities  and  that 
he  held  inviolate  the  turbinate  structures  as  long  as  there  was  any  hope 
of  reducing  them  by  other  than  surgical  means. 

(To  he  continued.) 
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Regular  Meeting,  November  19,  1912. 

Db.  Ross  Haxl  Skellern,  Chairman. 
The  Eustachian  Tube  in  Chronic  Aural  Suppurations.     Dr.  Sidney  Yank- 

AUER. 

The  performance  of  any  operation  with  the  highest  degree  of  skill  de- 
mands an  excellent  technic  and  a  knowledge  of  the  anatomy,  not  only  as 
it  is  given  in  text-books  but  also  as  we  see  it  in  the  living  patient. 

Technical  skill  is  not  so  much  a  matter  of  the  sense  of  touch  (although 
an  operation,  such  as  I  am  going  to  describe  to-night,  is  performed  by 
what  is  called  the  sense  of  touch)  as  it  is  a  matter  of  muscular  sensa- 
tion in  the  muscles  of  the  fore-arm  and  hand,  and  as  these  muscles  are 
developed  differently  in  each  individual,  the  muscular  sense  cannot  be 
described.  For  this  reason  I  have  brought  with  me  an  anatomical  speci- 
men of  the  ear  upon  which  I  shall  perform  the  operation. 

In  text-books  the  Eustachian  tube  is  described  as  consisting  of  a 
cartilaginous  and  a  bony  portion,  but  from  an  anatomical,  histological 
and  clinical  standpoint  the  cartilaginous  portion  belongs'  to  the  naso- 
pharynx and  bony  portion  to  the  middle  ear. 

The  sharp  transition  between  the  floor  of  the  bony  tube  and  the  floor 
of  the  middle  ear  largely  disappears  when  the  anatomical  specimen  is 
viewed  in  the  normal  position.  For  this  reason  I  have  suggested  that 
the  bony  portion  of  the  tube  should  be  called  the  pre-tympanum  to  cor- 
respond to  the  epi-tympanum  and  the  hypo-tympanum  (illustrated  on  the 
blackboard). 

It  has  been  shown  by  Siebermann,  Bondy,  Heath  and  others,  that  a 
limited  number  of  cases  of  chronic  aural  suppuration  can  be  cured  bv  " 
conservative-radical  operation,  which  aims  to  restore  the  middle  ear  to 
a  normal  condition,  and  which  must  be  considered  successful  only  when 
it  is  followed  by  closure  of  the  perforation  in  the  drum  membrane;  for 
if  the  drum  membrane  remains  open,  a  discharge  from  the  ear  will  in- 
variably persist  or  recur  from  time  to  time.  When  the  Eustachian  tube 
is  open,  perforation  of  the  drum  facilitates  the  passage  of  air  from  the 
nose  into  the  ear  during  swallowing,  blowing  the  nose,  sneezing,  cough- 
ing, etc.  When  the  drum  membrane  is  closed  it  is  very  difficult  to  blow 
particles  of  mucus  into  the  ear,  or  even  to  inject  fluids  into  the  ear  for 
therapeutic  purposes  by  blowing  them  through  a  catheter.  It  is  the  drum 
membrane  which  protects  the  middle  ear  from  infection  from  the  naso- 
pharynx. Therefore,  in  all  cases  of  chronic  suppuration  in  which  re- 
storation of  the  drum  membrane  is  impossible,  the  Eustachian  tube  must 
"be  closed.  This  fact  has  long  been  recognized  by  otologists,  and  a 
radical  operation  is  not  considered  complete,  nor  will  it  be  successful 
except  in  a  minority  of  cases,  unless  the  Eustachian  tube  is  closed. 

What  the  speaker  has  done  has  been  to  devise  an  instrument  by  which 
the  Eustachian  tube  can  be  closed  without  performing  the  radical  opera- 
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tion,  believing  that  ttiereby  a  considerable  percentage  of  cases  will  be 
cured,  and  his  experience  with  the  closure  of  the  tube  in  this  manner 
during  the  past  six  years  has  been  that  sixty  per  cent  of  all  cases,  as 
they  present  themselves  in  practice,  are  permanently  cured  by  this  meth- 
od. The  fact  that  only  sixty  per  cent  are  cured  does  not  limit  the  indi- 
cation for  this  operation  to  those  cases  in  which  it  might  be  expected  to 
accomplish  a  cure,  for,  even  if  it  is  known  that  the  radical  operation 
must  subsequently  be  done,  if  the  Eustachian  tube  has  previously  been 
closed,  the  infection  of  the  ear  will  be  diminished  and  the  radical  opera- 
tion-wound will  heal  more  kindly.  If  this  were  an  operation  which  re- 
quired a  general  anesthesia,  and  was  followed  by  a  period  of  rest  in  bed, 
one  would  hesitate,  perhaps,  to  advise  it  in  cases  which  seemed  to  be 
unsuitable  for  it,  but  as  it  is  performed  painlessly  under  local  anesthesia 
and  without  unpleasant  after-effects,  it  is  justifiable  in  all  cases. 

The  healing  of  any  suppurative  process  requires  the  removal  of  the 
Infectious  agent,  the  bacteria,  and  the  removal  of  the  products  of  di.v 
ease,  the  dead  tissue,  and  the  secretions.  Moreover,  the  return  of  the 
bacteria  must  be  prevented  permanently,  and  the  removal  of  the  diseaseti 
products  must  be  made  continuous  by  perfect  drainage.  As  the  original 
source  of  infection  in  aural  suppuration  is  the  naso-pharynx,  and  as  this  re- 
gion cannot  be  kept  permanently  free  from  infectious  agencies,  the  closure 
of  the  Eustachian  tube  is  indispensable  for  the  prevention  of  re-infection. 

The  fact  that  a  certain  number  of  cases  of  chronic  suppuration  heal 
spontaneously,  is  evidence  that  eflBcient  drainage  can  be  established  by 
nature,  and  the  fact  that  cases  spontaneously  healed  almost  invariably 
show  a  sclerosis  of  the  mastoid  bone,  and  that  in  many  of  them  the 
ossicles  have  disappeared,  proves  that  spontaneous  healing  occurs  even 
when  the  bone  has  been  profoundly  diseased.  By  a  study  of  these  cases 
we  obtain  our  indications  for  the  conservative  treatment  of  the  disease. 
Cases  in  which  the  amount  of  disease  in  the  middle  ear  and  mastoid  cells 
is  slight,  get  well  quickest  after  closing  the  Eustachian  tube.  Cases  in 
which  the  drainage  from  the  middle  ear  and  mastoid  cells  is  inefficient 
will  never  get  well  until  such  drainage  is  established  by  surgical  inter- 
ference. In  my  own  cases  the  time  required  to  establish  healing  after 
closing  the  tube  has  varied  from  a  few  weeks  to  eighteen  months;  the 
average  of  all  cases  being  six  months. 

The  anesthesia  for  the  operation  is  produced  by  making  an  application 
of  20  per  cent  cocain,  containing  a  little  adrenalin,  to  the  middle-ear 
cavity  and  to  the  pre-tympanum  by  means  of  the  ordinary  applicators. 
The  pharyngeal  side  of  the  isthmus  must  also  be  anesthetized  by  appl.v- 
Ing  the  same  solution  by  means  of  the  Eustachian  applicator  through  the 
catheter. 

Closure  of  the  tube  is  not  always  accomplished  after  the  first  curette- 
ment.  The  reasons  for  such  failures  are:  first,  inetticient  curettement; 
second,  adhenslons  of  various  kinds  in  the  middle  ear  (diagrams  made 
on  blackboard);  third,  suppuration  within  the  canal  for  the  tensor 
tympani  muscle.  The  canal  can  be  opened  and  the  muscles  scraped  out 
by  means  of  the  same  curette. 

It  is  sometimes  necessary  to  remove  the  ossicles  to  obtain  healing.  The 
Indications  for  ossiculectomy  are  necrosis  of  the  ossicles,  necrosis  of  the 
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outer  attic  wall,  polypi  originating  in  the  attic,  and  the  removal  of  the 
adhesions  referred  to  previously.  After  organic  atresia  of  the  Eustachian 
tube  has  been  established  the  ear  is  entirely  independent  of  any  changes, 
acute  or  chronic,  which  may  take  place  in  the  naso-pharynx.  The  cure 
of  the  middle-ear  suppuration  has  been  unaffected  by  the  attacks  of  acute 
rhinitis,  acute  suppuration  of  the  accessory  sinuses,  ozena,  nasal-polypi, 
etc. 

The  after-treatment  is  the  same  as  the  usual  conservative  treatment  of 
middle-ear  suppuration.  When  organic  atresia  of  the  isthmus  has  been 
successfully  accomplished  certain  important  changes  of  atrophic  nature 
take  place  in  the  middle  ear.  Granulation  tissue  shrinks  rapidly  and 
polypi  lose  their  tendency  to  recur,  adhesions  which  have  been  cut  do 
not  unite  again,  the  inner  tympanic  wall  becomes  pale,  dry  and  leathery 
in  appearance,  and  the  perforation  of  the  drum  membrane  never  becomes 
smaller,  but  on  the  contrary,  grows  larger,  so  that  after  a  few  months  all 
that  is  left  of  the  drum  membrane  is  a  narrow  white  band  attached  in 
the  annulus  tympanicus.  (Demonstration  of  operation  on  anatomical 
specimen.) 

DISCUSSION. 

M.  B.  Gleason:  Dr.  Yankauer  has  demonstrated  a  method  of  closing 
the  Eustachian  tube  which  is  probably  feasible  and  safe  in  the  majority 
of  instances,  but  the  proximity  of  the  carotid  should  be  borne  in  mind. 
In  cases  where  I  have  inadvertently  torn  the  lateral  sinus,  the  rent  has 
been  caused  by  a  spicula  of  bone  and  not  an  instrument.  It  would  seem 
that  when  the  artery  was  weakened,  as  the  result  of  syphilis,  or  when 
the  bone  was  necrosed  or  simply  thin  and  fragile  that  there  would  be 
danger  of  wounding  the  carotid  by  this  method  of  operating. 

It  is  a  well-known .  fact  that  within  the  nose,  synechia  occurs  from 
simple  contact  of  inflammed  and  swollen  mucous  surfaces.  Probably  the 
epithelioma  disappears  by  pressure  necrosis  under  such  circumstances 
and  the  granulating  surfaces  then  fuse  together.  The  same  thing  some- 
times occurs  within  the  tympanum  and  probably  also  within  the  Eus- 
tachian tube,  fudging  by  the  frequency  of  strictures  seen  in  anatomical 
specimens  when  the  drum  had  been  destroyed  by  disease.  When  Neu- 
mann was  demonstrating  his  method  of  performing  the  radical  mastoid 
operation  in  Philadelphia  a  few  years  ago,  I  asked  him  what  he  did  when 
he  failed  to  close  the  tube.  He  anwered  that  he  first  tried  strong  solu- 
tions of  silver  nitrate  and^that  often  this  procedure  was  successful. 

I  should  like  to  ask  Dr.  Yankauer  if  after  the  closure  of  the  tube,  the 
median  wall  of  the  tympanum  finally  became,  as  it  is  sometimes  called 
"epidermized"  with  consequent  great  impairment  of  hearing,  as  after  the 
radical  mastoid  operation. 

Dr.  Geo.  W.  Mackenzie:  We  have  listened  to- Dr.  Yankauer's  able  talk 
and  demonstration  on  "The  Management  of  the  Eustachian  Tube  in  Chron- 
ic Aural  Suppuration."  Those  of  us  who  have  heard  both  Mr.  Heath  last 
Bummer  at  Boston,  and  Dr.  Yankauer  here  to-night  cannot  help  but  coin- 
pare  the  attitude  of  these  two  authorities  on  the  subject  of  chronic  aural 
suppuration.  On  the  one  hand  Mr.  Heath  claims  to  be  able  to  cure  prac- 
tically all  cases  of  chronic  middle-ear  suppuration    by  the  route  of  the 
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mastoid  antrum,  and  with  excellent  results  as  to  hearing,  on  the  other 
hand.  Dr.  Yankauer  modestly  claims  to  be  able  to  cure  a  fair  percentage 
by  the  opposite  route,  i.  e.  through  the  Eustachian  tube. 

At  the  meeting  of  the  International  Otological  Congress  no  one  ap- 
peared to  have  been  able  to  get  Mr.  Heath  to  commit  himself  definitely  on 
anything,  especially  on  the  indication  for  his  operation;  while  to-night, 
Dr.  Yankauer  in  a  concise  and  definite  manner  has  pointed  out  to  us  the 
etiology  and  pathology  of  the  factors  which  make  for  chronicity  in  cases 
of  middle-ear  suppuration. 

It  is  my  belief  that  there  is  a  definite  place  for  each  of  these  operations, 
the  choice  of  which  depends  upon  the  diagnosis,  and  only  that  diagnosis., 
which  comprehends  every  feature  of  the  suppuration,  i.  e,  the  location 
and  character  of  the  complication,  or  complications  which  tend  to  make 
the  suppuration  chronic. 

I  believe  that  Dr.  Yankauer  has  hit  upon  an  excellent  idea  for  ths.* 
treatment  of  a  great  class  of  chronic  suppurations,  and  deserves  every 
possible  credit  for  his  masterly  efforts.  I  should  like  to  ask  Dr.  Yank- 
auer if,  in  those  cases  of  closure  of  the  Eustachian  tube  with  new-formed 
membrane,  he  would  advise  his  method  of  operation.  It  is  in  these 
cases  that  we  not  infrequently  find  associated  cholesteatoma.  I  should 
also  like  to  ask  Dr.  Yankauer  if  he  has  ever  tried  infiltration-anesthesia 
of  the  osseous  external  canal,  as  practiced  successfully  by  Neumann  and 
others  since,  in  operations  upon  the  middle-ear,  notably  ossiculectomy. 

Since  having  been  instrumental  in  bringing  Dr.  Yankauer  here  I  wish 
to  thank  him  personally  for  his  coming,  and  for  his  very  able  and  in- 
structive discourse. 

Db.  Geo.  M.  Coaxes:  I  have  been  much  interested  in  the  work  of  Dr. 
Yankauer  on  the  Eustachian  tube,  and  have  listened  to  his  paper  with 
much  profit.  We  all  knqw  that  a  radical  mastoid  operation  will  fail  of 
complete  success  in  giving  the  patient  a  dry  ear  if  the  Eustachian  tube 
remains  patent,  and  therefore  we  endeavor  to  close  it  permanently  at  the 
time  of  the  operation,  sometimes  successfully,  and  sometimes  with  partial 
or  complete  failure.  In  these  cases  the  Yankauer  operation  gives  us  a 
chance  to  complete  the  cure  at  a  later  date.  Following  the  same  line  of 
study  it  is  evident  that  many  of  our  cases  of  chronic  suppurative  otitis 
media,  where  there  is  not  too  much  caries  and  where  the  mastoid  is  not 
seriously  Involved,  may  be  cured  by  closure  of  the  tube  without  resorting 
to  the  radical  operation,  and  this  is  a  condition  very  much  to  be  desired. 
I  have  not  used  the  Yankauer  instruments,  but  with  improvised  ones 
have  a  number  of  times  succeeded  in  effecting  a  permanent  closure  of  the 
tube,  and  a  cure  of  the  middle-ear  disease.  At  any  rate,  the  Eustachian 
tube  Is  of, very  little,  if  any,  value  where  the  membrana  tympani  has  a 
large  perforation.  Its  only  function  being  then  that  of  an  accessory  aid 
to  drainage.  The  hearing  of  these  cases,  in  my  experience,  may  be  im- 
proved by  operation,  but  is  frequently  made  worse.  A  dry  ear  has  fre- 
quently less  hearing  power  than  when  it  was  discharging  freely. 

Replying  to  Dr.  Gleason  Dr.  Coates  said:  We  obtain  a  dry  canal  with 
perfectly  leathery  appearance.  Owing  to  its  toughness  and  elasticity  It 
would  be  difficult  to  injure  the  carotid  artery,  even  though  the  canal  be 
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necrosed.  No  accidents  have  occurred  in  any  of  my  cases.  Dr.  Allport 
uses  a  burr  and  engine  and  has  never  known  an  injury  to  the  artery. 

Hearing  is  tested  only  by  speech  prior  to  operation,  after  thorough 
cleansing  and  drying,  and  after  operation.  At  this  time  little  change  in 
hearing — no  diminution.  In  two  cases,  decided  improvement,  not  the  re- 
sult of  curetting,  but  from  cutting  adhesions  of  ossicles. 

When  drum  membrane  was  perforated  for  many  years,  adhesion  of 
ossicles  and  sound  conveyed  by  bone  and  round  window,  and  when  latter 
obstructed  by  adhesions,  no  low  notes. 

Reaction  following  operation — swelling,  discharge  from  ear,  first  thin 
and  then  muco-purulent,  finally  watery  mucus.  After  weeks  secretions 
usually  disappear. 

All  cases  had  been  under  treatment  at  our  own  or  other  clinics  for 
years.  In  one  case  of  oral  polyps  after  clearing  and  closing,  tube  became 
dry  and  has  so  remained.  No  matter  what  the  nasal  condition,  colds, 
influenza,  polyps,  etc.,  once  the  tube  is  closed,  the  ear  never  becomes 
involved.  They  do  not  get  immediately  well — average  time  six  months; 
one  case  not  until  a  year  longer;  time  depends  on  condition  of  drainage 
and  extent  of  disease.  If  small  portion  of  middle  ear  is  diseased — cure 
rapid;  if  necrosis  of  ossicles, — then  longer;  if  necrosis  of  mastoid  and 
sequestrae, — never  cured  until  radical  mastoid  operation. 

Help  nature  by  ossiculectomy,  remove  outer  wall  to  favor  drainage, 
then  open  antrum  through  external  canal. 

In  answer  to  Dr.  Mackenzie's  question:  I  have  never  tried  the  Infiltra- 
tion anesthesia. 


Submucous  Resection  of  the  Nasal  Septum  with  Report  of  One 
Hundred  Cases.  Horace  T.  Aynesworth,  Jour.  Ophthal.  and 
Oto-LaryngoL,  Feb.,  1913. 

The  results  obtained  as  to  nasal  breathing  were  good  in  every  one 
of  the  series,  with  one  or  two  exceptions.  The  tonsils  and  adenoids 
are  removed  subsequently  if  necessarily. 

The  tendency  to  catch  cold  was  improved  or  done  away  with,  as 
a  rule.  Ear  affections  were  favorably  influenced.  Six  cases  of 
tuberculosis  and  suspects  in  incipient  stage  were  operated  with  de- 
cided benefit  in  each  one.  Two  epileptic  cases  were  greatly  bene- 
fited, the  third  one  since  died  in  a  paroxysm. 

The  majority  of  cases  having  associated  stomach  trouble  experi- 
enced relief.  Stein. 
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BRIEF  CONSIDERATION  OF  CERTAIN  RECENT  VIEWS 
REQARDING  OTOSCLEROSIS.^ 

DR.  THOMAS  HARRIS,   NEW  YORK  CITV. 

The  study  of  that  form  of  progressive  hard-hearing  known  under 
a  variety  of  names  but  most  generally  referred  to  as  otosclerosis,  is 
fraught  with  peculiar  and  to  a  large  degree,  uncontrollable  diffi- 
culties. The  affection  is  not  like  that  of  adenoids,  something  that 
can  be  got  at  and  easily  removed  for  examination.  For  accurate 
investigation,  the  microscopic  examination  of  the  temporal  bones  of 
those  in  whom  the  disease  has  been  diagnosed  during  life  is  essen- 
tial. The  obtaining  of  these  is  difficult  anywhere,  as  there  is  noth- 
ing per  se-  in  the  disease  which  is  wont  to  occur  in  the  young,  to 
hasten  the  death  of  the  person  affected,  and  especially  difficult  in 
this  country  where  post-mortem  material  is  so  exceedingly  hard  to 
secure.  An  equally  essential  requirement,  possessed  by  few  otolo- 
gists, is  that  of  being  well  grounded  in  pathology.  As  a  result,  the 
total  number  of  cases  investigated  is  not  large  and  these  are  almost 
entirely  limited  to  those  studied  by  o^ir  German  confreres. 

It  is  with  no  claim  to  any  expert  pathologic  knowledge  that  I  have 
presumed  to  present  another  paper  on  this  subject,  but  rather  that 
as  a  result  of  some  personal  study  and  of  an  opportunity  recently 
to  meet  a  number  of  those  who  have  given  especial  attention  to  n 
I  wish  in  a  judicial  way  to  weigh  and  consider  briefly  the  various 
views  which  have  been  advanced  regarding  the  nature  of  this  dis- 
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ease.  I  am  fully  aware  that  in  the  minds  of  many  of  you  the  sub- 
ject appears  hopeless  of  solution.  Indeed,  in  one  of  tlie  best  short 
papers  on  the  subject  which  has  recently  appeared,  that  from  the 
pen  of  a  member  of  this  Society,  Dr.  Sheppard,  the  pessimistic  view 
held  by  certain  foreign  writers  was  advanced,  i.  e.,  that  even  the 
diagnosis  of  otosclerosis  is  impossible. 


iS^j^^ 


Figure  .1— <;;as«  1:  Horizontal  section  through  the  region  of  the  oval 
window.  A  small  area  of  new-formed  bone  on  the  anterior  border  of 
the  oval  window.  The  mass  is  light  in  color  near  the  window,  darker  in 
color  near  the  cochlea.  The  last  are  the  recent,  the  first  are  the  older 
portions.  The  mass  extends  somewhat  into  the  window  niche?  but  does 
not  involve  the  stapes  nor  the  annular  ligament.  There  is  no  stapes  an- 
chylosis. In  the  cochlea  can  be  seen  atrophy  of  the  organ  of  Corti,  and 
an  atrophy  of  the  connective  tissue  growth  in  the  spiral  ganglion.  The 
atrophy  of  the  acoustic  nerve  is  the  result  of  the  tumo^  which  existed  in 
this  region.  The  cochlea,  the  sacculus  and  the  utriculus  are  filled  with 
hyalin.       (From    Manasse's    collection    with    permission.) 


For  a  proper  consideration  of  the  subject,  a  brief  reference  to  its 
history  is  necessary.  The  number  of  investigators  is  iew,  and  the 
total  number  of  cases,  microscopically  studied,  collected  by  Denker 
up  to  1904,  is  limited.  The  term  otosclerosis,  as  you  are  aware,  was 
first  used  by  Joseph  Toynbee,  in  1857,  in  his  descriptive  catalogue 
of  1149  specimens,  where  he  describes  126  cases  of  union  of  the 
stapes  in  the  oval  window.  This  term  was  used  for  many  years  to 
describe  such  an  obstruction  to  the  sound-waves  whether  of  a  mem- 
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braneous  or  bony  nature.  But  it  was  not  until  1885  that  it  was 
demonstrated  macroscopically  and  physically  by  Bezold  that  the 
loss  of  hearing  'for  low  sounds  was  the  result  of  such  rigidity  in 
the  oval  window.  The  first  microscopic  examination  of  a  diseased 
temporal  bone  in  a  case  of  otosclerosis  was  made  by  Katz  in  1890. 
He  was  followed  by  Habermann  who,  in  1892,  reported  his  first 
case.  In  1893,  Bezold  and  Scheibe  reported  their  first  case,  and  in 
the  same  year,  Politzer,  in  this  country,  and  if  we  are  not  mis- 
taken before  this  vSociety,  reported  sixteen  cases,  all  observed  by 
him  during  life  and  studied  histologically  post-mortem.  In  1894, 
Bezold  reported  his  second  case;  in  1898,  Siebenmann  reported  four 
cases.  In  1901,  Scheibe  reported  two  cases,  in  the  same  year 
Habermann  reported  a  second  case,  and  Katz  a  second  case,  while 
in  1903,  Habermann  reported  ten  temporal  bones  observed  in  six 
patients,  a  total  of  thirty-four  cases.  Since  then  Pause  has  reported 
two  cases,  Joergen  Moeller  one  case,  Bruehl  five  cases.  Schilling  one 
case,  Otto  Mayer  one  case,  and  most  recently  Manasse  has  de- 
scribed seventeen  temporals  in  ten  patients. 

The  early  view  in  regard  to  the  etiology  of  the  affection  was  that 
it  proceeded  from  a  disease  of  the  middle  ear.  This  is  undoubtedly 
correct  in  the  cases  of  Katz,  where  both  from  the  history  and 
clinical  picture,  a  previous  chronic  suppuration  of  the  middle  ear 
was  evident.  In  those  of  Scheibe  and  of  the  ten  cases  of  Haber- 
mann there  is  likewise  a  clear  history  of  middle-ear  disease.  Pol- 
itzer was  the  first  one  to  advance  the  view,  which  he  still  maintains, 
that  the  disease  is  a  primary  affection  of  the  labyrinthine  capsule, 
originating  not  in  the  periosteum  but  in  the  bone  itself.  As  a  result, 
new  bone-tissue  is  developed  which  gradually  presses  out  the  old 
bone  and  advances  to  the  oval  window  and  the  stapes,  leading 
finally  to  a  complete  stapes  ankylosis.  Siebenmann  was  the  first  to 
make  a  careful  study  of  the  affection  and  he  is  of  the  opinion  that 
the  spongifying  process  does  not  proceed  from  the  periosteum,  nor 
yet  does  it  develop  as  a  primary  affection  of  the  bone.  From  the 
cases  which  he  studied  he  is  of  the  opinion  that  the  starting-point 
is  to  be  found  on  the  border  between  the  labyrinthine  capsule,  which 
is  primarily  developed  out  of  cartilage,  and  the  connective  tissue 
bone  (Bindegewebesknochen)  secondarily  developed  from  the  peri- 
osteum, and  that  the  earliest  stage  of  the  disease  is  to  be  found 
in  a  lacunary  resorption  of  the  bone  by  means  of  the  Haversian 
canals  which  become  dilated  into  large  lymph  spaces,  although  at 
the  same  time  in  other  areas  there  is  apposition  going  on  by  means 
of  osteoblasts.     The  spongification  in  his  opinion  is  the  last  stage 
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of  a  growth  which  does  not  normally  occur  in  the  temporal  bone, 
but  is  the  rule  in  other  bones,  and  follows  here  the  entire  disappear- 
ance of  the  cartilage  present  in  the  intercellular  spaces  and  on  the 
border  qi  the  oval  and  round  windows  and  also  by  the  growth  of 
compact  bone  into  the  osteoid  tissue,  and  finally  into  the  spongified 
tissue. 


Figure  2 — Case  8:  Advanced  disease  of  the  labyrinthine  capsule.  Al- 
most the  entire  bony  cochlea  is  ti'ansformed  by  the  osteitic  process.  Only 
a  small  spot  shows  normal  labyrinthine  bone,  N.  L.  K.  We  can  see  with 
this  weak  enlarg'ement  that  the  larsrer  part  of  the  new-.forme<i  bone  is 
very  old,  light  in  color,  poor  in  blood  vessels,  and  formed  out  of  dense 
sclerotic  bone  tissue.  Only  on  the  inner  periosteum  can  be  seen  a  few 
dark-colored  recent  portions.  K.  N.  H.  A  small  area  of  new -formed  bone. 
Complete  stapes  anchylosis,  with  the  foot-plate  strongly  involved  in  the 
new  bone-formation,  particularly  on  the  posterior  border.  Degenerative 
atrophy  in  the  membranous  labyrinth,  both  portions  of  the  acoustic  nerve 
very  thin.  A.  N.  c.  Atrophic  cochlea  nerve.  A.  N.  b.  Atrophic  vestibular 
nerve.      ( Frc  .n    Manasse's    collection    ^vith    permission.) 

Habermann,  who  studied  the  subject  with  equal  care  but  with 
specimens  derived  from  patients  who  had  suffered  from  middle- 
ear  disease,  believes  that  the  affection  proceeds  along  the  vessels 
from  the  middle-ear  into  the  inner-ear.  Finally,  Denker,  as  a  result 
of  a  study  of  the  collected  literature  as  well  as  personal  investiga- 
tion, in  1904,  reached  the  conclusion  that  the  disease  might  be  in 
some  cases  secondary  to  middle-ear  disease,  but  was  usually  of  a 
primar}'  nature,  and  recognized  at  that  time  the  difificurties  which 
have  since  presented  themselves,  due  to  the  variable  location  in  the 
labyrinthine  capsule  of  the  diseased  areas.     Since  Denker's  mono- 
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graph  on  the  subject,  the  views  of  many  investigators  have  been 
materially  altered  as  the  result  of  a  masterly  study  of  the  subject 
by  Manasse,  of  Strassburg.  entitled,  "Die  Ostitis  chronica  metaplas- 
tica  der  menschlichen  Labyrinthkapsel.*  Manasse  previously  in 
Basle  advanced,  but  only  last  year  published,  this  result  of  his 
studies  in  the  examination  of  seventeen  temporal  bones  derived  from 
ten  cases,  a  study  extending  over  twenty  years.  As  in  the  case  of 
Siebenmann,  the  contributions  of  Manasse  are  particularly  im- 
portant because  of  the  fact  that  he  is  a  trained  pathologist. 

The  views  of  Manasse  it  will  be  necessary  to  state  somewhat  par- 
ticularly : 

1.  In  the  first  place,  he  confirms  .the  observations  of  Sieben- 
mann and  Habermann,  that  the  predilection  area  for  the  diseased 
process  is  the  anterior  border  of  the  oval  window.  This,  however, 
as  they  have  also  pointed  out,  is  not  always  the  case.  Three  times 
the  porus  acusticus  internus  was  involved,  twice  the  round  win- 
dow, three  times  the  apex  of  the  cochlea,  and  once  the  anterior  por- 
tion of  the  labyrinthine  capsule  and  the  posterior  semi-circular 
canal. 

2.  Of  particular  interest  are  Manasse's  views  regarding  the 
histolog>'  of  this  bone  affection.  He  believes  that  the  "disease  is  vir- 
tually a  transformation  of  the  labyrinthine  capsule.  The  compact 
bone  is  to  a  greater  or  less  extent  replaced  by  new  (foreign)  bone 
substance  which  is  everywhere  sharply  contrasted  with  the  old  bone 
tissue.  The  new  bone  differs  in  its  structure  according  to  the  age 
in  which  one  finds  it.  The  chief  difference,  as  compared  with  the 
old  bone,  is  that  instead  of  compact  bone,  a  system  of  bony  trabecu- 
lae  is  to  be  seen  between  which  there  lies  a  greater  or  less  number 
of  large  open  spaces.  These  spaces  are  composed  in  the  younger 
parts  of  a  tissue  very  rich  in  cells,  which  in  the  older  parts  becomes 
fibrous  and  at  times  is  replaced  by  fat  tissue  or  rarely  even  by 
'Schleimgewebe.'  The  entire  newly- formed  tissue  would  be 
spoken  of  in  general  as  spongifying  hone.  Later  the  open  spaces 
become  smaller.  They  contain,  however,  very  little  of  real  marrow, 
only  blood  vessels.  The  bone  becomes  much  harder  and  denser,  and 
develops  a  regular  lamellae  system,  so  that  without  doubt  it  can 
be  regarded  as  compact  bone,  and  can  pass  very  rarely  into  a  firm 
sclerotic  bone  entirely  lacking  in  marrow  and  with  few  blood  ves- 
sels." 

Again  quoting  Manasse:  ''With  exceptions,  two  forms  of  bone 
will  be  met  with  in  the  diseased  areas,  both  representing  in  the 
majority  of  cases  the  early  stages  of  the  disease.  First,  small  open 
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Figure  3 — 'Case  10:  Right.  A  section  through  the  cochlea;  circumscribed 
pathological  area  of  bone.  (K.  n.  h.),  in  the  capsule  extending  to  the  coch- 
lea. The  transformed  bone  involves  the  entire  thickness  of  the  capsule 
from  the  periosteum  of  the  middle  ear  to  the  inner  periosteum  of  the  coch- 
lea. It  is  formed  almost  exclusively  of  recent  newly-formed  bone  as  can 
be  seen  from  the  dark  color.  In  the  membranous  labyrinth,  degenerative 
atrophy,  in  the  organ  of  Corti,  the  spiral  ganglion  and  in  the  fine  ramifica- 
tions in  the  cochlea.  The  sinking  of  the  Reissner's  membrane  is  not  path- 
ological but  post-mortem.  N.  L.  K.  Normal  labyrinthine  bone.  (From 
Manasse's    collection    with    permission.) 


spaces  with  pronounced  bony  trabeculae,  coloring  very  bright  with 
hematoxyHn.  and  second,  larger  open  spaces  taking  a  darker  stain 
and  with  fewer  and  smaller  areas  of  bone  between.  The  bright  are 
the  older  diseased  areas,  the  dark  the  newer.  Neither  is  composed 
of  compact  bone,  and  as  Siebenmann  pointed  out,  both  are  lacking 
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in  the  intercellular  spaces  containing  cartilage,  which  are  charac- 
teristic of  the  normal  labyrinthine  capsule.  The  newer  bone  tissue 
shows  between  the  thin,  bony  trabeculae  large  open  spaces  contain- 
ing a  tissue  rich  in  round  rells,  cylindrical  cells,  and  osteoblasts  as 
well  as  osteoclasts.  There  are  no  large  blood  vessels,  only  capil- 
laries, no  compact  connective  tissue,  no  myoblasts  nor  red  blood  cor- 
puscles, no  fat  tissue,  and  only  a  small  amount  of  intercellular  sub- 
stance. The  picture,  as  a  whole,  is  one  of  granulation  or  new  con- 
nective tissue,  not  of  lymphoid  marrow.  Certain  spots  in  the  bone 
substance  which  take  a  deep  blue  color,  are  transparent,  contain  only 
small,  three-cornered  bone  cells  such  as  is  met  with  in  immature 
bone,  and  show  a  peculiar  sieve-like  rarefaction,  the  round,  long  or 
jagged  holes  of  which  are  each  filled  out  by  a  single  cell.  These 
holes  often  come  together  forming  canals.  They  also  contain  capil- 
laries and  empty  into  the  larger  open  spaces.  Osteoblasts  and 
osteoclasts  are  never  met  with  in  the  narrow  spaces  of  these  deeply- 
colored  bones.  The  older  form  of  the  new-formai  bone  is  com- 
posed of  larger  bony  trabeculae  which  take  a  brilliant  red  color 
and  which  form  a  distinct  network.  The  bony  substance  shows 
both  jagged  and  plump  bone  corpuscles,  but  no  lamellae  system. 
The  open  spaces  contain  few  cells,  often  only  one  large,  wude,  thin- 
walled  blood  vessel,  but  also  a  fairly  soft,  connective  tissue  with 
lymphocytes,  spir.dle-or  star-shaped  cells,  ajid  several  vessels.  This 
fibrous  marrow  passes  occasionally  over  into  the  fat  marrow  and  at 
times  into  the  yellow  marrow.  Osteoclasts  are  met  with  more 
often  in  the  larger  areas  than  in  the  smaller.  In  the  older  parts  of 
the  large  areas,  the  picture  is  one  usually  met  with  where  the  bone 
has  been  formed  out  of  Haversian  canals,  but  nowhere  is  there  a 
refomiing  of  the  intercellular  spaces  containing  cartilage. 

We  cannot  go  too  deeply  into  the  minute  histology  represented 
in  Manasse's  studies;  but  the  question  of  the  primary  source  of  the 
diseased  process  must  be  referred  to,  Manasse  thought  for  a  long 
time  that  this  was  to  be  found  in  the  osteoclasts  which  are  seen  in 
the  perivascular  connective  tissue  in  the  bone,  but  his  more  careful 
study  showed  him  that  the  initial  stage  proceeds  from  the  blood 
vessels  themselves.  The  second  interesting  question  is  the  origin  of 
the  sieve-like  rarefaction  which  represents  the  most  recent  stages 
of  the  new  bony  growth.  Manasse  believes  these  minute  openings 
to  be  where  the  bone  corpuscles  were  previously  found.  As  he  re- 
marks, this  form  of  bone  absorption  is  not  unknown.  M.  1>. 
Schmidt,  among  others,  has  carefully  described  this  process. 
Manasse's  conclusions  are  as  follows :    "The  alteration  of  the  laby- 
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rinthine  capsule  begins  with  the  formation  of  osteoid  and  granula- 
tion tissue  within  the  preformed  blood-vessel  spaces.  The  old  bone 
is  destroyed  as  the  result  of  this  new  tissue  growth  by  the  simple 
process  of  compression,  not  through  lacunary  absorption,  and  the 
new  bone  tissue  takes  its  place.  This  has  only  an  intermediate 
character,  in  so  far  as  it  in  turn  is  destroyed  by  two  different 
methods  of  absorption.  First,  through  a  sieve-like  rarefaction  of 
the  new  bone  tissue,  and  second,  through  lacunary  absorption  with 


Fig-ure  4 — Case  1:  Section  throug-h  the  portion  of  the  new-formed  bone 
lying  near  the  cochlea.  A  stronger  enlargement.  We  see  on  the  left,  the 
light-colored  older  portions  of  the  new-formed  bone.  A.  N.  K.  On  the 
right,  the  dark-colored  younger  portions.  J.  N.  K.  Both  are  sharply  sep- 
arated from  the  normal  labyrinthine  bone.  N.  Jj.  K.  The  former  consists 
of  dense  bony  tissue  containing  a  few  large  vessels.  The  latter  contains 
many  more  open  spaces  and  many  more  cell  element.  At  O.  K.  we  see 
an  osteoclast  in  the  new-formed  bone.  Nowhere  are  osteoclasts  to  be  seen 
on  the  border  of  the  pathological  and  the  normal  bone.  Here  always  the 
newly-formed  bone  substance  crowds  close  on  to  the  old  labyrinthine  bone 
without  any  cell  elements.  The  star  shows  the  cribi-iform  rarefaction  of 
the    new   bony    growth.      (From   Manasse's   collection    with    permission.) 


the  formation  of  osteoclasts.  There  follows  a  third  deposit  of  bone 
in  the  marrow  spaces  as  the  result  of  osteoblast  activity,  which  is  at 
first  spongified  in  character,  and  which  does  not  disappear.  As  time 
goes  on  it  becomes  denser  and  harder  and  finally  fibrous.  The  mar- 
row spaces  become  smaller,  the  bony  trabeculae  always  thicker,  a 
lamellae  system  develops,  and  finally  compact  bone  is  formed  which 
is  always  to  be  sharply  differentiated  from  the  old  labyrinthine  tis- 
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sue.  The  whole  process  is,  to  Manasse's  mind,  an  inflammatory 
one,  and  he  has  accordingly  named  it  "Ostitis  chronica  metaplastica 
der  Labyrinthkapsel." 

With  these  views  most  recent  investigators  agree,  including  Otto 
Mayer,  Pause  in  his  newly  appeared  "Pathology  of  the  Ear,"  and 
Bruehl,  except  that  Bruehl  is  not  prepared  to  admit  thit  the  pro- 
cess is  a  true  inflammation.  Manasse  does  not,  however,  stop  here, 
but  in  addition  to  the  changes  in  the  bone,  describes  changes  in  the 
membranous  labyrinth  and  claims,  based  on  his  seventeen  specimens 
where  changes  without  a  single  exception  are  met  with,  that  altera- 
tions in  one  or  more  portions  of  the  sound-perceiving  apparatus, 
namely,  either  atrophy  in  the  organ  of  Corti,  connective  tissue  de- 
posit in  the  fine  nerve  filaments  in  the  cochlea,  similar  changes  in 
the  spiral  ganglion,  or  finally  in  the  auditory  nerve  itself,  are  an 
essential  part  of  the  disease.  He  contends,  indeed,  that  in  every 
case  of  chronic  hard-hearing  of  a  high  degree,  whatever  the  cause 
mav  be,  there  are  always  the  same  changes  in  the  membranous 
labyrinth  He  does  not  presume  at  the  present  time  to  say  whether 
the  bone  changes  cause  those  in  the  labyrinth,  or  vice  versa,  al- 
though in  one  of  his  cases,  where  the  labyrinth  was  diseased  on 
both  sides  but  the  patient  heard  better  in  the  ear  where  the  bone 
was  not  affected,  he  does  not  think  the  labyrinth  could  have  been 
involved  as  the  result  of  the  bone  disease. 

From  these  views  of  Manasse  regarding  the  membranous  laby- 
rinth, Bruehl  vigorously,  and  it  seems  to  us,  with  good  reason,  dis- 
agrees, or  rather  argues  "not  proved."  In  the  first  place,  nothing 
is  more  difficult  to  determine  than  what  changes  in  the  membranous 
labyrinth  are  pathologic  and  what  are  post-mortem.  The  tissues  are 
exceedingly  delicate,  and  subject  to  post-mortem  influences  in  the 
time  elapsing  after  death,  and  from  the  processes  adopted  for  their 
examination.  This  objection  Manasse  admits,  and  defines  certain 
alterations  found,  as  post-mortem  and  some,  such  as  atrophy  of 
Corti's  organ,  as  pathologic.  Further,  it  is  impossible  to  positively 
show  whether  the  change  in  the  soft  parts  does  not  develop  long 
after  the  original  bone  disease,  and  even  as  a  result  of  the  inter- 
current affections,  possibly  acute,  which  carried  the  patient  off. 
Bruehl,  indeed,  insists  that  such  changes  arc  in  no  way  character- 
istic as  they  are  met  with  in  all  severe  affections  of  the  middle- 
ear.  Finally,  it  is  too  much  to  say  that  either  clinically  or  anat- 
omically they  are  always  present.  In  two  young  patients  recently 
examined  by  Bruehl,  suffering  from  otosclerosis,  the  one  lU  years 
of  age,  and  the  other  24  years  old,  there  was  no  lowering  whatever 
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of  the  upper  tone-limit,  while  in  a  case  just  reported  by  him  show- 
ing microscopically  the  characteristic  bone  changes,  the  organ  of 
Corti  was  entirely  normal.  The  most  that  we  can  assert,  then,  at 
present,  is  that  changes  in  the  membranous  labyrinth  are  frequently, 
though  not  invariably  present;  whether  they  are  a  necessary  part 
of  the  anatomic  disease  is  yet  unproved,  but  they  are  of  sufficient 
importance  to  be  always  borne  in  mind.  Functional  tests  showing 
nerve-deafness  do  not  necessarily  prove  that  the  cause  lies  in  the 
disease  under  discussion,  but  if  slow^  in  onset  and  if  all  other  causes 
can  be  excluded,  render  such  alterations  in  the  membranous  laby- 


Figure  5:  A  higher  maarnification  of  the  previous  fig-ure  sliowing-  de- 
struction of  the  new  formed  bone  as  the  result  of  cribriform  rarefaction 
The  bone  is  very  porous.  A  cell  is  to  be  seen  in  each  cavity.  In  certain 
places  the  cavities  have  separating  walls  which  are  very  thin.  In  other 
spaces  these  are  lacking-  and  they  are  confluent,  forming  streets  or  large 
spaces  on  the  border  adjacent  to  the  normal  bone.  M.  K.  No  cells  are  to 
be  seen.    (Prom  Manasse's  collection  with  permission.) 

rinth  highly  probable.  What  is  urgently  required  in  order  to  throw 
more  light  on  this  difficult  question  are  carefully  studied  temjwral 
bones  of  young  subjects  in  whom  otosclerosis  has  been  diagnosed 
clinically.  This,  as  we  said  at  the  outset,  is  manifestly  difficult. 
The  one  objection  to  Manasse's  studies  is  that  his  specimens  are 
chiefly  from  aged  people  where  w^e  should  normally  expect  changes 
in  the  labyrinth. 

Of  far  more  interest  to  us  as  clinicians,  than  Manasse's  histo- 
logical studies,  is  his  statement  in  regard  to  ankylosis  of  the  stapes 
in  his  cases,  and  the  deductions  which  he  draws  from  this.  In  only 
three  cases,  five  temporal  bones,  was  ankylosis  found.     In  the  re- 
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maining  twelve  bones  the  joint  was  uninvolved.  Manasse  con- 
cludes, based  on  these  findings,  that. anatomically  speaking,  stapes 
ankylosis  can  no  longer  be  regarded  as  an  essential  part  of  the  dis- 
ease, nor  even  can  it  properly  be  said  that  these  findings  are  due  to 
the  eariy  stage  of  the  disease,  and  that  later  there  would  have  been 
such  an  involvement,  for  in  two  cases  at  least,  the  microscope  shows 


0  K 

Figure  6 — Case  .'■ :  Iliprht.  Section  through  the  recent  portions  of  large 
new  bony  growths.  Extensive  destruction  of  the  dark-colored  new  tissue 
partl.v  as  the  result  of  the  Howschipschen,  lacunae  and  osteoclasts  (O.  M. ) 
and  partly  the  result  of  cribiform  rarefaction  of  the  bone  substance  seen 
on  the  right-hand  side  below.  On  the  left  again  new-formed  bone.  (From 
Manasse's    collection    with    permission.) 


the  process  to  have  been  evidently  an  old  one.  which  had  stopped 
short  of  the  stapes  and  the  annular  ligament.  Alanasse  argues,  fur- 
thermore, that  even  if  stapes  ankylosis  is  met  with,  it  is  impossible 
to  say  that  it  is  bony  in  nature  and  due  to  the  disease  in  question. 
He  supports  this  contention  by  giving  the  histological  findings  of 
three  cases  of  ankylosis,  the  first  due  to  a  lime  deposit,  the  sec- 
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ond  due  to  otitis  media  chronica  adhesiva,  and  the  third,  a  result  of 
a  general  periostitis  of  the  stapes  and  of  the  inner  wall  of  the 
middle-ear.  It  is  evident  that  whatever  the  cause  of  the  ankylosis, 
the  functional  tests  will  be  the  same,  and  Manasse  accordingly  ad- 
vances the  view  mentioned  previously  and  shared  in  by  Pause,  that 
chronic  progressive  hard-hearing  is  not  possible  of  diagnosis.  We 
can  reajdily  understand  how,  with  all  that  has  been  written  to  throw 
doubt  on  the  subject,  one  can  gain  this  pessimistic  decision.  We 
cannot,  however,  adniit  Alanasse's  contention.     It  must  not  be  for- 
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Figure  7 — Case  4:  Rig:ht.  A  highor  magriiflcation.  Blood  vessel  in  the 
bone  (Kn.  G.)  Within  the  normal  labyrinthine  bone.  (NI.  K.  M.)  The 
vicinity  of  the  new  formed  bone.  (K.  b. )  On  the  outer  wall  of  the  blood 
vessel  we  see  new-formed,  very  young  bone  tissue,  (N.  g.  K.).  which 
presses  in  the  form  of  hummoctcs  against  the  old  bone  and  the  blood  ves- 
sel which  are  thus  being  caused  to  disappear.  (From  Manasse's  collection 
with  permission.) 


gotten  that  ''Ostitis  chronica  metaplastica  der  Labyrinthkapsel,"  so 
minutely  and  painstakingly  described  by  him,  is  strictly  an  anatomic 
disease.  It  is  undoubtedly  true  that  it  may  develop  in  other  parts 
of  the  labyrinth  capsule  than  in  the  oval  window,  and  in  such  cases 
may  produce  no  symptoms  unless  the  membranous  labyrinth  is  in- 
volved, when  the  upper  notes  will  be  affected.  It  is  undoubtedly 
correct  to  say  that  there  are  many  such  cases  which  have  never  been 
recognized.  It  is,  however,  the  clinical  manifestations  of  the  disease 
which  interest  us  and  concern  us  alone,  and  it  is  only  when  the 
disease  has  advanced  to  involving  the  stapes  and  causes  an   im- 
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paimient  or  fixidity  of  that  bone,  that  we  can  speak  of  it  in  a 
clinical  sense.  So  it  is  proper  to  say  that  while  there  is  an  anatomic 
disease,  there  is  also  a  clinical  disease,  and  this,  for  a  lack  of  a  bet- 
ter name,  will  continue  to  be  known  under  the  name  of  otosclerosis. 

While  it  is  true  that  any  form  of  ankylosis  will  produce  the  same 
functional  tests,  other  causes  than  that  due  to  a  bone  occlusion  are 
so  rare  as  to  be  excluded,  although  it  must  be  borne  in  mind  that 
such  exceptions  do  occur.  Pause  states  that  he  recalls  a  number  of 
cases  of  deafness  developing  subsequent  to  confinement,  which  from 
the  clinical  course,  the  functional  tests,  the  otologic  pictures,  and 
history  of  heredity,  would  have  been  regarded  as  otosclerosis. 
They,  nevertheless,  by  use  of  the  catheter  and  massage,  made  a 
marked  and  lasting  improvement.  Such  exceptions  occur  and  are 
constantly  to  be  borne  in  mind  in  too  promptly  pronouncing  the 
case  hopeless. 

To  sum  up,  we  feel  that  the  pessimism  in  regard  to  understanding 
and  diagnosing  the  disease  is  not  warranted,  and  that  while  it  is 
true  that  much  is  yet  to  be  learned  lx)th  as  regards  the  histology 
and  the  etiology  and  that  we  can  offer  little  for  a  cure  so  long  as  the 
latter  is  so  obscure,  we  can  confidently  say  that  in  the  majority  of 
cases,  a  determination  of  the  disease  is  entirelv  possible.  While 
nine  years  have  elapsed  since  Denker's  book  on  the  subject,  we  re- 
gard his  descri])tioi.  of  the  clinical  disease  an  eminently  correct  one: 

"In  the  cases  of  progressive  hard-hearing,  which  show  an  un- 
changed or  virtually  normal  drum  membrane,  a  patent  Eustachian 
tube  and  the  Bezold  triad  of  symptoms,  we  mav  conclude  that  the 
pathological  changes  are  only  in  the  stapes  and  the  annular  liga- 
ment and  in  the  bony  areas  bordering  on  the  oval  window.  In  the 
other  cases  where  the  funnctional  test  does  not  give  the  Bezold 
triad,  but  where  there  is  a  pronounced  reduction  of  the  upper 
hearing-limit,  where  bone  conduction  is  not  lengthened,  and  where 
the  Rinne  is  not  pronouncedly  negative,  there  is  in  addition  to  the 
disease  of  the  oval  window  an  extension  of  the  process  further  into 
the  capsule  of  the  labyrinth,  or  an  involvement  of  the  membranous 
labyrinth.  While  in  most  of  the  cases  the  mucous  membrane  of  the 
middle-ear  shows  no  change,  in  the  cases  of  Scheibe  and  Haber- 
mann,  and  in  those  of  Katz,  the  cause  undoubtedly  lay  in  a  chronic 
middle-ear  suppuration." 

Consequently,  as  we  took  occasion  in  a  former  paper  to  point 
out,  this  or  a  similar  middle-car  is  not  to  be  lost  sight  of  in  search- 
ing for  a  possible  etiological  factor. 

104  East  Fortieth  Street. 


THE  TECHNIC  OF  THE  LABYRINTH  OPERATION.* 

DR.  EDWARD  BRADFORD  DENCH,   NEW  YORK  CITY.     . 

The  various  methods  of  opening  the  labyrinth  are  so  well  known, 
that  it  is  hardly  necessary  for  me  to  make  very  extensive  remarks 
on  this  subject.  It  has  occurred  to  me.  however,  that  certain  meth- 
ods may  be  applicable  to  certain  forms  of  labyrinthine  disease,  and 
for  this  reason  I  wish  to  call  your  attention  for  a  few-  moments  to 
the  various  methods  which  may  be  employed  for  opening  the  laby- 
rinth for  the  relief  of  various  labyrinthine  conditions. 

We  have  to  deal  with:  (1)  limited  suppuration  of  the  labyrinth; 
(2)  diffuse  suppuration  of  the  labyrinth,  with  extension  to  the 
meninges,  producing  a  meningitis;  and  (3)  with  certain  non-sup- 
purative  conditions  which  may  demand  labyrinthine  operation. 
I  refer  to  those  labyrinthine  lesions,  the  prominent  symptom  of 
which  is  vertigo.  Manifestly,  the  technic  which  might  be  required 
for  the  relief  of  a  labyrinthine  suppuration,  the  extension  of  which 
would  terminate  in  meningitis,  would  be  quite  different  from  that 
required  either  in  a  case  of  circumscribed  labyrinthitis  or  in  a  case 
where  the  labyrinthine  lesion  had  never  been  supparative,  but  had 
been  a  non-suppurative  condition  from  the  onset. 

I  shall  describe,  therefore,  various  methods  of  entering  the  laby- 
rinth for  the  relief  of  certain  pathological  conditions :  1.  A  method 
for  entering  the  labyrinth  in  cases  of  suppurative  labyrinthitis,  with 
probable  extension  to  the  meninges.  2.  Methods  of  dealing  with 
circumscribed  areas  of  labyrinthine  caries  in  which  no  general  symp- 
toms have  been  present.  3.  A  method  of  dealing  with  diffuse 
labyrinthitis  with  no  symptoms  of  extension  to  the  meninges. 
4.  Methods  of  opening  the  labyrinth  in  cases  of  chronic  non-sup- 
purative inflammation  of  the  labyrinth,  where  the  operation  is  per- 
formed simply  for  the  relief  of  vertigo  or,  possibly,  for  the  com- 
bined symptoms  of  vertigo  and  tinnitus. 

For  the  first  condition,  that  is  suppurative  labyrinthitis  with 
symptoms  of  beginning"  meningitis,  the  best  operation  available  at 
the  present  time  is  the  one  devised  by  Neumann.  In  this  procedure 
the  complete  radical  operation  is  first  performed  and  the  facial  ridge 
lowered  to  its  extreme  limit.  The  dura  in  the  middle  cranial  fossa 
is  then  exposed  over  the  tympanic  and  tympano-antral  roof,  and  the 

♦Read  at  the  annual  meeting"  of  the  Medical  Society  of  the  State  of 
N«w  York,  Section  on  Eye,  Bar,  Nose  and  Throat,  Rochester,  April  30,  1913. 
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lateral  sinus  is  exposed  from  a  point  just  above  the  knee  to  as  near 
the  jugular  bulb  as  possible.  This  leaves  us  a  triangle,  commonly 
known  as  Trautmann's  triangle,  bounded  behind  by  the  lateral 
sinus,  above  by  the  dura  of  the  middle  cranial  fossa,  and  anteriorly  by 
the  ridge  of  the  facial  nerve.  The  dura  is  next  carefully  separated 
from  the  overlying  bone  in  front  of  the  sinus  by  means  of  a  director 
and  a  protector,  preferably  the  blade  of  a  medium-sized  curette,  in- 
serted between  the  dura  and  the  bone.  The  bone  overlying  the 
curette  is  next  carefully  removed  by  means  of  the  gouge  and  mallet, 
the  strokes  of  the  mallet  being  directed  downward  against  the  pro- 
tector so  as  to  prevent  injury  of  the  underlying  dura.  This  pro- 
cedure is  carried  regularly  forward  toward  the  facial  ridge  until 
the  two  limbs  of  the  posterior  semi-circular  canal  are  opened. 
Next,  three  openings  appear  representing  the  two  limbs  of  the  pos- 
terior semi-circular  and  a  transverse  section  of  the  horizontal  semi- 
circular canal;  The  removal  of  bone  is  gradually  continued  forward 
towards  the  facial  ridge  until  one  of  the  openings  of  the  posterior 
semi-circular  canal  becomes  an  elongated  slit.  This  shows  the  sec- 
tion of  the  ductus  communis  between  the  superior  crus  of  the 
posterior  semi-circular  and  the  corresponding  crus  of  the 
superior  semi-circular  canal.  A  fine  probe  is  then  inserted  into  the 
cross-section  of  the  canal  and  carried  into  the  vestibule.  The  open- 
ings of  the  cross-section  of  the  canal  are  then  enlarged  in  the  direc- 
tion of  the  vestibule  until  free  vestibular  drainage  is  obtained, — that 
is,  until  the  ordinary  probe  will  enter  the  vestibule.  This  drains 
the  static  portion  of  the  labyrinth.  The  auditory  portion  of  the 
labyrinth  is  easily  drained  by  removing  the  thin  layer  of  bone  be- 
tween the  oval  and  round  windows  by  means  of  a  small  gouge. 
This  operation  is  of  use  when  a  suppurative  meningitis,  resulting 
from  a  suppurative  labyrinthitis,  seems  imminent.  The  removal  of 
bone  should  be  continued  below  the  facial  ridge  until  the  auditory 
nerve  at  the  internal  auditory  meatus,  is  reached.  The  incision  of 
the  dura  in  the  immediate  neighborhood  of  the  internal  auditory 
meatus  will  drain  the  primary  focus  of  infection  and,  if  the  opera- 
tion be  performed  early  enough,  may  avert  a  fatal  meningitis. 

Unfortunately,  while  theoretically  correct,  the  number  of  cures 
reported  as  the  result  of  this  operation  are  very  few.  In  my  own 
experience  the  operation  has  been  devoid  of  value,  as  far  as  avert- 
ing meningitis  is  concerned.  As  a  method  of  draining  a  rapidly 
advancing  purulent  labyrinthitis  the  method  is  of  great  value. 

In  cases  of  circumscribed  labyrinthitis,  which  are  occasionally 
found  at  the  time  of  the  radical  operation, — where  a  sijiall,  carious 
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area  has  been  found  in  one  of  the  semi-circular  canals,  usually  the 
horizontal,  and  in  which  no  labyrinthine  symptoms  have  been  pres- 
ent, or  in  which  the  only  symptom  has  been  the  fistula  symptom, — 
it  has  been  my  practice  simply  to  curette  the  diseased  area  in  the 
horizontal  semi-circular  canal,  so  as  to  remove  all  diseased  bone, 
but  not  to  open  the  canal  so  widely  that  the  barrier  which  nature 
has  erected  for  the  preservation  of  the  life  of  the  patient  is 
destroyed.  Such  a  localized  curettement  of  a  semi-circular  canal 
has  been  followed,  in  my  experience,  by  absolutely  no  symptoms. 
and  these  cases  have  invariably  terminated  favorably.  It  has  been 
my  practice  to  carry  a  separate  strip  of  iodoform  gauze  down  upon 
the  curetted  area,  in  order  to  block  this  off  as  much  as  possible  from 
the  general  radical  cavity,  so  as  to  prevent  subsequent  infection  of 
the  labyrinth  from  the  radical  cavity.  In  one  case  of  this  character 
the  curettement  was  extended  so  that  the  probe  entered  the  vesti- 
bule through  the  external  semi-circular  canal.  In  this  instance,  the 
entire  tympanic  cavity  was  covered  by  an  epithelial  graft  as  well  as 
the  posterior  mastoid  cavity,  and  the  gauze  packing  was  brought  out 
between  these  two  grafts.  This  case  made  a  perfect  recovery,  with 
no  labyrinthine  symptoms. 

The  method  which  I  have  practiced  in  draining  cases  of  diffuse 
labyrinthitis,  with  no  symptoms  of  extension  to  the  meninges,  is 
perhaps  the  simplest  procedure.  This  consists  in:  (1)  the  perform- 
ance of  the  ordinary  radical  operation,  with  lowering  of  the  facial 
ridge  to  its  extreme  limit;  (2)  the  horizontal  semi-circular  canal  is 
opened  at  its  most  prominent  portion,  and  a  probe  inserted  into  its 
lumen.  By  chiseling  downward  and  slightly  backward,  so  as  to 
avoid  the  facial  nerve,  the  vestibule  may  be  entered.  Drainage  of 
the  cochlea  is  performed  in  exactly  the  same  manner  as  described  in 
the  previous  operation,  namely,  by  the  removal  of  the  thin  lip  of 
bone  separating  the  oval  and  round  windows.  This,  of  course, 
opens  the  first  and  second  turns  of  the  cochlea. 

Two  other  methods  of  entering  the  labyrinth  have  been  attempted 
in  work  upon  the  cadaver,  for  the  purpose  of  finding  out  whether, 
in  cases  where  the  static  labyrinth  might  require  operation  for  the 
relief  of  vertigo  m  non-suppurative  cases,  a  simpler  operation  is  not 
available.  In  these  cases  we  are  operating  in  a  practically  sterile 
field,  and  unless  the  case  is  infected  at  the  time  of  operation,  or 
unless,  as  might  happen,  the  area  of  operation  is  infected  through 
the  Eustachian  tube,  the  conduct  of  the  procedure  should  be  possible 
as  a  thoroughly  aseptic  operation.  It  is  perfectly  possible  to  open 
the  vestibule  thoroughly  below  and  behind  the  prominence  of  the 
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horizontal  semi-circular  canal,  without  performing  the  radical  opera- 
tion. The  procedure  is  rather  difficult,  and  the  field  of  operation 
contracted.  I  have  never  performed  the  operation  upon  the  living 
subject,  but  from  work  done  upon  the  cadaver  I  believe  that  the 
vestibule  can  be  opened  and  thoroughly  curetted  in  this  way.  This 
procedure  should  be  of  value  in  cases  of  aural  vertigo  which  resist 
all  other  methods  of  treatment. 

Another  means  of  entering  the  labyrinth  which  has  appealed  to 
me  in  experimental  work  is  that  of  entering  the  vestibule  through 
its  superior  surface.  In  this  operation,  the  horizontal  semi-circular 
canal  is  exposed  as  the  result  of  a  complete  mastoid  operation.  The 
mastoid  operation  should  be  continued  so  as  to  thoroughly  expose 
the  zygomatic  cells,  in  this  way  giving  a  broad  exposure  of  the 
tympano-antral  roof.  Such  an  exposure  is  necessary  for  the  perfect 
conduct  of  the  operation.  The  dura  is  next  exposed  in  the  middle 
cranial  fossa  by  the  removal  of  the  tympano-antral  roof.  The  bone 
covering  the  dura  is  next  removed  directly  inward  until  the  promi- 
nence of  the  superior  semi-circular  canal  appears.  This  eminence  is 
easily  demonstrable  if  the  dura  is  carefully  raised  from  the  surface 
of  the  petrous  pyramid  by  means  of  a  thin  retractor.  If,  now,  the 
gouge  is  applied  over  the  prominence  of  the  horizontal  semi-circular 
canal  and  the  superior  surface  of  the  petrous  pyramid  removed. — 
that  is,  if  the  superior  wall  of  the  horizontal  semi-circular  canal  be 
removed  and  this  removal  is  continued  along  the  superior  surface 
of  the  petrous  pyramid, — the  superior  semi-circular  canal  will  be 
opened.  Removal  of  the  fragment  of  bone  which  comprises  the 
roof  of  the  superior  semi-circular  canal  will  open  the  roof  of  the 
vestibule.  The  use  of  the  curette  in  this  region  will  then  enable  the 
operator  to  thoroughly  destroy  the  canals  and  the  terminal  filaments 
of  the  auditory  nerve  lying  in  the  superior  and  horizontal  canals  as 
well  as  in  the  vestibule.  Similarly,  the  posterior  canal  may  be  thor- 
oughly extirpated  along  the  lines  already  laid  down  in  the  Neumann 
operation,  that  is,  leaving  the  tympanic  contents  intact. 

This  operation  appeals  to  me  as  possibly  the  ideal  one  in  dealing 
with  cases  of  aural  vertigo  due  to  a  non-suppurative  labyrinthine 
lesion.  I  have  not  performed  the  operation  upon  the  living  subject 
but  its  performance  upon  the  cadaver  is  so  simple  as  to  recommend 
it  in  cases  where  we  are  operating  in  an  aseptic  field.  Such  an 
operation  thoroughly  destroys  the  contents  of  the  horizontal  canal, 
the  superior  canal,  and  the  vestibule,  and  should  be  the  ideal  opera- 
tion in  cases  of  this  character.  Moreover,  this  operation  can  be  per- 
formed without  a  preliminary  radical  operation.     In  other  words. 
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it  can  be  accomplished  through  the  ordinary  mastoid  operative 
field  if  the  operation  is  made  to  include  the  zygomatic  cells,  without 
taking  down  the  posterior  wall  of  the  external  auditory  canal,  that 
is,    without    the  performance    of    the    ordinary    radical    operation. 

These  last  two  procedures,  naturally,  do  not  permit  of  any  inter- 
ference with  the  auditory  portion  of  the  labyrinth. 

If  the  cochlea  is  to  be  opened,  it  is  imperative,  in  most  cases,  that 
the  complete  radical  operation  be  done  in  order  that  the  operator 
may  obtain  a  perfect  view  of  the  promontory  and  to  enable  him  to 
remove  the  bony  wall  of  the  first  and  a  portion  of  the  second  turns 
of  the  cochlea,  by  taking  down  the  bridge  of  bone  which  separates 
the  oval  and  round  windows.  Such  an  interference  with  the  coch- 
lea would  not  be  necessary  in  cases  suffering  simply  from  vertigin- 
ous symptoms. 

I  believe  we  are  about  to  arrive  at  a  point  where  labyrinthine 
exploration  will  be  a  procedure  of  election  in  certain  cases  of  im- 
pairment of  hearing,  progressive  in  type  and  involving  the  labyrinth. 
This  remark  is  more  in  the  nature  of  prophecy  than  along  the  lines 
of  clinical  experience,  but  I  sincerely  hope  that  at  some  future  meet- 
ing I  may  have  something  to  say  regarding  procedures  of  this  char- 
acter, having  for  their  object  improvement  of  impaired  hearing  in 
cases  which  have  otherwise  resisted  all  efforts  on  the  part  of  the 
surgeon. 

15  East  Fifty-third  Street. 


Foreign  Body  Tolerated  in  the  Esophagus  for  Twenty=seven  Days 
Without  Marked  Reaction.      G.    LiEbault,    Revue   hebd.   de 
LaryngoL,  April  5,  1913. 
The  foreign  body  was  a  plate,  holding  artificial  teeth,  which  was 
located  in  the  esophagus  by  means  of  the  esophagoscope.     Efforts 
of  removal  by  the  buccal  route  proved  so  difficult  that  a  retro- 
thyroideal  laryngotomy  was  planned,  when  the  foreign  body  was 
finally  removed  by  the  esophageal  forceps.     In  spite  of  the  pro- 
longed pressure  of  the  foreign  body  there  was  very  little  sign  of 
irritation  and  no  abscess  or  suppuration.  ScheppEGrELL. 


THE  DIAGNOSIS  OF  RUPTURE  INTO  THE  LATERAL 

VENTRICLE  AND  OF  ACUTE  INTERNAL 

MENINGITIS.** 

DR.   ERICH   RUTTIX^   VIENNA. 

A  brain  abscess,  especially  a  temporal  lobe  abscess,  can  lead  to 
meningitis  in  various  ways.  The  most  fatal  way  is  through  rup- 
ture of  the  abscess  into  the  ventricles,  causing  thereby  an  instan- 
taneous flooding  of  aU  the  cavities  and  recesses  of  the  brain  (pyo- 
cephalus internus)  and  a  quick  spreading  of  the  suppuration  to 
the  meninges.  These  cases  run  such  a  rapid  course  and  manifest 
such  severe  symptoms  that  present-day  therapy  is  almost  power- 
less to  combat  them.  It  is,  therefore,  very  desirable  to  diagnosticate 
this  occurrence  with  certainty,  the  more  so  because  statistics  teach 
us  that  this  is  the  most  frequent  cause  of  death  associated  with 
temporal  lobe  abscess. 

I  have  observed  a  seemingly  constant  symptom  in  acute  pyo- 
cephalus internus.  This  consists  of  a  very  pronounced  vertical 
nystagmus  directed  upwards.  The  following  three  case-histories 
support  my  observation. 

Case  i:  Theresa  Ch.,  20  years  old:  servant  girl.  Nothing  is 
known  concerning  the  patient's  previous  history.  She  was  admitted 
to  the  Urbantschitsch  Clinic,  November  19,  191 1,  in  a  somnolent 
condition,  at  which  time  I  made  the  following  examination:  Left 
ear,  atrophic  scar.  Right  ear,  chronic,  fetid  suppurative  otitis 
media.  Hearing  in  the  right  ear  (tested  with  the  noise  apparatus) 
shows  conversation  voice  ad  concham.  W'eber  to  the  right.  Rinne 
negative  on  both  sides.  Bone-cotiduction  somewhat  lengthened. 
C4  on  both  sides  -}- ;  C^  on  the  right  side  — ,  on  the  left  -+-.  The 
statements  of  the  patient  are  not  very  reliable,  owing  to  her  somno- 
lent condition.  Caloric  reaction  on  the  right  positive,  but  weak. 
Fistula  symptom  -{-  with  tremulous  but  distinct  eye  movements.  No 
spontaneous  nystagmus.  The  mastoid  process  is  not  tender  to 
pressure,  except  at  a  point  below  the  antrum.  Paresis  of  the  left 
lower  extremity,  loss  of  patellar  and  abdominal  reflexes  on  the  left. 
Pupils  equal  and  react  to  light  and  accommodation.  No  paresis 
of  the  eye  muscles.    Cranial  nerves  free.    Dermography  -\- ;  Kernig 

•Read  at  the  meeting  of  the  German  Otological  Society,  Hanover,  May 
22-24,  1912, 

i  Translated  at  the  request  of  Dr.  Ruttln.  by  Dr.  Irving  Wilson  Voorhees. 
X.  \v    York   City. 
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+ ;  neck  stiff ;  tenderness  on  pressure  of  the  eye-ball ;  pho- 
tophobia;  tenderness  to  pressure  over  the  vertebra;  abdomen  re- 
tracted; no  ataxia;  eye  grounds  normal.  Pulse  90;  temperature 
39°  ;  apathy.  Lumbar  puncture  gave  a  diffuse,  cloudy  fluid  under 
high  pressure.  There  were  numerous  polynuclear  leucocytes  but 
no  bacteria. 

I  therefore  made  a  diagnosis  of  temporal  lobe  abscess  and  op- 
erated at  II  o'clock  that  night.  In  the  mastoid  cortex  I  found  a 
fistula  the  size  of  a  hemp  seed.  There  was  a  small  subperiosteal 
abscess.  The  mastoid  process  was  sclerotic.  The  antrum  was  very 
large  and  filled  with  fetid  pus.  The  typical  radical  operation  was 
performed.  The  dura  of  the  middle  fossa  was  slightly  under  ten- 
sion at  one  point,  but  incision  in  three  directions  was  negative. 
After  several  trials,  very  fetid  pus  under  high  pressure  escaped 
from  the  posterior  part  of  the  temporal  lobe.  The  evacuation  oc- 
curred very  suddenly  and  collapse  followed,  which,  however,  was 
overcome  through  artificial  respiration. 

November  11:  Paresis  of  the  extremities  had  disappeared.  The 
reflexes  were  again  present  but  difficult  to  elicit.  The  other  symp- 
toms were  the  same,  especially  the  Kernig  and  the  stiffness  of  the 
neck,  which  were  pronounced.  Vertical  nystagmus  upward.  Tem- 
perature, 39.1°;  pulse,  100.  November  12:  Temperature  37.8^^ 
and  39°;  pulse,  90.  November  13:  Temperature  36°  and  39°; 
pulse  84.  The  eye-ball  is  sensitive  to  pressure  and  light ;  pupils 
equal  and  react.  Neck  stiff'  and  tender.  Trousseau ;  Kernig  + ; 
all  reflexes  present  but  elicited  with  difficulty ;  consciousness  be- 
numbed. It  was  easy  to  awake  the  patient,  but  she  fell  into  stupor 
again  very  quickly.  Sensation  present ;  also  deep  sensibility ;  no 
unilateral  paralysis;  strength  of  the  hand-grips  about  equal;  ver- 
tical nystagmus  upwards.  Upon  changing  the  dressing,  fluid  es- 
caped. November  14:  Temperature  38.3°  and  39°;  pulse,  84. 
November  15.    Exitus. 

Post-mortem  findings.  (Pathological  Anatomical  Institute,  Hof- 
rat  Weichselbaum).  A  temporal  lobe  abscess,  the  size  of  a  wal- 
nut, putrid  contents  and  perforation  in  two  places  in  the  right 
lower  horn  of  the  lateral  ventricle.  Suppurative  meningitis  with 
a  trifling  amount  of  exudate.  Parenchymatous  degeneration  of 
the  heart  and  kidneys.  Fatty  degeneration  of  the  liver.  Radical 
operation  on  the  right  middle-ear  with  drainage  of  the  abscess  five 
days  ante-mortem. 

Case  2:  J.  H.,  age  40  years;  life  insurance  agent;  admitted 
March  5,  1912;  anamnesis.     Patient  suffered  an  attack  of  "Fraisen" 
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in  childhood,  otherwise  he  does  not  remember  any  other  diseases. 
At  the  age  of  19  he  had  discharge  from  the  right  ear.  At  times 
there  was  a  marked  suppuration.  Four  or  five  weeks  ago  he  suf- 
fered a  recurrence  of  this  marked  suppuration  in  the  right  ear. 
There  is  burning  and  sticking  sensations  in  the  right  temporal  re- 
gion and  in  the  vertex.  No  headache ;  no  noise,  and  until  now  the 
patient  was  very  seldom  under  the  care  of  a  physician.  He  was 
advised  by  a  specialist  to  come  to  the  clinic  for  operation.  He 
cannot  remember  any  secretion  from  his  left  ear.  His  hearing- 
power  on  the  right  is  diminished.  His  internal  organs  are  sound. 
No  venereal  disease.  In  early  life  the  patient  was  a  hard  drinker. 
Fourteen  days  ago,  suddenly,  during  the  night,  the  lips  became 
drawn  toward  the  left  and  he  could  not  shut  the  right  eye  as  well 
as  the  left. 

Present  condition,  March  6,  1912.  Facial  paralysis  on  the  right, 
especially  noticeable  at  the  angle  of  the  mouth.  Left  ear  perfora- 
tion of  Shrapnell's  membrane.  In  the  depths  of  the  right  ear  of 
the  canal,  a  broad,  prominent,  large,  grayish-red,  easily  bleeding 
polyp  taking  in  almost  the  entire  lumen.  There  were  also  a  few 
granulations  below.  The  secretion  was  very  trifling.  Mastoid  prO' 
cess  not  tender  to  pressure.  Conversation  voice  on  the  right,  5  to 
10  cm.  On  the  left,  -(-  7  cm.  Whisper-speech  on  the  right  not 
heard;  on  the  left,  4  m.  (All  tests  by  the  noise  apparatus.) 
Weber  in  the  head;  Rinne  on  the  right  — ;  on  the  left  -j-.  Schwa- 
bach  on  the  right,  somewhat  lengthened ;  on  the  left,  normal.  C^ 
heard  on  the  right  by  strong  stroke ;  on  the  left,  by  slight  stroke ; 
c*  on  the  right  heard  only  by  a  strong  stroke ;  on  the  left  by  a 
slight  stroke :  no  noise ;  no  dizziness.  Spontaneous  nystagmus 
present ;  fistula  test  negative ;  caloric  reaction  on  the  right,  weak ; 
on  the  left,  strong.    Temperature,  normal. 

March  ir,  1912:  Operation  (on  the  right)  by  Prof.  Urbant- 
schitsch.  Typical  radical  operation.  Many  polyps  in  the  tympanic 
cavity.  At  the  point  where  the  facial  ridge  lies  below  the  hori- 
zoneal  canal,  there  is  a  rough  fistula,  not  in  the  semi-circular  canal. 
Palpation  of  this  spot  elicited  lively  facial  twitchings.  The  fossae 
of  the  skull  were  not  laid  free.  Plastic  after  Pause.  Wound 
dressed..    Temperature  38.4°  and  38.2°. 

March  12:  Temperature  38.2°  and  38.8°;  March  13:  Tem- 
perature 37.8°  and  38.2°  ;  March  14 :  Temperature  36.7?  and  37.2° ; 
March  15:  Temperature  36.4°  and  36.8°;  March  16:  Temperature 
36.4°  and  36.1°.  Dressing  changed.  Removal  of  the  wound  clamps. 
No  reaction   in  the  wound.     March    17:   Temperature  36.5^   and 
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37.6°.  Normal  course.  No  increase  in  temperature.  March  20. 
Patient  was  dismissed  to  the  Out-Patient  service  with  a  satisfactory 
granulating  wound.  March  30:  Patient  came  for  dressing.  Looks 
very  pale;  complains  of  headache  and  dizziness.  Nothing  special 
to  be  seen  in  the  wound.  However,  the  fistula  symptom  is  very 
marked.  Hearing  (with  the  noise  apparatus)  present.  No  spon- 
taneous nystagmus.  The  patient  was  advised  to  come  immedi- 
ately into  the  hospital ;  he  came  on  the  next  day. 

April  i:  Readmission.  Temperature,  37".  General  condition 
as  on  March  30.  April  3:  I  was  called  at  5  o'clock  in  the  morning, 
when  I  found  the  patient,  whom  I  had  not  observed  previously, 
semi-conscious ;  very  restless ;  stiff  neck,  abdomen  retracted ;  Ker- 
nig;  dermography;  in  short,  all  signs  of  meningitis.  There  was 
marked  vertical  tiystagmus  upward.  Upon  the  presence  of  this 
symptom,  I  immediately  made  the  diagnosis,  rupture  of  a  temporal 
lobe  abscess  into  the  ventricle  with  acute  internal  meningitis.  Pa- 
tient died  the  same  night. 

Post-mortem  Findings : — Assistant,  Dr.  Schopper.  Chronic  sup- 
purative otitis  on  the  right  with  rupture  of  the  pus  through  the 
tegmen  antri  into  the  brain  and  formation  of  an  abscess  the  size 
of  a  hen's  egg  in  the  right  temporal  lobe;  extensive  softening  and 
punctate  hemorrhages  into  the  ependyma  of  the  right  lateral  ven- 
tricle. Pyocephalus  internus,  the  result  of  rupture  of  the  abscess 
into  the  posterior  horn.  Chronic  emphysema  of  the  lungs.  Catar- 
rhal bronchitis  both  sides.  Moderate  dilatation  of  the  right  ven- 
tricle; hypertrophy  and  clefting  of  the  tonsils.  Hyperplasia  of  the 
follicles  at  the  base  of  the  tongue  in  the  spleen  and  intestines.  Etat 
mamellone.  Bacteriologic  examination  of  the  pus  showed  mixed 
infection. 

Case  j:  M.  Pat.,  age  23  years.  Admitted  on  April  3,  1912. 
Patient  was  brought  into  the  Clinic  by  her  doctor  with  the  diagno- 
sis of  meningitis.  She  had  suffered  for  several  years  from  right- 
sided  aural  discharge.  Temperature  39°.  Left  ear  normal;  right 
ear,  total  destruction  of  the  drum.  Cholesteatoma  in  the  attic  with 
destruction  of  the  lateral  attic  wall.  Tympanic  cavity  filled  with 
granulations;  tip  of  the  mastoid  process  tender  to  pressure. 

Conversation  Voice: — (Tested  with  the  noise  apparatus),  ad 
concham.  Weber  to  the  right;  Rinne  — ;  bone-conduction  length- 
ened Ci=o.*  c*=o.  Rotatory  spontaneous  nystagmus  towards  both 
sides ;  stronger  toward  the  left  than  toward  the  right.  No  fistula 
symptom.     Caloric  nystagmus  prompt. 
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Operation.  April  lo,  191 2,  by  Assistant  Beck.  In  the  antrum 
there  was  pus  under  high  pressure,  Cliolesteatoma  in  the  attic  and 
antrum;  dura  of  the  middle  fossa  exposed  about  the  size  of  a  lentil 
slightly  changed.  Semi-circular  canal  rough,  but  no  fistula  present 
Behind  !ind  above  the  horizontal  semi-circular  canal,  several  large 
necrotic  cells  were  found  into  which  the  cholesteatoma  had  grown. 
Curettement.  Typical  radical  operation.  Plastic  after  Panse. 
Wound  dressed. 

April  12:  Condition  good  but  temperature  38.3°,  falling  in  the 
evening  to  37.3°.  April  13:  Temperature  normal.  Condition  good. 
Appetite  good.  April  14:  Temperature  normal;  condition  good, 
April  15:  At  4  o'clock  in  the  afternoon,  the  nurse  brought  the  in- 
formation that  the  patient,  who  had  hitherto  been  feeling  quite  well, 
suddenly  collapsed  and  complained  of  severe  pain,  especially  in  the 
back  of  the  head. 

Examination: — Patient  reacts  when  called  (noise  apparatus  ap- 
plied to  the  left  ear).  Lips  pale;  pulse  small,  arhythmic,  bounding, 
128.  Sensorium  clouded;  Kernig  -f- ;  neck  tender  to  pressure;  left 
upper  extremity  rela,xed ;  left  patellar  reflex  increased ;  lumbar 
puncture  cloudy.  Fluid  contained  isolated  gram-positive  cocci. 
Temperature  38.  i  °  ;  strong  vertical  nystagmus  upward.  In  spite 
of  the  fact  that  I  had  not  previously  seen  the  patient,  on  account 
of  this  nystagmus  I  made  an  immediate  diagnosis  of  pyocephalus 
intemus  after  rupture  of  temporal  lobe  abscess.  Colleague  Beck 
immediately  enlarged  the  exposure  of  the  dura  in  the  middle  fossa 
and  found  the  same  somewhat  discolored  and  under  high  tension. 
However,  the  incision  of  the  dura  and  puncture  of  the  temporal 
lobe  with  the  scalpel  in  various  directions  was  without  result,  also 
exploration  with  the  forceps.  On  this  account  the  dura  of  the 
posterior  fossa  was  also  laid  bare  but  was  not  incised  since  it  ap- 
peared normal.     On  the  evening  of  the  same  day  the  patient  died. 

Post-mortem  findings: — Assistant,  Dr.  Schopper.  An  abscess 
about  the  size  of  a  walnut  surrounded  by  a  pyogenic  membrane 
was  found  at  the  base  of  the  right  temporal  lobe.  Rupture  of  the 
abscess  into  the  right  lateral  ventricle  and  pyocephalus  internus. 
Radical  operation;  opening  of  the  right  middle  fossa  with  incision 
into  the  temporal  lobe  about  i  cm.  lateral  to  the  abscess.  Lepto- 
meningitis spinalis  with  especial  localization  of  the  exudate  at  the 
base  of  the  brain,  in  the  region  of  the  pons  and  the  medulla  as  well 
as  on  the  surface  of  the  cerebellum.  Slight  parenchymatous  de- 
generation of  the  myocardium.  A  trifling  endocarditis  of  the  mitral 
valve ;  passive  congestion.     Status  lymphaticus. 
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The  explanation  for  this  phenomenon  can  only  be  hypothetical, 
I  had  already  observed  vertical  nystagmus  in  a  tumor  of  the  cor- 
pora quadrigemina,  and  remembered  opportunely  rupture  into  the 
lateral  ventricle.  In  the  literature  I  found  also  statements  which 
led  to  the  assumption  that  there  was  probably  an  irritation  of  the 
quadrigeminal  region.  Nothnagel  mentions  a  case  of  Henochs  in 
which  the  left  posterior  quadrigeminal  body  was  destroyed.  Both 
eyes  were  directed  strongly  downward.  There  was  lateral  move- 
ments of  the  eyes,  which  could  not  be  turned  upward.  Later,  .con- 
vergent strabismus  occurred  on  the  right  and  was,  without  doubt, 
to  be  considered  in  association  with  the  meningitis.  In  this  case  it 
must  be  assumed  that  something  took  place  which  had  a  certain 
relationship  with  the  vertical  nystagmus,  since  we  must  assume  an 
analogy  to  our  experiments  with  horizontal  nystagmus  in  which 
pathologic  changes  which  produce  vertical  nystagmus  upwards  can 
bring  about  among  other  changes,  deviation  of  the  eyes  correspond- 
ing to  the  slow  component  of  the  nystagmus  downwards.  More- 
over, the  assertion  of  Monakow  appears  to  me  in  this  connection 
worthy  of  mention.  "In  diseases  of  the  quadfigeminal  bodies,  most 
cases  show  only  partial  limitations  in  the  combined  movements  of 
the  bulb,  and  especially  of  the  movements  upwards  and  down- 
wards, less  so  from  side  to  side."  However  this  may  be,  we  have 
at  any  rate,  in  the  sudden  onset  of  vertical  nystagmus,  'a  valuable 
symptom  of  acute  pyocephalus,  and  since  this,  as  we  have-  seen 
above,  is  the  most  frequent  form  of  meningitis  after  temporal  lobe 
abscess,  we  may  immediately  make  the  diagnosis  from  the  severe 
vertical  nystagmus,  and  also  the  sad  prognosis  of  rupture  into  the 
ventricle.  On  the  other  hand,  we  must  take  warning  in  a  case  of 
temporal  lobe  abscess  showing  this  symptom,  since,  unfortunately, 
rupture  into  the  ventricle  or  infection  of  the  ventricle  through  a 
thin  partition,  even  after  opening  the  abscess,  is  quite  frequent. 


Edema  of  the  Glottis.  G.  K.  Collier,  N.  Y.  Med.  Jour.,  May  3, 
1913. 
The  unusual  features  in  this  case  are  glottic  edema  with  epilepsy 
and  the  speedy,  fatal  course  of  the  disease — two  years.  Trache- 
otomy was  tardily  performed  after  unsuccessful  attempts  at  intuba- 
tion. Ed. 


VERTIGO. 

PROF.  DR.  PAUL  FRIEDRICH,  KIEL,  GERMANY. 

There  are  variable  sensations  variously  described  by  physically 
normal  individuals  under  the  term  of  vertigo.  One  person  will  de- 
scribe vertigo  as  a  sensation  resembling  that  which  he  had  on  look- 
ing into  a  ravine,  or  that  of  an  unexpected  glance  downward  from 
a  high  tower ;  another  recalls  a  ride  in  a  merry-go-round ;  the  third 
recounts  the  sensations  of  discomfort  and  uncertainty  experienced 
in  a  suspension  car ;  and  the  fourth  compares  it  to  the  vertigo  felt 
on  landing  after  a  stormy  sea-voyage.  The  productive  factors  of 
vertigo  are  as  varying  as  are  the  descriptions  of  it. 

The  dweller  in  the  valleys  experiences  these  impleasant  sensa- 
tions when  mountain-climbing.  The  thought  that  he  might  fall  into 
the  depths,  disquiets  him  and  this  compelling  force  grows  almost 
irresistible.  It  overpowers  him  even  though  the  path  may  be  pro- 
tected by  a  hand-rail  which  eliminates  all  chance  of  falling. 

This  forced  sensation,  associated  with  discomfort  and  fear  due 
to  altitude-vertigo  is  produced  by  the  novelty  of  the  surround- 
ings. The  lowlander  on  his  first  mountain  trip  is  unable  to 
appreciate  the  relative  depths  and  heights  and  the  changing  views. 
These  unaccustomed  optical  impressions  disturb  his  habitual  ideas 
of  space  and  produce  a  vertigo  which  in  turn  deranges  his  bodily 
equilibrium.  The  optical  impressions  are  augmented  by  the  unac- 
customed walking  on  a  steep  path.  Climbing  brings  into  action 
other  muscles  and  the  position  of  the  body  in  walking  upward  is 
different  than  when  walking  on  level  ground.  The  body  must 
adjust  itself  to  the  changed  attitudes  and  movements  so  that  its 
equilibrium  is  preserved.  Bodily  statics  and  dynamics  must  be- 
come adjusted  at  each  changing  attitude  if  vertigo  is  to  be  avoided. 

Let  VIS  consider  another  example :  Why  is  a  passenger  in  a  sus- 
pension car  or  airship  seized  with  dizziness  and  why  does  the  same 
passenger  riding  under  the  same  external  condition  of  stability  in 
a  railway  car  experience  a  feeling  of  certainty  and  pleasure?  There, 
too,  he  is  safe  from  falling.  The  maintenance  of  equilibrium  is  not 
disturbed  by  any  movement  of  the  body. 

From  this  stationary  point  of  observation  the  eye  becomes  accus- 
tomed to  the  rising  and  falling  landscape,  but  in  spite  of  this  the 
upward  and  downward  motion  causes  dizziness.     This  sensation 
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continues  even  when  the  eyes  are  closed.  That  organ  which  is  in- 
volved in  this  instance  is  the  one  which  gives  us  the  sense  of  orienta- 
tion when  impressions  of  sight,  touch  and  muscle  senses  are  ex- 
cluded. It  is  the  organ  which  has  its  seat  in  the  semi-circular  canal 
apparatus. 

From  this  we  gather  that  by  vertigo  we  understand  those  sensa- 
tions occurring  when  the  organs  which  preserve  our  equilibrium 
and  our  sense  of  orientation  are  disturbed. 

This  complicated  process  is  not  due  to  one  single  organ,  but  to  a 
whole  system  of  sense  organs  which  all  function  systematically  un- 
der the  control  of  a  superior  sense  organ.  Through  them  we  are 
conscious  of  our  position  in  space  and  of  any  changes  in  position 
and  movements  and  through  them  our  bodily  equilibrium  is  main- 
tained by  purely  unconscious  mechanical,  muscular  action.  Among 
such  sense  organs  we  may  class  the  external  and  internal  sense  of 
touch  with  its  corresponding  muscles,  the  sense  of  sight  and  eye 
muscles  and  that  static  organ  which  is  situated  in  the  semi-circular 
canal  apparatus. 

We  know  that  all  our  impressions  are  formed  from  previous  im- 
pressions that  through  repetition  become  imprinted  so  that  the 
slightest  stimulus  will  reproduce  them  unconsciously. 

Where  impressions  are  formed  by  a  combination  of  different  per- 
ceptions, all  of  the  contributing  sense  organs  may  be  aroused  joy 
stimulating  just  one  organ.  It  is  characteristic  that  we  can  no 
longer  isolate  the  single  sense  stimulations  but  that  all  the  senses 
combine  to  produce  a  composite  impression  in  which  we  cannot 
recognize  the  individual  phases  of  the  various  impressions. 

This  combined  system  reacts  unconsciously  as  a  whole  when  any- 
one of  its  component  parts  is  stimulated. 

The  separate  apparatus  which  maintain  our  equilibrium  and  pre- 
vent dizziness  must  be  regarded  in  the  light  of  a  system  combining 
to  work  in  unison.  The  various  impressions  made  upon  the  peri- 
pheri  of  the  several  sense  organs  are  conveyed  to  a  central  organ 
which  probably  has  its  seat  in  the  medulla. 

Impressions  resulting  from  a  stimulation  of  the  touch  organs, 
the  sense  of  sight  and  the  semi-circular  canals  differ  in  their  specific 
sense  energy,  but  all  combine  in  the  function  of  sustaining  the 
equilibrium  of  the  body. 

As  has  been  said,  the  co-ordinates  of  the  various  impressions  are 
combined  into  a  single  result.  For  example,  we  do  not  note  the 
isolated  tone  or  character  of  a  single  instrument  in  an  orchestra, 
but  are  aware  c^nly  of  a  harmonious  whole  which  leaves  an  impres- 
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sion  of  a  unified,  inseparable  ensemble.  The  whole  system  of 
organs  of  equilibrium  is  controlled  from  a  centralized  point  in  which 
the  various  routes  meet  but  the  separate  organs  stimulated  at  cer- 
tain points  along  their  individual  routes  may  set  the  entire  system 
into  action,  because  the  single  organs  are  in  constant  communica- 
tion. 

For  this  reason  we  notice  the  same  result  whether  the  equilibrium 
is  disturbed  by  a  stimulation  of  the  touch  sense,  sight  organ,  semi- 
circular canals  or  central  organ.  The  stimulation  will  always  pass 
through  the  whole  co-operating  system. 

For  example,  a  stimulation  of  a  touch  organ  or  muscle  is  com- 
municated to  the  eye  and  semi-circular  canal  and  these  will  respond 
in  their  habitual  co-operative  manner. 

On  the  other  hand,  it  follows  in  this  closely  associated  system, 
that  a  single  deficiency  along  any  one  route  will  affect  the  whole 
system.  Equilibrium  is  at  once  disturbed.  Vertigo  results  as  soon 
as  one  of  these  single  organs  working  in  combination  fails  to  func- 
tion. With  this  premise  established,  I  shall  discuss  the  single  fac- 
tors which  affect  the  sense  of  bodily  equilibrium  and  our  orientation 
in  space. 

The  exterior  sense  of  touch  controls  our  impressions  of  our  posi- 
tion in  space  as  well  as  ideas  of  pressure  and  temperature. 

The  touch  sense  determines  our  ideas  of  the  pressure  of  the  sup- 
port under  us  when  reclining  and  the  changing  pressure  on  the 
various  parts  of  the  body  makes  us  aware  of  the  form  of  our  own 
body  as  well  as  the  form  and  material  of  the  support.  The  new- 
born child  is  minus  these  impressions  and  only  by  exercise  does 
he  gradually  develop  unconsciously  those  brain  centers  which  con- 
trol the  ideas  of  position  of  the  body  and  its  members  and  his  sense 
of  orientation.  A  more  complicated  process  develops  when  the 
child  learns  to  sit  erect  and  to  walk. 

The  touch  sense  comes  into  play  now  and  that  of  the  sole  of  the 
foot  is  of  utmost  importance  in  standing  and  walking.  We  recog- 
nize this  easily  when  our  toes  come  into  unaccustomed  or  partial 
contact  with  the  floor  and  cause  us  to  totter  or  when  we  lose 
equilibrium  in  standing  on  an  unsteady  base.  Walking  in  bare  feet 
may  at  times  produce  uncertainty  due  to  the  unusual  touch  sensa- 
tions which  are  strange  to  the  clad  foot. 

However,  the  external  sense  of  touch  is  not  alone  able  to  regu- 
late our  complicated  movements.  These  are  also  influenced  by  an 
internal  touch  sense,  which  comprises  those  impressions,  gained 
also  through  practice  and  controlled   by   the  musculature  of   the 
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body,  the  ligaments  and  joints,  all  of  which  we  designate  as  the 
"kinesthetic  apparatus. 

The  young  child  learns  the  movements  of  his  body  through  his 
muscles,  ligaments  and  joints,  since  the  inner  touch  sense  is  stimu- 
lated by  single  movements  which  arouse  associations  in  the  central 
organ.  These,  through  constant  practice,  cause  an  automatic  co- 
ordination. Thus  systematic  co-ordinated  movements  are  acquired 
which  in  their  impulse  are  influenced  by  the  will  but  which  in  their 
execution  are  entirely  mechanical. 

This  unconscious  and  purely  mechanical  process  is  first  noted 
when  we  make  movements  that  are  unlike  those  associated  with 
distinct  impressions  which  we  perform  unconsciously. 

No  matter  how  securely  we  usually  walk,  we  are  unsteady  as 
soon  as  we  undertake  a  new  method  of  locomotion.  Walking  on 
stilts  illustrates  the  point.  New  groups  of  muscles  must  become 
adjusted  in  order  to  make  walking  possible  with  these  elongated 
legs.  The  readjustment  of  equilibrium  requires  other  musculature; 
the  arms  find  support  at  the  sides  of  the  stilts  and  the  rump  muscles 
restore  balance.  A  large  number  of  instances  might  be  cited  to 
show  that  new  movements  performed  under  changed  exterior  condi- 
tions can  only  be  acquired  through  practice.  When  this  practice  is 
lacking,  disturbed  equilibrium  and  unusual  movements  are  the  re- 
sult. Gymnastics,  tight-rope  walking,  and  balancing  must  be  prac- 
ticed as  well  as  bicycle  riding,  which  requires  a  special  adjustment 
of  equilibrium,  which,  after  it  has  been  learned,  acts  automatically. 

The  foregoing  remarks  lead  to  the  conclusion  that  lack  of  prac- 
tice and  adaptation  of  the  internal  and  external  touch  sense  cause 
uncertainty  and  giddiness  that  result  in  purposeless  movements,  de- 
feating the  desired  result.  Instead  of  sustaining  equilibrium,  they 
add  to  the  unsteadiness  of  bodily  statics  and  dynamics.  The  in- 
experienced ice  skater,  in  trying  to  maintain  his  equilibrium,  in- 
creases his  dilemma  by  misdirected  movements  and  only  his  fall 
restores  his  balance,  because  the  accustomed  stimulation  of  centers 
which  control  orientation  in  the  reclining  posture  re-establishes  the 
relation  of  the  various  parts  of  the  body  in  space. 

All  of  our  movements  are  controlled  by  the  eyes.  We  accustom 
ourselves  to  sight  impressions  in  space  and  adjust  the  kind  and 
direction  of  our  movements  to  them, 

•  Sudden  changes  in  our  surroundings  through  false  estimates  of 
space  produce  wrong  impressions  of  our  static  relations.  When 
riding  in  a  train  the  landscape  seems  to  be  moving  and  we  appear 
to  be  stationary  until  the  train  suddenly  halts  and  produces  in  us  an 
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unpleasant  feeling  of  lack  of  orientation.  While  our  train  remains 
standing,  a  train  moving  in  the  opposite  direction,  produces  in  us 
the  feeling  that  it  is  we  who  move.  When  this  train  has  passed 
by,  our  eyes  receive  an  annoying,  jolting  impression  of  our  position 
and  instead  of  the  moving  train  we  see  the  stationary  objects  about 
us.  An  optical  illusion  may  thus  produce  dizziness  even  when 
the  body  is  in  repose  and  when  no  movement  of  the  body  has  given 
cause  for  disturbances  in  equilibrium. 

Sensitive  persons  may  experience  equilibrium  disturbance  when 
obliged  to  pass  over  a  bridge  in  walking  along  the  road.  The  road 
appears  to  be  a  dam  from  which  the  ground  slopes  away  to  increas- 
ing depths.  The  eye  looks  beyond  such  depressions  that  seem  to 
connect  with  the  lower  strata,  and  receives  the  natural  impressions 
of  this  space.  This  optical  association  is  suddenly  lost  when  we 
reach  the  bridge  and  see  the  depths  below.  The  surface  impres- 
sions are  changed  and  the  flowing  current  and  other  objects  in  the 
valley  below  appear  in  different  proportions  than  those  to  which  the 
eye  is  accustomed.  With  this  we  receive  a  false  impression  of 
space,  and  we  are  overcome  by  the  uncertainty  in  the  estimate  of 
the  static  relations  of  our  own  body  to  space.  The  results  of  such 
optical  impression  is  an  unsteadiness  of  movement,  a  groping  walk, 
and  an  erroneous  relation  between  the  roadway  and  the  depths 
below.  This  most  frequent  type  of  vertigo  we  term  altitude  vertigo. 
Hitzig  ascribes  this  to  a  diminution  of  static  sensibility ;  Wollenberg 
attributes  it  to  our  helplessness  in  estimating  our  relation  to  space. 

There  are  two  phases  of  altitude  vertigo :  mountain  vertigo  (Berg- 
schwindel),  tower  vertigo' (Turm-schwindel).  Huguerin  describes 
the  sensation  of  altitude  vertigo  as  follows :  The  first  glance  into 
the  depths  causes  a  peculiar  sensation  in  the  legs,  as  though  the 
base  on  which  the  individual  stands  firmly  were  sinking,  the  legs 
tremble,  the  body  sways  and  were  it  not  for  a  firm  support,  the 
subject  would  pitch  downward.  This  sensation  disappears  upon 
closing  the  eyes. 

Fear  of  the  possible  consequences  of  such  a  fall  accompany  the 
impression  that  the  base  is  giving  away.  A  slight  attack  of  altitude 
vertigo  may  develop  after  climbing  a  spiral  stair  in  the  interior  of 
a  tower  atid  stepping  onto  a  platform  or  balcony  and  suddenly 
glancing  downward. 

The  pleasure  which  such  a  bird's-eye  view  gives  to  the  observer 
who  is  free  of  altitude  vertigo  changes  to  a  distinct  feeling  of  dis- 
comfort in  one  who  is  subject  to  such  vertigo.  It  remains  with  him 
until  he  is  again  on  terra  firma. 
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The  above-mentioned  sense  organs,  the  tactile  impression  and 
sight,  do  not  wholly  account  for  the  preservation  of  equilibrium. 
We  can  walk  securely  and  perform  complicated  movements  in  the 
dark  without  the  aid  of  the  eyes  in  the  maintenance  of  equilibrium. 
For  this  reason  we  cannot  consider  sight  essential  to  prevent  attacks 
of  vertigo  or  loss  of  equilibrium. 

In  the  water  when  diving  or  swimming  we  have  no  stimulation 
of  either  our  sense  of  touch  or  sight  to  aid  in  the  orientation  of  the 
body,  and  notwithstanding  we  are  aware  of  the  position  of  the  body 
in  space  and  are  able  to  assume  either  a  vertical  or  horizontal  posi- 
tion. Accordingly  we  can  also  exclude  the  impressions  gained  from 
the  tactile  sense  jn  the  preservation  of  equilibrium. 

The  organ  which  assists'  in  orientation  is  situated  in  the  laby- 
rinth and  in  that  special  part  called  the  semi-circular  canals  which 
we  must  lack  upon  as  the  sense  organs  which  receive  the  impres- 
sions of  position  and  movements  of  the  head,  thereby  the  head  be- 
coming the  chief  center  of  orientation  for  the  whole  body. 

The  position  of  the  head  influences  our  appreciation  of  our  posi- 
tion in  space.  When  the  normal  head  position  is  changed  through 
bending,  lowering,  or  turning,  the  localized  sense  of  equilibrium 
situated  in  the  head  becomes  active;  it  signals  to  the  remaining  or- 
gans of  equilibrium  that  the  position  of  the  head  has  changed,  and 
accordingly  the  tactile  and  sight  senses  are  obliged  to  react  to  this 
stimulation. 

The  semi-circular  canals  indicate  the  position  of  the  head  as  well 
as  that  of  the  body,  which  is  determined  in  the  co-ordinated  muscle 
action  of  the  entire  body.  Certain  gymnastic  exercises  prove  that 
a  change  in  the  position  of  the  head  can  produce  equilibrium  dis- 
turbance, unsteadiness  and  vertigo.  Sensitive  individuals  experi- 
ence vertigo  in  various  calisthenic  exercises  executed  with  eyes 
closed. 

The  semi-circular  canals  make  us  aware  of  the  horizontal  and 
vertical  position  of  the  body  as  well  as  upward  or  downward  move- 
ments. 

How  can  we  otherwise  explain  the  sensation  of  ascending  and 
descending  when  in  a  closed  elevator  with  the  body  perfectly  at 
rest  than  by  an  organ  that  unconsciously  influences  orientation? 
How  else  could  we  explain  such  sensations  as  diving  or  the  turning 
of  a  somersault  without    other  influences? 

The  semi-circular  canals  are  so  closely  linked  to  the  organ  of 
hearing  and  because  of  the  nerve  trunk  which  they  share  in  com- 
mon, so  bound  up  with  it  tliat  the  older  physiologists  believed  it  the 
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seat  of  the  hearing  function.  The  arrangement,  however,  of  the 
semi-circular  canal  apparatus  into  a  geometrically  co-ordinated  sys- 
tem of  triple  planes  suggests  the  probability  of  an  independent  or- 
gan which  interprets  the  three  dimensions  of  space:  height,  depth 
and  breadth. 

Long  and  wearisome  experiments  upon  animals  were  necessary 
to  establish  a  scientific  basis  for  the  study  of  the  static  function  of 
the  labyrinth.  The  experiences  gained  through  observing  animals 
were  substantiated  by  observing  the  human  who  suffered  from 
similar  disturbances  of  equilibrium.  One  hundred  years  ago,  Flour- 
ens  noted  peculiar  disturbances  in  locomotion  in  doves  whose  semi- 
circular canals  he  had  removed.  Much  later,  experiments  upon 
animals  were  again  undertaken  and  it  was  noticed  that  a  dove 
whose  labyrinth  had  been  removed,  staggered,  moved  more  and 
more  unsteadily  and  more  hastily  until  she  finally  fell. 

Another  peculiarity  is  the  direction  taken  by  the  subject.  The 
walk  is  not  in  a  straight  •  line  but  swerves  from  the  healthy  laby- 
rinth. Since  this  swerving  is  constant  at  every  step,  the  direction 
takes  on  the  form  of  a  circular  path.  It  is  the  so-called  Manege- 
movement  which  causes  the  pigeon  to  move  wath  a  hasty,  awkward, 
fluttering  w'alk  in  a  circle.  The  head  assumes  a  peculiar,  down- 
ward position  turned  toward  the  affected  side.  These  experiments 
prove  that  the  semi-circular  canals  control  the  equilibrium  of  the 
body  and  the  muscle  functions  of  the  body  in  motion.  The  semi- 
circular canals  contain  two  elements  of  stimulation  of  the  sensory 
nerve  located  there.  The  otoliths  rest  on  the  sensory  hairs  of  the 
nerve  endings  in  the  utriculus  and  sacculus,  and  these,  by  their 
weight,  stimulate  the  filaments  of  the  vestibular  nerve  with  every 
change  in  the  position  of  the  head;  this  stimulus  is  modified  by 
these  changed  positions  of  the  head.  These  two  stimuli,  known  as 
the  "maculae  staticae,"  are  arranged  in  two  planes  ana  seem  to 
control  our  sensations  of  horizontal  and  vertical  movements.  The 
nerve-ends  in  the  ampullae. of  the  semi-circular  canals  assist  us  fur- 
ther in  orientation.  Here,  too,  we  find  sensory  hairs  as  end-organs 
of  the  vestibular  nerve.  The  maculae  are  controlled  by  the  oto- 
liths (Verworn  terms  them  the  statoliths)  which  stimulate  the 
sensory  hairs  by  their  weight,  while  the  sensory  hairs  of  the  am- 
pullae are  suspended  freely  in  the  labyrinth  fluid  and  movement  of 
this  endolymph  stimulates  them.  According  to  the  theory  of  Mach- 
Breuer,  we  assume  that  changes  in  position  of  the  head  produce 
currents  in  the  endolymph  which,  by  its  motion,  stimulates  the 
sensory  hairs.     The  arrangement  of  the  semi-circular  canals  in  a 
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geometric  system,  symmetrically  bilateral  and  identical,  admits  of 
numerous  sensations  in  the  many  possible  positions  of  the  head. 
The  three  planes  of  direction  of  the  semi-circular  canals  do  not  cor- 
respond to  the  planes  of  the  head  but  are  grouped  at  an  angle  to 
the  head.  Furthermore,  this  offers  an  unusually  exact  orientation 
as  two  fixed  planes  are  established  by  the  otolith  apparatus  and  the 
encapsulated  semi-circular  canal  system  transmits  in  a  reciprocal 
relationship  its  varied  sensations  of  space  orientation. 

The  sensory  impressions  transmitted  by  the  vestibular  nerve  to 
the  muscle  apparatus  of  the  general  system  are  very  unusual  and 
are  as  yet  not  fully  determined. 

The  entire  musculature  of  the  body  receives  stimuli  from  this 
source  by  reflex  routes  which  induce  its  activity  and  influence  the 
general  position  of  the  body.     (Tonuslabyrinth). 

The  symmetric  bilateral  construction  of  the  body  also  plays  an 
important  role  here  because  the  evenly  opposed  semi-circular  canals 
of  each  side  must,  correspondingly,  conduct  stimuli  to  the  two  sides 
of  the  body  which  must  produce  a  different  muscular  impression  on 
one  side  than  on  the  other.  Thus  the  superior  right  and  the  in- 
ferior left  semi-circular  canals,  lying  in  a  common  plane  and  be- 
cause of  their  similarly  directed  planes,  are  stimulated  alike  by  a 
certain  turning  motion  and  the  impression  must  thus  reach  a  differ- 
ent group  of  muscles  on  either  side.  In  this  way  it  is  possible  to 
develop  varying  influences  on  the  functions  of  the  body-muscula- 
ture by  varying  vestibular  stimuli.  The  semi-circular  canal  system 
regulates  the  movements  of  the  body.  This  is  most  marked  in  the 
reaction  of  the  muscles  of  the  eye  and  numerous  observations  have 
been  made  in  this  field. 

Correct,  systematic  functioning  of  the  eyes  must  be  considered  in 
the  changing  attitudes  of  the  body  when  we  admit  the  influence  of 
the  eyes  in  orientation.  Therefore,  the  semi-circular  canal  system 
must  be  most  intimately  associated  anatomically  with  the  occulo- 
muscle  system.  Stimuli  of  the  semi-circular  canal  system  can  pro- 
duce characteristic  ocular  movement  which  in  one  apparatus  must 
correspond  to  the  function  in  the  other.  By  slow  and  long-prac- 
ticed movements,  the  one  apparatus  regulates  the  other  by  force  of 
habit  in  that  the  stimuli  of  the  semi-circular  canal  apparatus  con- 
trol the  turning  of  the  eyes.  What  is  the  result,  however,  when 
unaccustomed  and  augmented  stimuli  are  produced  to  which  the 
semi-circular  canal  api^aratus  and  musculature  through  lack  of  habit 
cannot  respond?  We  all  know  that  form  of  vertigo  due  to  rapid, 
active  turning  of  the  body  as  well  as  the  passive  form  produced  by 
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the  tuming-chair  or  merry-go-round,  which  may  occur  with  eyes 
open  or  closed,  but  which  manifests  itself  similarly  whether  the  eyes 
be  open  or  closed.  In  either  instance  the  same  ocular  reflexes  take 
place.     Vertigo  resulting  from  turning  leads  to  nystagmus. 

The  unsteady  eye  moves  back  and  forth  in  its  search  for  a  fixed 
point  by  which  to  establish  the  position  of  the  body  in  space.  In 
turning  on  the  merry-go-round  we  look  for  a  fixed  point  in  the  sur- 
roundings, which  disappears  as  we  continue  to  turn,  while  we  at- 
tempt to  follow  it  with  our  eyes  which  are  being  influenced  by  our 
movement.  As  we  turn  more  rapidly,  the  eye,  which  has  followed 
the  impressions  passing  to  the  right,  must,  by  means  of  jerky  move- 
ments, attempt  to  fix  the  new  impressions  coming  from  the  left.  In 
this  way  the  unconscious  to-and-fro  motion  of  the  eyes  is  pro- 
duced, which  we  term  nystagmus  and  which  we  recognize  as  a  symp- 
tom of  vertigo.  It  has  just  been  stated  that  this  movement  of  the 
eye,  after  the  body  has  rotated,  may  be  noted  whether  the  eyes 
have  been  open  or  closed  and  that  after  such  movements  with  closed 
eyes  we  may  distinctly  observe  the  tremulous  motion  under  the  lids 
and  the  sensation  of  vertigo  is  experienced.  Therefore  the  con- 
nection between  the  semi-circular  canals  and  the  muscle  apparatus 
of  the  eye  is  so  intimate  that  stimulation  of  the  former  produces 
reflexes  in  the  latter  without  the  need  of  optical  impressions  or 
stimulation. 

This  leads  to  the  conclusion  that  the  disorder  produced  by  the 
unusual  stimulation  of  the  semi-circular  canal  apparatus  also  aflfects 
the  eye  muscles.  But  since,  as  we  noted  previously,  the  entire  body 
musculature  is  regulated  by  the  eyes,  a  general  vertigo  results, 
causing  unsteady  motions,  as  though  the  body  were  trying  to  find 
a  footing.  The  futility  of  these  movements  leads  to  greater  un- 
certainty in  bodily  statics  and  dynamics.  That,  through  habit,  we 
are  able  to  suppress  vertigo  may  readily  be  noted  in  observing  the 
pleasure  which  children  experience  in  a  swing  or  merry-go-round. 
Another  instance  may  be  cited  in  the  dervishes  who  indulge  in  the 
rotary  motion  to  an  extreme  that  causes  the  normal  individual  to 
shudder.     These  observations  demonstrate  my  hypothesis. 

It  should  be  emphasized  that  vertigo  does  not  exist  as  an  inde- 
pendent impression  because  it  is  not  produced  by  a  single  organ. 
We  have  seen  that  the  consciousness  of  the  harmonious  sensation 
of  equilibrium,  which  the  normal  individual  takes  for  granted,  re- 
sults from  a  systematic  co-operation  of  all  the  involved  sense- 
perceptions.  This  fact  explains  the  presence  of  vertigo  resulting 
from  abnormal  stimulation  of  the  special  setise-organs. 


TUMORS  OF  THE  SEPTUM. 

DR.   RICHARD   H.   JOHNSTON,   BAIvTIMORE). 

The  rarity  of  tumors  of  the  septum  prompts  me  to  report  the  fol- 
lowing four  cases  which  were  seen  in  the  clinic  of  the  Presbyterian 
Hospital : 

Case  i:  A  woman,  57  years  old,  came  to  the  clinic  complaining 
of  right  nasal  obstruction.  Examination  showed  a  good-sized  tumor 
in  the  right  nostril  attached  by  a  pedicle  to  the  septum  just  opposite 
the  anterior  end  of  the  middle  turbinated  body.  It  was  hanging  low 
in  the  nostril  and  was  pressing  against  the  turbinate,  which  account- 
ed for  the  obstruction.  There  had  been  no  hemorrhage.  The  growth 
was  easily  removed  with  scissors  and  the  wound  cauterized.  Heal- 
ing was  uneventful.  Microscopic  examination  of  the  tumor  showed 
connective  tissue  and  glands  with  few  blood-vessels.  The  outer 
surface  which  was  smooth,  was  covered  with  columnar  epithelium. 
The  diagnosis  was  fibro-adenoma. 

Case  2 :  A  man,  35  years  old,  had  noticed  a  growth  on  the  right 
septum  which  he  was  constantly  picking.  He  finally  began  to  have 
hemorrhages  and  then  thought  it  time  to  consult  a  specialist.  The 
tumor  was  situated  on  the  right  septum  about  half  an  inch  from  the 
skin ;  it  measured  one-fourth  inch  in  diameter  and  was  lobulated  in 
appearance.  From  constant  picking  it  had  assumed  a  reddish-brown 
hue.  It  was  removed  from  its  broad  base  with  scissors  and  the 
wound  cauterized.  Microscopic  examination  showed  numerous 
papillae,  each  with  a  central  process  of  connective  tissue.  The 
diagnosis  was  papilloma. 

Case  3:  A  boy,  7  years  old,  had  had  severe  hemorrhages  from 
the  left  nostril  for  some  time.  Examination  showed  a  large  tumor 
on  the  left  lower  septum  which  bled  at  the  slightest  touch.  The 
growth  was  removed  with  the  snare  and  the  wound  cauterized. 
Microscopically  it  was  a  fibro-angioma,  the  so-called  "bleeding 
polyp." 

Case  4 :  A  man,  42  years  old,  had  a  small,  pedunculated  tumor 
on  the  right  septum  high  up.  It  had  the  appearance  of  a  polyp. 
After  removal  it  was  examined  by  Dr.  H.  J.  Maldeis,  pathologist 
to  the  hospital,  who,  to  our  surprise,  reported  myxo-sarcoma.  As 
the  patient  has  not  returned  to  the  clinic,  we  infer  that  he  has  had 
no  recurrence.  The  first  three  tumors  were  examined  by  Dr.  L.  J. 
Goldbach. 
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REPORT  OF  A  CASE  OF  PHLEGMON  STARTING  AS  A  PERI- 
TONSILLAR   ABSCESS    AND    EXTENDING    DOWNWARD 
AS  FAR  AS  THE  SECOND  RING  OF  THE  TRACHEA.* 

DR.   GEO.    L.   RICHARDS,   FALL   RIVER,    MASS. 

The  following  case  is  an  example  of  a  severe  case  of  pharyngeal 
phlegmon  having  its  origin  primarily  in  a  peri-tonsillar  abscess  and 
secondarily  in  a  diseased  tonsil.  The  patient  was  a  large,  well-nour- 
ished man,  42  years  of  age,  of  English  parentage.  The  family  his- 
tory was  negative.  The  previous  history  was  that  he  had  suffered 
from  occasional  quinsy  sore  throat  for  the  past  three  years,  hav- 
ing had  two  or  three  attacks.  Otherwise  he  had  been  well.  The 
patient  presented  himself  in  my  service  at  the  Union  Hospital  on 
the  afternoon  of  August  20,  1909,  with  a  history  of  a  sore  throat 
of  several  days  duration,  followed  by  difficulty  in  breathing  and 
swelling  of  the  entire  left  side  of  the  face  and  neck.  The  left  tonsil 
had  been  lanced  once  the  previous  day,  and  again  on  the  morning  of 
admission,  but  without  relief,  and  the  abscess  had  been  continually 
increasing  in  size.  At  the  time  he  presented  himself  he  was  breath- 
ing with  great  difficulty,  and  with  occasional  paroxysms  of  dyspnea 
and  coughing.  The  entire  left  side  of  the  face  and  neck  clear  down 
to  the  collar-bone  was  swollen  and  edematous.  On  examination  of 
the  throat,  which  was  made  with  some  difficulty,  the  tonsil  and 
lateral  wall  and  the  supra-tonsillar  area  were  intensely  swollen,  and 
largely  filled  the  available  area  in  the  throat.  The  patient  was  near- 
cyanotic,  with  a  pulse  of  124.  The  skin  of  the  neck  was  very  tense, 
but  I  did  not  feel  any  definite  fluctuation. 

I  assumed  that  I  had  to  do  with  a  large  peri-tonsillar  abscess, 
and  sent  him  at  once  to  the  operating  room.  He  was  seated  in  a 
chair,  a  knife  got  ready,  the  tongue  depressed,  and  an  incision  made 
in  the  supra-tonsillar  fossa.  This  brought  pus,  and  also  a  paroxysm 
of  coughing.  As  the  first  opening  had  been  more  in  the  nature  of 
a  diagnosis  as  to  the  seat  of  the  pus.  and  was  only  a  small  one,  the 
patient  was  quieted,  arfd  then  an  attempt  made  to  enlarge  the  open- 
ing. With  the  first  enlargement  of  the  opening  therfe  was  a  gush  of 
pus,  at  the  same  moment  an  inspiratory  spasm,  a  quick  cry,  and  ces- 
sation of  breathing.  He  was  immediately  placed  on  an  operating 
table,  but  by  this  time  respiration  had  ceased.    Unfortunately,  noth- 

•Read  at  the  Thirty-fifth  Annual  Mieeting  of  the  American  Laryngo- 
loRlcal  Society,  Washington,  D.  C  May  6,  1913. 

835 


830  RICHARDS:    CASE  OF  PHLEGMON. 

ing  was  ready  for  a  tracheotomy,  and  in  the  sudden  shifting  from 
the  chair  to  the  table  the  knife  had  been  dropped  on  the  floor,  and 
momentarily  lost.  A  hurry  call  for  a  knife  brought  me  first  a  thin 
nasal  chisel,  which  the  interne  in  his  hurry  had  mistaken  for  a  knife, 
and  a  delay  of  several  seconds  occurred  before  a  knife  was  obtained. 
The  head  was  placed  somewhat  over  the  edge  of  the  table,  the  neck 
on  the  stretch,  and  a  quick  incision  made  at  the  supposed  site  of 
the  first  and  second  rings.  Much  to  my  surprise,  I  entered  not  the 
trachea  but  an  abscess  cavity,  and  found  that  the  abscess  from  above 
had  burrowed  downward  producing  a  phlegmonous  inflammation 
of  the  tissues  of  the  neck,  and  had  pushed  the  entire  trachea  and 
thyroid  area  well  over  toward  the  right,  and  itself  extended  down  to 
a  little  below  the  second  ring  of  the  trachea. 

The  lower  abscess  being  opened,  and  while  still  flowing  pus,  I  was 
able  with  the  finger  to  orient  the  trachea  which  was  then  quickly 
opened.  The  patient  by  this  time  was  apparently  lifeless,  but  the 
pulse  was  still  beating.  Artificial  respiration  brought  inspiration 
after  a  few  seconds,  and  in  a  short  time  breathing  was  re-established, 
and  a  tracheotomy  tube  inserted.  The  abscess  cavity  in  the  tonsil 
was  then  widely  opened  with  the  aid  of  the  finger  as  well  as  the 
abscess  cavity  at  the  site  of  the  trachea.  The  two  were  found  to 
communicate.  The  patient  was  placed  in  bed  with  the  feet  about  a 
foot  higher  than  the  head,  and  kept  in  this  position  for  the  next 
three  or  four  days,  a  wick  being  inserted  around  the  tracheotomy 
tube. 

The  after-history  was  uneventful,  the  temperature  which  was 
101.5°  on  admission  slowly  going  down.  There  was  an  abundant 
pus-discharge  from  the  mouth  and  at  the  side  of  the  tracheotomy 
tube  for  the  first  few  days.  The  tracheotomy  tube  was  removed  on 
the  eighth  day,  and  he  was  (lischarged  from  the  hospital  cured  on 
the  seventeenth  day,  the  neck  at  this  time  being  nearly  healed.  The 
drainage  tube  was  continued  until  complete  closure  of  the  skin 
wound.  He  was  advised  to  have  the  tonsils  removed,  but  never 
came  back  to  have  it  done.  I  have  recently  looked  up  the  case,  and 
find  that  he  has  been  perfectly  well  for  the  last  three  years. 

This  case  illustrates  the  possibility  of  danger  in  a  case  of  peri- 
tonsillar abscess,  and  the  absolute  necessity  of  the  evacuation  of 
such  an  abscess ;  also  the  danger  in  allowing  such  an  abscess  to  go 
on  to  the  point  where  it  discharges  itself.  It  is  sometimes  stated 
that  such  an  abscess  will  eventually  discharge  itself  just  about  as 
well  as  when  assisted.  This  does  not  seem  to  me  to  be  the  case. 
While  it  is  sometimes  true  that  they  will  find  exit  from  the  peri- 
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tonsillar  fossa  at  the  junction  of  the  anterior  and  superior  pillars, 
it  is  never  safe  to  wait  for  this.  While  cases  such  as  1  have  de- 
scribed are  probably  relatively  seldom,  the  possibility  of  the  exten- 
sion of  a  purulent  process  down  the  neck  must  be  borne  in  mind. 
The  course  of  the  pus  probably  corresponds  to  the  course  of  the 
bucco-pharyngeal  fascia,  which  invests  the  constrictor  muscles  of 
the  pharynx,  and  is  given  off  from  the  prevertebral  fascia,  this  lat- 
ter fascia  forming  its  posterior  limit.  The  superior  constrictor  mus- 
cle, which  is  in  close  contact  with  the  tonsil,  is  in  relation  externally 
with  the  prevertebral  fascia.  .In  this  case  the  pus  probably  forced 
its  way  through  the  fibers  of  the  superior  constrictor  muscle,  thus 
gaining  access  to  the  prevertebral  fascia.  Thence  it  followed  down 
the  neck  along  the  line  of  this  fascia ;  thus  doming  in  contact  with 
the  larynx  and  trachea,  since  this  fascia  forms  the  posterior  limit 
of  a  fibrous  compartment  which  contains  the  larynx,  trachea,  thy- 
roid gland,  pharynx  and  esophagus. 

An  error  which  I  made  here  should  also  be  avoided,  namely,  the 
attempt  to  open  any  such  extensive  phlegmonous  collection  of  pus 
without  being  prepared  for  a  tracheotomy.  Again,  so  extensive  an 
abscess  should  have  been  opened  in  the  first  place  with  the  indi- 
vidual on  the  back.  Pressure  on  the  pneumo-gastric  probably  ac- 
counted for  the  severe  dyspnea.  As  to  exactly  why  the  inspiration 
of  the  pus  should  have  caused  cessation  of  respiration  rather  than 
a  paroxysm  of  coughing  I  am  unable  to  state,  unless  relief  of  pres- 
sure on  the  pneumo-gastric  produced  for  the  moment  some  tempor- 
ary paralysis  or  disturbance  in  function.  I  believe  it  is  true  that 
sometimes  sudden  cessation  of  pressure  may  produce  some  such  ef- 
fect on  the  respiratory  centre. 

124  Franklin  Street. 


Modern  Treatment  of  Ozena.  O.  Maui.  Prcssc  Med.,  Jan.  4. 
ii>i;{,  p.  9. 
Paraffin  injections,  methodical  breathing  exercises,  and  insuffla- 
tion of  lactic  ferment  are  especially  recommended.  Mahu  also  men- 
tions the  various  methods  of  nasal  irrigation,  the  different  syringes 
used  for  paraffin  injections  (Mahu,  Gault,  Leroux),  and  Foy's  com- 
pressed-air instrument.  Ed, 


SIMPLIFIED  TECHNIC  FOR  THE  REMOVAL  OF  THE 
FAUCIAL  TONSILS. 

DR.  L.  F.  LONG,  ZANESVILIvE,  OHIO. 

In  all  surgical  operations  the  technic  which  is  the  most  simple, 
requires  the  least  number  of  instruments,  the  fewest  assistants,  and 
with  which  the  work  can  be  done  quickly  and  well,  is  always  de- 
sirable. In  the  removal  of  the  faucial  tonsil  various  methods  are 
used  with  good  results,  some  with  quite  an  array  of  instruments, 
several  assistants,  etc.  and  the  time  consumed  by  various  operators 
varies  from  a  few  minutes  to  an  hour  or  two.  With  the  technic  I 
am  using  I  have  reduced  somewhat  the  number  of  instruments  and 
assistants,  get  good  results  and  shorten  my  operating  time. 

The  instruments  used  are:  (i)  A  self-retaining  mouth-gag  (Mur- 
dock's).  (2)  A  tonsil  hook,  which  I  have  devised,  having  two 
prongs,  with  a  thickening  on  the  inner  surface  of  both  prongs,  which 
prevents  the  hook  from  easily  slipping  out  after  it  is  placed  in 
the  tonsil.  The  handle  of  this  hook  is  of  such  size  that  the  loop  of 
the  snare  can  be  easily  slipped  on  or  off  the  tonsil  without  disen- 
gaging the  hook  after  it  is  once  placed.  (3)  A  tonsil  knife  (Tyd- 
ings).  (4)  A  strong  tonsil  snare  (Tydings).  These  four  instru- 
ments are  all  I  use.  I  have  in  readiness  a  tonsil  hemostat  but  very 
rarely  have  occasion  to  use  it. 

For  illuminating  the  field  I  prefer  an  electric  head-lamp,  rather 
than  a  head-mirror  or  a  light  held  by  an  assistant.  In  localities 
where  the  city  current  is  not  available,  an  electric  head-lamp  with 
a  small  battery  attached  is  on  the  market,  which  answers  every 
purpose. 

Technic: — In  general  anesthesia  I  place  the  patient  on  the  right 
side,  with  head  low  and  have  a  small  instrument-table  within  easy 
reach  and  view,  upon  which  I  have  the  four  instruments  named  and 
a  number  of  gauze  sponges.  The  operator  is  seated,  or  with  a  high 
table  the  operator  stands.  If  using  local  anesthesia  the  mouth- 
gag  is  usually  not  required,  and  the  patient  is  in  the  sitting  posi- 
tion. 

Under  general  anesthesia  as  soon  as  the  patient  is  relaxed  the 
mouth-gag  is  quickly  slipped  in  place  and   opened   sufficiently  to 
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give  room  to  see  and  work.  The  right,  or  lower  tonsil  is  first  re- 
moved. The  index-finger  of  the  left  hand  presses  down  the  tongue 
and  the  hook  is  inserted  from  below  upward,  then  by  depressing 
the  handle  of  the  hook,  the  tonsil  is  lifted  up  and  out  and  at  the 
same  time  the  handle  of  the  hook  acts  as  a  tongue-depressor ;  this 
brings  the  tonsil  in  good  view  and  the  tonsil  knife  can  be  slipped 
between  the  posterior  pillar  and  the  tonsil-cutting  upward  around 
over  the  top  and  down  between  the  anterior  pillar  and  the  tonsil. 


//. 
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This  should  liberate  the  tonsil  so  that  it  will  roll  out  from  its  bed, 
if  it  does  not,  the  knife  should  go  over  the  same  route  until  the 
tonsil  is  well  liberated  from  the  pillars  and  from  the  upper  two- 
thirds  of  its  bed.  After  it  rolls  out  well  the  snare  should  be  slipped 
over  the  handle  of  the  hook  without  changing  the  hold  of  the  hook, 
and  the  base  of  the  tonsil  snared  oft",  the  snare  being  drawn  through 
the  tonsil  base  rather  slowly,  as  possibly  this  may  reduce  the  amount 
of  bleeding. 


840  long:  rkmoval  of  fauci^vl  tonsils. 

With  this  method  the  first  tonsil  can  be  removed  before  any,  or, 
at  most,  very  little  sponging  is  required.  Then  by  holding  a  sponge 
firmly  against  the  bleeding-surface  for  a  minute  the  second  tonsil 
can  be  removed  by  the  same  technic.  The  whole  process  ought  not 
take  more  than  a  few  minutes. 

The  advantages  of  this  method  are:  Simplicity,  no  assistant  re- 
quired except  the  anesthetizer.  Good  working  space  and  view,  no 
tongue-depressor  or  assistant's  hand  in  the  way.  If  properly  done, 
it  removes  the  tonsil  within  its  capsule.  The  operating  time  re- 
quired is  short. 

410  People's  Saving  Bank  Building. 


Ethyl-chlorid    Narcosis    in  Operations  on  the  Throat,  Nose  and 

Ear.    Ali-rkd  Falk,  Ztschr.  f.  Laryngol.,  Vol.  (J,  Heft  1,  1!)13, 

p.  1. 
For  such  operations  as  the  opening  of  a  peritonsillar  abscess, 
paracentesis,  and  removal  of  tonsils  and  adenoids  that  re(|uire  only 
a  short  time,  ethyl-chlorid,  according  to  the  writer,  is  the  ideal  anes- 
thetic. It  works  best  on  a  full  stomach,  two  hours  after  a  regular 
meal.  The  patient  is  sitting  upright,  children  being  held  in  this  posi- 
tion by  an  assistant.  As  the  narcosis  may  be  accompanied  by  tris- 
mus, a  dental  wedge  is  put  between  the  teeth.  The  narcosis  mask 
is  applied  dry  to  the  mouth  after  the  patient  has  taken  a  few  deep 
breaths,  the  ethyl-chlorid  is  sprayed  all  over  the  mask.  \\'hen  ice- 
formation  takes  place,  the  spray  must  be  discontinued  until  all  gas 
is  inhaled.  The  signs  of  total  anesthesia  are  muscular  relaxation, 
ocular  convergence  and  deep  snoring  respiration.  In  small  children, 
where  inspiratory  stridor  takes  place  at  the  onset  of  the  narcosis 
and  in  hysterics  that  become  excited  after  the  first  few  inhalations 
of  the  gas,  the  mask  should  be  removed  for  a  few  seconds  and  the 
narcosis  continued  when  the  respiration  becomes  regular.  Up  to 
the  present  time  ethyl-chlorid  narcosis  has  been  resorted  to  in  about 
half  a  million  cases  with  only  fourteen  deaths  due  to  the  anes- 
thetic. Glogau. 


CHRONIC  STENOSIS  OF  LARYNX  AND  TRACHEA— RE- 
PORT OF  CASE.^ 

DR.   CHAS.  A,  LEAVY,  ST,   LOUIS. 

The  patient  presented  to-day,  Miss  H.,  contracted  diphtheria 
January  5,  1895.  Diphtheria  antitoxin  was  not  used  in  her  case, 
for  it  was  only  being  introduced  into  this  country  about  that  time. 
It  was  necessary  to  intubate  her  on  the  sixth  day  of  the  disease. 
The  intubation  tube  was  removed  and  replaced  several  times  on  ac- 
count of  the  difficulty,  in  breathing,  and  on  March  12,  1895,  a  low 
tracheotomy  was  done. 

When  it  became  evident  that  the  patient  would  be  unable  to  dis- 
pense with  the  tracheotomy  tube,  a  small  curved  silver  cannula  with 
an  eyelet  on  either  side  was  inserted  with  tape  drawn  through  and 
tied  to  hold  it  in  position.  This  apparatus  was  worn  continuously 
until  she  was  operated  on  January  10,  191 1.  Thus  it  will  be  noted 
that  the  patient  wore  the  cannula  about  sixteen  years,  removing  it 
occasionally,  when  necessary,  for  cleansing. 

Previous  to  the  attack  of  diphtheria,  no  serious  illnesses  occurred 
and  fortunately  none  since. 

Patient  first  consulted  me  on  April  24,  1910.  Numerous  attempts 
were  made  to  pass  the  very  smallest  laryngeal  bougies  through  a 
tortuous  canal  to  the  left  of  the  median  line  posteriorly,  but  with- 
out success. 

As  medication,  thiosinamine  (Merck)  in  half-grain  doses  three 
times  daily  was  used  for  about  two  months  with  no  apparent  re- 
sult. Two  weeks  prior  to  operation,  patient  was  given  tonics,  and 
put  to  rest  so  that  she  would  be  in  the  best  possible  condition. 

By  laryngostomy  is  meant  the  laying  open  of  the  trachea  and 
larynx,  which  must  be  kept  open  usually  for  a  long  period  of  time 
for  treatment,  the  indications  being  chronic  stenosis  of  larynx  and 
trachea,  where  there  is  not  too  much  deformity  of  the  chondrial 
box.  It  was  first  performed  by  Ruggi  in  1898.  Later  successfully 
by  Doctors  Jackson.  Ballenger,  Killian  and  others. 

The  operation  on  the  case  herewith  reported,  was  as  follows: 
The  ordinary  antiseptic  precautions  were  observed.  About  one 
hour  before  beginning  operation  the  patient  was  given  i-ioo  grain 

*Peper  and  patient  presented  at  the  meetings  of  American  Academy  of 
Ophthalmology    and    Oto-L«,rjrnirolog-y,  Niagrara  Palls,   August    22,    1912. 
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of  scopalomin  and  ^  grain  of  morphin  sulphate  hypodermatically. 

Just  before  placing  the  patient  on  the  operating  table  a  few  intra- 
laryngeal  applications  of  a  15  per  cent  solution  of  cocain  hydro- 
chlorate  were  made.  Then  about  20  minims  of  a  one  per  cent  solu- 
tion of  novocain  and  adrenalin  were  injected  intradermatically  in 
the  median  line,  i.  e.  line  of  incision.  The  patient  was  then  placed 
in  the  Trendelenburg  position  to  prevent  aspiration  of  blood  into 
the  lungs. 

The  incision  was  begun  in  the  median  line  over  the  cricoid  car- 
tilage, dividing  the  tissues  layer  by  layer,  leaving  a  small  bridge 
between  the  wound  and  the  tracheotomy  orifice. 

After  tying  the  bleeding  vessels,  a  mattress-suture  of  catgut  was 
placed  on  each  side  of  the  severed  thyroid  gland.  The  tracheotomy 
tube  was  removed  and  the  opening  of  the  trachea  and  larynx  was 
completed  with  Jackson's  turbinotome  by  inverting  the  turbinotome 
and  placing  the  lowej:  blade  into  the  tracheal  orifice,  being  careful 
to  keep  in  the  median  line  and  to  hold  the  lower  blade  firmlv 
against  the  parts  to  be  severed.  The  larynx  was  then  laid  open 
with  one  incision. 

The  moment  the  wound  was  laid  open,  two  assistants  quickly  re- 
tracted each  side  of  the  wound  to  prevent  the  aspiration  of  blood 
into  the  lungs. 

On  inspection  the  stenosis  was  readily  seen  and  consisted  of  an 
extensive  mass  of  cicatrical  tissue,  just  below  the  cords,  extending 
down  the  posterior  wall,  over  the  body  of  the  cricoid  cartilage.  The 
posterior  wall  was  incised  in  the  median  line  down  to  the  cricoid 
cartilage,  through  the  scar  tissue,  exercising  care  not  to  cut  too 
deep  above  the  cricoid  cartilage,  as  the  anterior  esophageal  wall  is 
quite  soft  in  this  region  and  situated  immediately  posteriorly.  The 
mucosa  was  then  sutured  to  the  skin  on  both  sides. 

A  dilating  drain  tube  was  put  in  place  beginning  with  number 
22  French  soft  rubber  catheter-,  the  lower  end  being  cut  obliquely 
so  it  would  rest  on  the  tracheotomy  tube  below.  The  ends  were 
made  smooth  by  burning  the  cut  edges  over  an  alcohol  lamp.  A 
gauze  plug  was  sutured  in  the  upper  end  of  the  tube.  This  tube 
should  extend  above  the  cords  and  as  high  as  the  closure  of  the 
epiglottis  will  permit. 

The  proper  length  of  the  tube  was  established  by  passing  the 
finger  through  the  mouth  and  feeling  the  upper  end  of  the  tube. 
To  retain  this  tube  in  place,  a  suture  was  run  through  the  tube  lat- 
terly, about  one  half  inch  above  where  the  oblique  end  rested  upon 
the  tracheotomy  tube,  and  the  thread  on  each  side  tied  to  the  tape 
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plate.     Before  inserting  the  dilating  drain-tube,  it  should  be  well 
anointed  with  sterile  vaseline,  placing  the  upper  end  first. 

Fearing  that  the  lower  oblique  portion  of  the  dilating  drain-tube 
might  not  rest  on  the  tracheotomy  tube  below,  but  escape  to  one 
side,  Furner's  method  was  used,  i.  e.,  after  cutting  a  hole  in  the 
lower  anterior  portion  of  the  dilating  drain-tube,  squaring  lower 
end,  the  tracheotomy  tube  was  passed  down  through  the  opening 
made.  In  case  the  drain-tube  does  not  fit  snugly,  a  silk  suture  may 
be  passed  through  and  tied  to  the  tape  plate  of  the  tracheotomy 
tube  to  prevent  it  from  escaping  into  the  lungs. 


Figrure   1    shows    tracheotomy   orifice,    in   which    sUver   canula   was   worn, 
during:  the  sixteen  years  the  patient  was  unable  to  breathe  through  larynx. 


It  is  well  to  have  two  tracheotomy  tubes  with  dilating  drain-tube 
attachments  ready,  so  that  when  one  is  removed  the  other  can  be 
replaced  immediately.  Before  placing  the  dilating  drain-tube,  it  is 
advisable  to  have  patient  cough  in  order  to  expel  the  secretions 
from  the  lungs. 

The  tubes  were  changed  every  twenty- four  to  forty-eight  hours. 
At  first  the  external  dressings  were  changed  every  three  to  four 
hours.     They  were  moistened  with  bichlorid  of  mercury,  i-io,ooo 
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at  first,  and  later  with  normal  saline  solution,  as  the  parts  became 
slightly  inflamed.  These  gauze  dressings  were  laid  across  the  neck 
with  the  cut  edges  inverted;  the  first  layer  may  be  anointed  with 
sterile  vaseline  and  tucked  into  and  over  the  inserted  tube.  Upon 
this  a  small  role  of  gauze  is  placed  in  the  wound,  which  assists  in 
keeping  the  edges  apart.  It  became  necessary  to  touch  up  some 
granulations  on  the  edges  of  the  wound  with  silver  nitrate. 

The  writer  agrees  with  Doctor  Chevalier  Jackson,  who  said  that 
the  hardest  part  of  the  after-treatment,  to  those  who  have  had  little 
or  no  experience,  is  the  proper  selection  and  manipulation  of  the 
dilating  drain-tube. 


Figure  2  shows  primary  steps  in  plastic  operation. 


The  only  complication  in  this  case  was  a  sloughing  of  the  cricoid 
cartilage  on  the  twenty-sixth  day  after  the  operation,  when  a  swell- 
ing of  the  tissues  in  the  region  of  the  cricoid  cartilage  was  noticed. 
Dilation  pressure  was  lessened.  Three  days  later  it  was  evident 
that  a  softening  or  sloughing  of  the  cricoid  cartilage  was  unavoid- 
able. Two  small  openings  were  made,  one  on  each  side  of  the 
posterior  wall,  extending  down  to  the  lower  edge  of  the  body  of 
the  cricoid  cartilage,  for  drainage  purposes,  and  removal  of  small 
portions  of  cartilage  as  they  became  loosened.  Covering  a  period 
of  about  six  weeks,  these  cavities  were  cleansed,  and  in  order  to 
maintain  and  insure  free  drainage,  a  small  wick  of  gauze  alternat- 
ing with  rubber  dam  was  inserted  loosely  into  each  opening,  and 
dressings  changed  three  times  daily. 
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After  the  sloughing  was  over,  the  two  small  openings  closed,  and 
in  a  short  time  the  posterior  wall  was  perfectly  smooth  and  no  scar 
or  trace  of  the  openings  could  be  seen.  During  the  sloughing  of 
the  cricoid  cartilage,  the  patient  wore  a  smaller  dilating  tube  than 
could  have  otherwise  been  worn ;  there  was  no  rise  of  temperature ; 
appetite  good  :  slept  well. 

On  April  15,  i.  e.,  four  months  and  five  days  after  the  operation, 
instead  of  allowing  the  drain-tube  to  extend  one  half  inch  above 
the  vocal  cords,  it  was  cut  so  that  the  upper  end  of  the  drain- 
tube  rested  one-half  inch  below  the  vocal  cords.  The  lower  end 
rested  on  the  tracheotomy  tube  below,  and  was  stayed  to  the 
tracheotomy  tube  by  silk  cord.    The  object  of  this  was  to  spare  the 


Figure   3   shows   suturing  in   inner  layer   of   plastic   operation. 


vocal  cords  all  unnecessary  pressure.  This  was  mor.e  comfortable 
to  patient,  and  in  every  way  seemed  more  satisfactory.  A  good 
view  of  vocal  cords  could  be  had  from  below. 

Three  or  four  times  during  the  seven  months  this  method  was 
used ;  a  slight  swelling  and  irritation  was  noticed  where  the  upper 
end' of  the  tube  rested.  Each  time  the  use  of  the  short  tube  was 
temporarily  discontinued  and  a  smaller  and  longer  tube  was  used 
for  a  few  days.  After  the  tissues  looked  normal"  the  short  tube  was 
again  used. 

Sargnon  and  Barlatier  advise  excision  of  the  cicatricial  obstruct- 
ing tissues  in  cases  of  limited  amount  of  tissue  and  instead  of  plac- 
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ing  a  dilating  drain-tube,  pack  the  cavity  with  sterile  vaseline  gauze. 

The  excision  method  is  no  doubt  ideal  in  cases  of  limited  amount 
of  cicatrical  tissue  and  especially  in  those  cases  where  the  same  has 
not  existed  too  long. 

As  weeks  and  months  passed,  in  the  treatment  of  this  case,  it 
was  more  evident  that  the  open  method  used  in  this  case  was  the 
very  best  and  surest  way  of  getting  good  results,  as  the  cicatricial- 
tissue  was  considerable  in  amount  and  was  not  confined  to  a  small 
area.  Even  had  the  cicatricial  tissue  been  limited  in  amount,  in  this 
case,  the  excision  method  would  still  have  been  impracticable  as 
the  chronicity  of  the  case,  i.  e.,  the  long  period  of  non-use  of  the 
larynx  and  trachea  had  caused  a  general  narrowing  of  the  trachea 


Figure  4  shows  suturing  of  outer  layer  of  plastic. 


below  the  cicatricial  tissue;  and  where  the  small  silver  cannula, 
through  which  the  patient  breathed  for  so  long,  rested,  two  folds, 
one  on  either  side  of  the  cannula,  had  formed  and  the  instant  the 
cannula  was  left  out,  the  two  folds  would  close. 

As  stated  above,  the  selection  of  the  proper  increasing  dilating 
drain-tube  was  the  hardest  part  of  the  after-treatment.  The  size 
of  dilating  tube  was  gradually  increased  from  22  French  soft  rub- 
ber catheter  to  size  36  French  soft  rubber  catheter. 

Before  closing  the  external  wound  by  plastic,  dilating  drain-tube 
was  left  out  and  the  pathological  field  carefully  inspected  for  a  pe- 
riod of  four  weeks.  When  dilating  drain-tube  was  out,  the  wound 
was  closed  by  wide  strips  of  zinc  oxid  adhesive,  which  were  placed 
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across  the  wound  in  such  a  manner  as  would  best  exclude  the  air. 

This  treatment  was  carried  out  for  four  weeks,  replacing  the 
dilating  drain-tube  twice  during  that  time.  The  reason  for  re- 
placing the  dilating  drain-tube  was  because  of  the  accumulation  of 
mucus,  which  would  collect  and  dry  in  considerable  amount  in  and 
about  the  wound.  At  the  end  of  four  weeks,  no  special  change  iti 
the  wound  was  observed. 

Hence  on  November  2,  191 1,  nine  months  and  twenty-two  days 
after  doing  the  primary  operation,  the  external  wound  was  closed 


Figrure  5;  present  appearance  of  exterior  of  healed  plastic 

by  plastic.  First  incision  through  the  skin  from  A.  to  B.  The  in- 
ner edge  of  the  skin  was  dissected  back  to  mucous  membrane.  The 
outer  edges  of  the  skin  was  dissected  back  one  half  inch.  Second 
incision  through  the  skin  from  C.  to  D.  Same  dissection  as  on  the 
left  side  with  the  exception  that  the  dissection  of  the  outer  edge 
was  carried  back  one  inch.  By  inverting  inner  right  hand  flap  and 
suturing  same  to  inner  flap  on  left  side,  and  by  drawing  the  two 
outer  flaps  together  in  the  median  line  and  suturing  from  top  to 
bottom,  a  small  opening  was  left  below,  in  which  was  placed  a 
small  gauze  wick  for  drainage. 
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The  wound  healed  promptly  and  nicely  with  the  exception  of  the 
small  opening  where  the  gauze  wick  was  placed.  This  opening 
was  closed  by  a  small  plastic,  four  weeks  later. 

At  intervals  of  one  to  three  weeks  after  doing  the  plastic,  soft 
rubber  bougies  were  passed  up  to  the  first  of  last  June.  It  was  not 
urgent  at  any  time,  but  the  patient  experienced  a  slight  difficulty 
in  breathing,  due  mainly  to  the  accumulation  of  mucus,  which 
seemed  to  form  occasionally.  Since  June  i,  the  patient  has  not  re- 
ceived any  treatment  and  fortunately  has  not  experienced  any 
trouble  in  breathing.    She  has  a  low,  but  fairly  strong  voice. 

Summary:  Patient  contracted  diphtheria  January  5,  1895.  ^^' 
tubated  January  11,  1895.  Low  tracheotomy  was  performed  March 
12,  1895.  Being  unable  to  breathe  through  larynx  and  trachea, 
the  patient  wore  silver  cannula  sixteen  years.  Primary  operation 
January  10,  191 1.  Cricoid  cartilage  began  to  slough  February  5, 
191 1.  Six  weeks  later  sloughing  was  over  and  trachea  was  look- 
ing fine  and  smooth.  Patient  discharged  from  Hospital  April  11, 
191 1.  Closed  wound  by  plastic  November  2,  191 1.  To  date,  (Feb- 
ruary I,  1913),  patient's  health  is  perfect;  breathing  normal;  has 
gained  in  weight ;  voice  low,  but  strong. 

Metropolitan  Building. 


Otorrhea  of  Twenty  Years'   Duration  Cured  by  Surgical  lnter= 
ference  Combined  with  the  Use  of   Wright's  4. Vaccine.     J. 

Laboure,  Reiue  hehd.  de  LaryngoL,  March  29,  1913. 
This  is  the  first  time  that  the  author  has  used  the  Wright's  vac- 
cine commonly  used  in  England.  There  are  two  kinds :  the  mixed 
vaccine  prepared  from  the  staphylococcus,  streptococcus  and  gono- 
coccus,  and  the  auto-vaccine  made  from  cultures  of  the  microbes 
found  in  the  patient.  The  latter  has  a  much  greater  specificity  and 
gives  a  much  more  active  effect.  In  the  cases  described,  the  auto- 
vaccine  alone  proved  active,  four  injections  being  used. 

SCHEPP^GREEL. 


REMARKS    AND    RESULTS   ON    TWENTY   CASES   OF    LAR- 
YNGEAL DIPHTHERIA  REQUIRING  TRACHEOTOMY.^ 

DR.  C.  K.  PURCELL,  PADUCAH,  KY, 

In  looking  over  the  medical  literature  there  appears  such  an  end- 
less array  of  successful  cases,  that  one  is  inclined  to  believe  himself 
a  victim  of  uncontrollable  circumstances  when  he  has  cases  that  do 
not  go  in  accord  with  such  reports.  I  want  to  reverse  this  order  of 
procedure  if  for  no  other  reason  than  to  emphasize  the  early,  care- 
ful and  persistent  treatment  of  laryngeal  diphtheria. 

Before  I  started  on  this  report  I  asked  one  of  our  Teading  and 
most  careful  surgeons  what  had  been  his  results  in  tracheotomy  for 
laryngeal  stenosis  from  diphtheria,  and  he  instantly  remarked,  "100 
per  cent  fatality."  I  asked  other  surgeons,  equally  careful  and  suc- 
cessful, about  these  conditions,  and  their  fatalities  have  also  been  the 
same  in  all  the  cases  operated  on.  All  of  the  men  in  Paducah  who 
do  throat  work  exclusively  and  with  whom  I  have  talked  tell  me  the 
same  story.  All  the  cases  I  have  heard  of  where  tracheotomy  has 
been  done  with  the  exception  of  one,  in  the  class  of  cases  I  mention 
and  by  men  who  essay  to  do  special  work,  have  terminated  fatally. 
The  exception  noted  was  a  child  tracheotomized  by  Dr.  Warwick 
M.  Cowgill,  formerly  of  Paducah  but  now  of  Lincoln,  Nebraska. 
I  did  not  get  the  particulars  in  this  instance  nor  did  I  write  to  Dr. 
Cowgill,  but  one  of  our  physicians  here  mentioned  the  fact  that  he 
was  with  Dr.  Cowgill  in  this  case  and  that  it  recovered.  He,  as 
well  as  others,  may  have  successfully  tracheotomized  patients  for 
so-called  "croup,"  but  I  have  not  heard  of  it.  I  made  a  special  point 
to  inquire  the  final  outcome  in  every  case  I  could  hear  of  in  this 
locality  where  tracheotomy  had  been  done,  in  order  to  compare 
results  with  mine. 

At  one  time  I  was  so  thoroughly  disgusted  with  the  final  outcome 
of  these  cases,  even  though  they  all  would  have  died  without  the 
operation  and  even  though  I  saved  one  in  five,  that  I  refused  to  go 
when  asked,  but  kept  up  with  the  termination  of  the  cases  when 
operated  on  by  other  men,  wliich,  as  I  have  before  said  was  always 
fatal.  I  saw  a  case  with  a  brother  practitioner  and  I  opposed  tra- 
cheotomy when  the  child  should  have  been  given  the  advantage  of 
the  operation, 

*Read  before  the  Southern  Section  of  tlw  Triologlcal  .Society,  New- 
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My  own  experience  with  tracheotomy  as  applied  for  the  relief 
of  profound  dyspnea  incident  to  laryngeal  diphtheria  has  been 
twenty  cases,  and  out  of  these  I  have  four  children  living — a  mor- 
tality of  80  per  cent. 

There  are  several  questions  that  naturally  suggest  themselves, 
among  which  are :  What  v/as  the  cause  of  the  high  death-rate  ?  Was 
death  due  in  every  case  either  in  part  or  wholly,  to  the  operation, 
or  were  there  other  contributing  factors?  If  death  was  due  to  the 
operation,  could  not  the  technic  be  so  revised  as  to  overcome  this 
fault?  Why  was  it  necessary  to  tracheotomize  twenty  children? 
Why  not  intubate?  What  bearing  do  the  nursing  and  after-care 
have  on  the  successful  outcome  of  tracheotomies?  And  finally,  what 
would  have  been  the  result  in  these  twenty  cases  had  tracheotomy 
not  been  done? 

In  the  first  place,  I  would  have  you  bear  in  mind  that  these  were 
the  very  worst  cases  we  met,  most  of  which  were  far  removed 
from  medical  access,  and  the  greater  number  might  be  classed  as 
neglected  cases.  Seven  or  eight  years  ago  diphtheritic  antitoxin 
was  not  so  universally  used,  and  I  found  several  practitioners  who 
would  not  administer  it  under  any  circumstances.  I  believe  that  the 
operation  per  se  was  in  no  case  the  cause  of  death,  because  all  were 
distressingly'  dyspneic  and  moribund,  and  there  would  have  been 
twenty  deaths  instead  of  sixteen  had  the  operation  not  been  done. 

In  only  two  cases  did  the  opening  in  the  trachea  fail  to  supply 
sufficient  air.  In  these  two  instances,  the  diphtheritic  membrane 
had  formed  low  down  in  the  trachea  and  not  having  at  hand  the 
extra  long  tubes,  both  children  died  without  any  benefit  from 
tracheotomy.  I  should  also  add  that  in  most  cases  intubation  had 
been  previously  performed. 

It  is  significant  to  note  that  those  that  recovered  were  the  old-est 
ones  operated  on — G  to  9  years  old.  The  reason  I  assign  for  the 
oldest  ones  recovering  is  that  their  treacheas  were  better  educated 
to  throw  ofif  the  secretions  and  exfoliated  membranes,  and  the 
physiological  activities  of  the  cough-reflex  more  fully  developed. 
It  is  a  well-known  fact  that  very  sick  children,  exhausted  from 
long  carbonic  acid  poisoning  are  unable  to  throw  ofif  the  abundant 
and  excessive  secretions  from  the  trachea  and  bronchi,  and  unless 
relief  comes,  they  all  die.  As  a  child  grows  and  develops  equilibrium 
and  co-ordination,  learns  to  interpret  positions  (orientation),  it  also 
develops  the  cough-reflex  and  the  power  of  forcibly  throwing  off 
the  secretions  by  expiratory  blasts.  An  infant  cannot  blow  the 
secretions  from  the  nasal  passages,  nor  can  it  expectorate.  I  have 
seen,  as  all  of  you  have,  the  trachea  full  of  secretions  and  the  child 
made  no  demonstrable  effort  of  ridding  itself  of  them. 
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An  indispensable  aid  in  operations  on  the  trachea  is  a  nurse  spec- 
ially trained  and  fitted  for  such  work.  It  has  been  very  annoying 
to  me  after  doing  a  tracheotomy  with  an  immediate  improvement 
in  the  child's  condition  in  every  way,  to  hear  after  twenty- four  or 
forty-eight  hours  that  the  parents  who  acted  as  nurses,  let  the  tube 
stop  up  with  dried  secretions,  with  the  consequent  loss  of  the  child. 
For  obvious  reasons,  this  operation  cannot  be  done  in  hospitals 
where  correct  nursing  can  be  instituted.  In  small  towns  and  in  the 
country,  the  operation  has  to  be  undertaken  under  the  worst  condi- 
tions so  far  as  cleanliness,  convenience  and  assistance  are  con- 
cerned. I  have  done  more  than  one  tracheotomy  by  the  aid  of  a 
very  poor,  dirty  and  small  coal-oil  lamp  held  by  some  kind  neighbor 
woman.  I  have  arrived  at  the  apparently  completely  asphyxiated 
child  abandoned  by  family  and  friends  as  dead,  and  have  instantly 
opened  the  trachea  without  any  cleanliness  or  anesthetic,  as  the 
child  was  already  anesthetized  by  carbonic  acid  poisoning,  and  have 
been  rewarded  by  saving  a  human  life.  Those  cases  that  recovered 
have  had  the  best  nursing  and  after-attention.  I  myself  have 
stayed  up  more  than  a  whole  night  seeing  to  it  that  secretions  did 
not  fill  up  the  trachea  and  trachea  tube,  and  instructing  those  who 
were  to  nurse  the  child  how  to  free  the  air-passages  of  trouble- 
some secretions. 

It  is  not  my  purpose  to  tire  you  by  an  accumulation  of  routine 
histories.  I  have  selected  from  my  records  a  few  cases  that  illus- 
trate the  features  in  their  management  that  have  been  impressed 
upon  me. 

A  girl,  aged  4,  was  seen  by  me,  twenty  miles  from  Paducah,  with 
a  membranous  formation  in  the  larynx.  Breathing  was  very  diffi- 
cult and  labored;  the  temperature  was  very  slightly  elevated,  and 
the  heart's  function  was  unimpaired.  The  child  was  intubated  and 
full  breathing  was  enjoyed  for  a  few  hours.  Antitoxin  was  sent 
for  but  before  it  could  be  had  and  administered,  slowly  oncoming 
cyanosis  made  it  imperative  to  tracheotomize.  Just  as  soon  as  the 
trachea  was  opened,  the  oxidation  of  the  blood  was  re-established 
and  all  other  symptoms  at  once  improved,  apparently  to  normal. 
After  an  hour's  sleep,  the  child  was  refreshed  and  made  signs  for 
some  toys.  Having  some  pressing  appointments  at  home,  I  could 
not  remain  overnight  to  oversee  the  nursing.  I  instructed  those  in 
charge  how  to  remove  the  tracheal  secretions  and  what  to  do  if 
impending  suffocation  should  occur.  I  then  left  the  patient  with 
every  symptom  normal,  after  administering  anti-toxin,  and  the  out- 
look was  unusually  favorable.  Several  hours  after  tracheotomy  the 
tube  began  to  fill  with  the  secretions,  the  parents  and  friends  be- 
came panic  stricken,  forgot  my  instructions,  and  the  child  suffo- 
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cated.  Here  is  a  child  that  should  have  recovered  with  proper 
nursing  and  the  removal  of  all  excessive  secretions. 

The  first  tracheotomies  were  done  under  chloroform  narcosis, 
and  after  a  few  hours  when  all  conditions  became  rapidly  worse,  1 
could  not  help  but  feel  that  the  anesthetic  was  a  factor  against  the 
successful  outcome  of  the  operation,  so  that  as  more  cases  were 
seen,  I  finally  adopted  the  practice  of  no  general  anesthetic  and 
the  non-use  of  sedations  and  hypnotics.  The  following  case  illus- 
trates this  point : 

A  boy,  aged  6,  was  seen  in  January,  1904.  He  was  so  cyanotic 
and  dyspneic  that  I  pulled  his  head  over  the  edge  of  the  bed  and 
opened  the  trachea  without  even  washing  the  neck  with  soap  and 
water.  The  family  physician  in  charge  was  opposed  to  the  use  of 
anti-toxin,  having  seen  some  deaths  from  its  administration,  and 
therefore  no  diphtheritic  serum  had  been  used.  There  was  an  ex- 
tensive membrane  both  in  the  pharynx  and  lar}Tix  and  I  insisted  on 
the  employment  of  anti-toxin.  The  physician  in  charge  would  not 
agree  to  give  it  and  would  not  oppose  my  giving  it,  so  I  assumed 
responsibility  and  gave  heroic  doses  frequently.  The  greatest  trou- 
ble now  was  in  keeping  the  tracheal  tube  free  of  secretions.  I 
remained  with  the  child  over  two  nights,  overseeing  the  nursing  and 
instructing  those  in  charge  how  to  keep  the  trachea  free  of  secre- 
tions, and  the  child  recovered  rapidly.  You  will  note  this  child  had 
no  anesthetic,  not  even  local. 

If  the  patient  is  certain,  or  at  least  reasonably  certain  to  require 
tracheotomy  and  is  not  too  profoundly  asphyxiated,  it  helps  greatly 
to  use  a  hypodermic  injection  of  cocain  and  adrenalin  at  the  point 
of  incision.  This  is  quite  sufficient  and  the  general  anesthetic  should 
not  at  all  be  permitted  in  these  cases. 

It  has  been,  and  is,  my  custom  in  these  severe  cases  of  laryngeal 
diphtheria  to  give  large  doses  of  anti-diphtheritic  serum,  frequently 
repeated.  At  the  present,  when  there  is  such  a  widespread  custom 
of  giving  immunizing  doses  of  the  serum  to  children  exposed  to 
diphtheria  contagion,  it  might  be  well  to  pause  long  enough  to  see  if 
this  is  the  very  best  practice.  Personally,  I  think  it  is  not.  Why? 
We  know  that  we  can  produce  artificially  in  animals  the  condi- 
tion of  anaphylaxis  by  the  hypodermit  introduction  of  certain  sub- 
stances. We  also  know  this  condition  exists  physiologically  in  man, 
when  it  would  be  very  unsafe  to  administer  a  therapeutic  dose  of 
horse  serum.  That  a  prophylactic  dose  of  serurn  might  sensitize  a 
patient  and  render  a  therapeutic  dose  dangerous  or  even  fatal,  has 
been  proved  by  reports  from  all  parts  of  the  country.  According 
to  one  investigator,  80  per  cent  of  all  serious  accidents  in  the  use 
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of  serum  occur  in  those  who  have  previously  been  inoculated.  I 
always  ask,  before  giving  serum,  if  the  patient  has  ever  been  given 
a  dose.  Knowing  that  every  child  or  person  exposed  to  diphtheria 
will  not  contract  it  and  having  the  utmost  confidence  in  anti-diph- 
theritic serum,  I  prefer  to  wait  till  conditions  develop  sufficiently 
to  warrant  the  use  of  anti-toxin.  Many  sore  throats  with  simple 
ulcers  and  streptococcic  membranes  are  diagnosed  diphtheria  and 
treated  with  anti-toxin,  when,  if  we  depended  more  on  laboratory 
tests,  the  certainty  of  our  diagnosis  would  be  evident  and  more 
positive  therapeutics  employed. 

The  questions  arising  from  the  consideration  of  the  foregoing 
facts  might  be  summarized  in  answering  as  follows : 

The  death-rate  of  neglected  laryngeal  diphtheria — cases  where ^ 
massive  doses  of  anti-toxin  have  not  been  frequently  given — will 
under  the  best  management  continue  to  be  appalling.  If  these  cases 
are  seen  early  and  a  prompt  diagnosis  made,  with  the  consequent 
employment  of  suitable  doses  of  anti-toxin  for  these  cases,  there 
should  scarcely  be  any  need  of  tracheotomy.  The  high  death-rate 
in  my  cases  was  due  to  the  profound  toxemia  induced  by  diphtheria 
and  not  to  the  tracheotomy.  The  proper  technic  to  follow  is  to 
infiltrate  the  tissues  with  a  very  weak  solution  of  cocain  and 
adrenalin,  no  general  anesthetic  permitted,  and  separate  the  muscles 
as  rapidly  as  possible  down  to  the  trachea,  when  it  is  caught  with 
the  tenaculum  and  an  incision  sufficient  to  admit  the  tube  made 
into  it.  When  it  is  impossible  to  know  the  extent  and  location  of 
all  diphtheritic  membranes  into  the  air-passages  and  when  the 
larynx  is  swollen  and  practically  closed  by  deposits,  I  have  always 
urged  that  intubation  should  be  undertaken  only  by  the  most  ex- 
pert, if  even  then  it  is  permissible.  No  one  can  feel  the  air-hole 
and  every  one  is  .liable  to  dislodge  the  membrane  into  this  air- 
passage;  thereby  cutting  oft  all  air  and  rendering  tracheotomy 
imperative,  difficult  and  immediate. 

It  should  be  made  plain  to  the  parents  that  the  best  results  can 
be  expected  only  when  the  tracheotomized  child  is  in  charge  of  a 
day  and  night  nurse,  both  l)eing  competent  to  take  care  of  all  exces- 
sive secretions. 

In  this  series  of  cases,  1  am  most  certain  nothing  short  of  tra- 
cheotomy would  have  saved  the  four  lives,  and  had  the  patients 
been  older,  I  am  equally  sure  there  would  have  been  more  recov- 
eries. 

Since  writing  this,  I  did,  on  February  22,  1912,  a  tracheotomy, 
where  intubation  had  failed.  The  child  was  20  months  old  and 
recovered. 
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GOITER  FROM  THE  STANDPOINT  OF  THE  SPECIALIST.* 

DR.  MARTIN  B.  TINKER,  ITHACA,  N.  Y. 

All  eye,  ear,  throat  and  nose  specialists  are  interested  in  the  gen- 
eral subject  of  goiter,  I  assume,  much  as  I  am  interested  in  a  general 
way  in  your  management  of  the  accessory  sinus  and  eye  condi- 
tions. Certain  eye  and  throat  manifestations  accompanying  goiter 
doubtless  interest  you  and  concern  you  much  more  than  they  do 
me.  It  is  unlikely  that  i  am  capable  of  presenting  these  goiter  ques- 
tions as  they  most  concern  the  specialist,  but  it  will  be  my  effort  to 
present  data  specially  concerning  the  relation  of  goiter  to  the  eye 
and  throat  which  I  have  collected  from  observation  of  several  hun- 
dred cases  during  the  past  ten  years,  together  with  a  few  facts  re- 
garding the  results  of  partial  thyroidectomy  and  the  many  stage 
operation  which  I  hope  may  have  some  interest  for  you.  This  will 
at  least  serve  to  introduce  the  subject  for  discussion,  and  I  antici- 
pate gaining  far  more  information  regarding  the  relation  of  goiter 
to  the  field  of  the  specialist  than  I  can  possibly  hope  to  bring  to  you. 

Occurrence  and  importance  of  eye  symptoms:  In  my  experi- 
ence eye-symptoms  have  been  the  latest  to  develop  of  any  of  the 
typical  symptoms  of  exophthalmic  goiter.  In  the  average  case  cir- 
culatory symptoms  are  apt  to  appear  earliest,  nervous  manifestations 
simultaneously  or  a  little  later,  Avhile  the  characteristic  eye-symptoms 
appear  only  after  the  disease  is  well  established.  Bulging  of  the 
eye-ball  and  widening  of  the  palpebral  slit  is  usually  the  first  symp- 
tom to  attract  the  notice  of  the  patient.  Exophthalmos  has  oc- 
curred in  23  per  cent  of  the  cases  which  have  come  under  my  ob- 
servation. Failure  of  the  upper  lid  to  follow  the  eye-ball  in  its 
downward  movement  occurs  in  8  per  cent  of  cases ;  sluggish  reac- 
tion of  the  pupil  to  accommodation  is  noted  in  14  per  cent ;  lack  of, 
or  imperfect  convergence  is  seen  in  12  per  cent ;  and  frequent  wink- 
ing in  14  per  cent.  Any  one  or  all  of  these  symptoms  may  occur 
.before  there  is  very  noticeable  exophthalmos.  The  presence  of  any 
of  the  eye-symptoms  is  suggestive  and  helpful  in  cases  in  which  the 
diagnosis  is  doubtful.  In  connection  with  these  statistics,  several 
questions  must  occur  to  every  thoughtful  man.  What  causes  the 
exophthalmos?  There  are  many  theories  but  few  facts,  and  no 
explanation  that  is  entirely  convincing.  Why  are  one  or  two  char- 
acteristic eye-symptoms  associated  in  one  case  and  other  character- 

•Read  by  invitation  ,at  the  annual  meeting  of  the  American  Academy 
of  Ophthalmology  and  Oto-LAryngol.,  Niagara  Falls,  August  20,   1912. 
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istic  symptoms  lacking?  Has  this  any  significance  or  has  it  not? 
vSo  far  as  I  have  been  able  to  observe,  the  eye-symptoms  are  not 
associated  with  any  degree  of  regularity.  What  is  the  significance 
of  the  eye-symptoms  as  regards  the  entire  clinical  picture?  What, 
if  anything,  should  we  do  about  it? 

The  disfigurement  of  extreme  exophthalmos  is  the  symptom  which 
distresses  many  patients,  especially  young  women,  more  than  any 
other  symptoms.  The  deformity  is  especially  noticeable  when  it  is 
unilateral,  as  has  been  the  case  with  five  of  my  patients. 

Severe  pain  was  complained  of  in  only  a  few  cases.  Moderate 
pain  is  of  frequent  occurrence,  being  mentioned  in  about  ten  per  cent 
of  cases.  Conjunctivitis  is  of  common  occurrence,  but  fortunately 
it  is  not  very  acute  in  the  majority  of  cases.  Small  corneal  ulcers 
are  by  no  means  infrequent  and  obstinate,  bad  ulcers  injury ing  the 
eye  have  occurred  in  three  of  my  cases.  Exophthalmos,  which  is 
not  extreme  and  not  of  long  standing,  almost  invariably  disappears 
after  thyroidectomy.  Extreme  exophthalmos,  especially  if  it  has 
been  present  for  a  long  time,  is  one  of  the  most  obstinate  of  the 
classical  symptoms  of  goiter.  About  fifty  per  cent  of  my  patients 
in  whom  the  deformity  was  great,  have  been  permanently  relieved 
of  the  deformity  through  thyroidectomy.  Where  there  is  about 
equal  bilateral  enlargement  of  the  thyroid  and  only  one  side  is  re- 
moved, the  eye  on  the  side  operated  on  occasionally  returns  to  nor- 
mal, while  the  eye  on  the  opposite  remains  quite  prominent.  This 
has  occurred  in  four  of  my  cases.  In  such  cases  symptoms  have 
also  persisted  which  seem  to  demand  further  reduction  in  the  size 
of  the  gland,  after  which  the  prominent  eye  has  gone  back  to  match 
that  of  the  opposite  side. 

In  the  treatment  of  exophthalmos,  three  operative  procedures  de- 
serve mention.  Resection  of  the  superior  ganglion  of  the  cervical 
sympathetic,  osteoplastic  resection  of  the  outer  wall  of  the  orbit, 
and  the  simple  operation  of  tarsorraphy.  Resection  of  the  sym- 
pathetic ganglion  has  been  very  highly  recommended  by  Jennesco 
and  Jaboulay,  but  it  has  not  come  into  general  favor  with  the  sur- 
geons who  have  had  the  largest  experience  in  the  treatment  ot 
exophthalmic  goiter.  It  is  possible  that  benefit  sometimes  results 
from  this  procedure,  but  even  the  cuts  illustrating  the  patient's 
condition  before  and  after  operation  in  certain  of  Jennesco's  articles 
are  not  convincing.  The  operation  certainly  offers  no  special  diffi- 
culties to  the  surgeon  familiar  with  the  surgery  of  the  neck,  but  the 
results  thus  far  do  not  encourage  its  recommendation  in  the  average 
case.    Kocher  states  that  it  has  been  abandoned. 
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Resection  of  the  outer  wall  of  the  orbit,  as  Hrst  recommended  by 
Kroenlein,  offers  the  only  prospect  of  relief  in  case  there  is  bulging 
caused  by  a  tumor  back  of  the  eye-ball.  The  incision  used  by  Kroen- 
lein is  disfiguring,  the  danger  of  paralysis  of  important  filaments  of 
the  facial  nerve  is  great,  the  exposure  of  the  posterior  part  of  the 
orbit  is  not  as  satisfactory  as  can  easily  be  secured  by  other  inci- 
sions, and  splintering  of  the  frail  bones  about  the  orbit  is  certain 
to  follow  the  use  of  a  chisel  in  forming  the  osteoplastic  flap  as  was 
originally  shown.  The  incision  recommended  by  Kocher  has  many 
advantages  over  the  original  of  Kroenlein.  In  a  recent  article  I 
have  given  the  results  of  rather  cafeful  study  of  the  anatomy  and 
technic  of  this  operation.  By  placing  the  incision  in  the  eye-brow 
and  the  line  of  the  wrinkles  radiating  from  the  outer  canthus  of  the 
eye  it  is  possible  to  avoid  an  ugly  scar  and  injury  to  the  facial  nerve. 
Division  of  the  angular  process  of  the  superior  maxillary  and  the 
frontal  bones  by  the  use  of  the  Gigli  saw  avoids  shattering  the  bones, 
and  gives  a  much  more  satisfactory  exposure.  Those  interested  in 
this  subject  I  would  refer  to  The  Journal  of  the  American  Medical 
Association,  1912,  Vol.  LIX,  page  989. 

The  simple  operation  of  tarsorraphy  is  all  that  is  needed  consid- 
erably to  relieve  deformity  and  to  prevent  serious  injury  of  the  eye 
from  exposure  in  a  number  of  the  less  extreme  cases  of  exophthal- 
mos. 

Occasionally  failure  of  vision  and  temporary  blindness  occur  as 
the  result  of  pressure  of  a  large  goiter,  as  was  very  strikingly  seen 
in  a  case  operated  on  by  my  former  associate.  Dr.  Prince.  Turning 
the  head  to  one  side  caused  complete  blindness,  which  was  relieved 
immediately  when  the  head  was  turned  back ;  it  was  probably  caused 
by  interference  with  the  circulation.  Occasionally  temporary  blind- 
ness not  caused  by  pressure  is  noted,  being  mentioned  by  two  of  my 
patients. 

Ear  symptoms  are  relatively  very  infrequent  in  my  experience. 
Three  of  my  patients  have  complained  of  very  severe  neuralgic  pain 
in  the  ear.  This  was  probably  caused  by  pressGre  on  the  branches 
of  the  cervical  plexus  or  the  nerve-trunks  forming  it.  During  the 
operation  of  thyroidectomy  under  local  anesthesia,  the  patients  fre- 
quently complain  of  severe  pain  in  the  ear,  when  the  upper  pole  of 
the  gland  is  being  isolated,  the  vessels  clamped  and  tied ;  also  fre- 
quently when  clamps  are  applied  to  the  sterno-hyoid  and  sterno- 
thyroid muscles,  as  they  usually  are  before  division  in  order  to  ex- 
pose the  gland.  It  has  occurred  to  me  that  this  pain  might  come 
from  tension  on  the  stylo-hyoid  muscles  and  the  stylorhyoid  liga- 
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ment.  which  are  in  close  relation  to  the  Eustachian  tube.  Similar 
transitory  pains  in  the  ear  have  been  noted  by  several  of  my  pa- 
tients. Partial  deafness  which  has  cleared  up  after  operation  was 
noted  in  one  case. 

Throat  symptoms  occur  as  the  definite  result  of  pressure  in  a 
very  large  majority  of  the  cases  that  I  have  seen.  A  growth  need 
not  necessarily  be  very  large  to  produce  serious  symptoms,  provided 
it  is  located  in  the  right  place.  The  intra-thoracic  and  plunging 
goiters,  compressing  trachea  arid  great  vessels  of  the  neck  within 
the  bony  ring  formed  by  the  sternum  and  ribs  in  front  and  laterally, 
and  the  vertebrae  behind,  are  most  certain  to  cause  trouble.  In 
nearly  one-third  of  my  cases  the  growths  have  extended  below  the 
level  of  the  clavicle,  in  many  cases  as  far  as  it  was  possible  to  reach 
with  the  finger,  and  this  considered,  it  seems  remarkable  that  so 
few  serious  results  of  pressure  occur.  In  a  recent  case  a  trouble- 
some goiter  the  size  of  a  large  goose-egg  was  tethered  just  below 
the  aperature  of  the  thorax  by  elongated  and  tortuous  superior  thy- 
roid vessels,  and  only  appeared  in  the  neck  on  swallowing.  In  an- 
other case  a  large  growth  was  constricted  and  grooved  deeply  by  the 
first  rib,  the  surface  protected  by  a  well-developed  bursa  and  the 
constriction,  giving  a  somewhat  dumb-bell  shape.  Both  patients 
made  satisfactory  recoveries  and  have  had  entire  relief.  The  origin 
of  these  forms  of  goiter  is  perhaps  best  explained  by  Kocher.  A 
nodule  developing  in  the  inferior  horn  encounters  less  resistance  to 
the  surrounding  parts  when  it  grows  downward  behind  the  manu- 
brium, may  produce  direct  pressure  on  the  trachea  and  marked  dys- 
pnea; more  frequently  it  may  grow  behind  the  sterno-hyoid,  sterno- 
thyroid and  sterno-cleido-mastoid  muscles,  displacing  the  trachea 
backward  and  to  the  other  side  and  extend  in  the  opening  of  the 
thorax  in  the  form  of  intra-thoracic  goiter.  The  extension  of  such 
a  tumor  into  the  thorax  is  aided  by  two  factors.  In  the  first  place, 
the  thyroid  gland  moves  downward  during  inspiration  and  is  sucked 
into  the  thorax  during  deep  inspiration ;  in  the  second  place,  the 
gland  is  forced  into  the  thorax  when  the  head  is  inclined  forward. 
At  first  a  deep  goiter  moves  up  and  down  with  every  inspiration, 
but  when  it  extends  underneath  the  first  rib,  having  passed  the  nar- 
rowest portion  of  the  thorax,  it  finds  more  room  and  the  goiter  con- 
tinues to  grow.  A  constriction  is  formed  at  the  level  of  the  upper 
opening  of  the  thorax.  When  the  goiter  has  reached  this  stage  it 
no  longer  escapes  from  the  thorax  except  during  forced  respira- 
tion, during  deglutition  and  especially  during  cough,  so-called  goitre 
plongeant,  diving  or  plunging  goiter  of  the  French.  With  the  fluoro- 
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scope  the  tumor  can  be  seen  to  rise  during  deglutition,  A  skiagraph 
shows  a  distinct  shadow  with  a  characteristic '  round  border  with 
convexity  forward.  An  intra-thoracic  goiter  may  attain  enormous 
dimensions.  It  usually  grows  on  one  side,  depending  on  the  starting- 
point  and  rather  more  in  front  and  to  one  side  of  the  trachea,  ex- 
tending downward  into  the  anterior  mediastinum,  where  it  is  usually 
placed  in  front  of,  rarely  behind,  the  innominate  artery  and  arch 
of  the  aorta.  The  position  is  also  determined  by  inspection  and 
palpation. 

With  the  diffuse  forms,  especially  the  soft,  follicular  and  par- 
enchymatous goiters,  when  the  tumor  is  not  large  and  the  muscles 
of  the  neck  are  strongly  developed,  the  patients  are  often  unaware 
of  the  growth,  and  the  functional  symptoms,  which  chiefly  attract 
attention,  are  referred  to  a  great  variety  of  causes  and  often  treated 
accordingly.  In  cases  in  which  it  is  difficult  to  feel  the  goiter,  the 
examiner  must  never  neglect  to  have  the  patient  cough,  as  this  ren- 
ders the  tumor  much  more  distinctly  visible  and  palpable.  Diving 
and  plunging  (retro-sternal)  goiter  often  can  be  seen  or  felt  only 
when  the  patient  coughs,  and  intra-thoracic  tumors  are  often  ren- 
dered much  more  distinctly  palpable. 

As  Kocher  states,  dyspnea  may  be  produced  by  pressure  on  the 
trachea ;  this  is  by  far  the  most  frequent  form.  It  may  be  produced 
secondarily  by  pressure  on  the  blood-vessels  and  consequent  dis- 
turbance of  the  circulation ;  and  by  pressure  on  the  recurrent  nerve 
and  paralysis  of  the  laryngeal  muscles,  which  is  rare  in  ordinary 
goiter.  It  may  be  constant  or  paroxysmal  and  is  increased  by  exer- 
tion ;  in  the  begnming  it  is  present  only  during  exertion  but  is  in- 
creased .with  greater  need  of  air.  When  the  lumen  of  the  trachea 
is  greatly  narrowed,  especially  when  the  pressure  is  circumscribed 
and  unilateral,  loud  whistling  inspiration  and  expiration  result,  the 
characteristic  tracheal  stridor.  When  the  trachea  is  greatly  con- 
stricted, certain  positions  of  the  head  cause  complete  closure  of  the 
lumen  of  the  trachea ;  sudden  pressure  from  without  or  sudden  exer- 
tion may  produce  attacks  of  asphyxia.  This  is  particularly  apt  to 
occur  when  there  is  catarrh,  which,  owing  to  the  diminution  in  the 
lumen  of  the  trachea,  is  apt  to  become  chronic. 

In  the  examination  of  a  goiter  it  is  important  to  note  the  influence 
■on  the  respiration  of  pressure  applied  to  different  portions  of  the 
tumor.  In  this  way  that  portion  of  the  goiter  which  exerts  the 
greatest  pressure  can  usually  be  recognized  (Kocher),  In  the  case 
of  large  goiters,  which  cause  considerable  displacement  of  the  tra- 
chea, it  is  found  that  pressure  on  the  sound  side  produces  dyspnea 
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of  greater  intensity,  or  brings  it  on  more  quickly  tlian  pressure  on 
the  diseased  side.  Sometimes  very  sligiit  pressure  on  the  sound 
side  suffices  to  produce  complete  occlusion  of  the  trachea.  In  such 
cases,  swallowing  the  wrong  way,  an  attack  of  violent  cough,  or  a 
hemorrhage  into  the  goiter  may  be  followed  by  sudden  death  from 
asphyxia. 

Another  condition  of  great  gravity  and  of  interest  to  the  laryn- 
gologist  is  the  so-called  saber  trachea.  The  lumen  of  the  trachea  i : 
frequently  narrowed  by  compression  between  two  enlarged  lateral 
lobes,  with  resultant  difficulty  in  breathing.  A  number  of  my  pa- 
tients and  some  of  their  medical  advisers  have  called  the  trouble 
asthma.  Extreme  and  long-continued  bilateral  pressure  may  cause 
absorption  of  the  cartilage  of  the  tracheal  rings  and  collapse  of  the 
trachea  when  the  compressing  growth  is  removed.  In  case  of  intra- 
thoracic growths  with  collapse  of  the  trachea  after  removal,  tra- 
cheotomy is  of  little  avail.  I  have  seen  one  death  from  collapse  of 
the  trachea.  The  difficulty  is  much  more  ea&ily  prevented  by  early 
thyroidectomy  than  treated  after  such  a  serious  complication  arises. 

Hoarseness  and  persistent  cough  are  very  obstinate  symptoms  in 
a  few  cases.  As  regards  the  frequency  of  the  special  throat-symp- 
toms, cough  has  been  noted  in  three-fourths  of  my  cases ;  the  voice 
has  been  more  or  less  aflfected  in  two-thirds ;  there  has  been  some 
difficulty  in  swallowing  in  about  one-third  of  the  cases,  and  more  or 
less  serious  choking  in  one-fourth  of  the  cases.  One  patient  of  mine 
had  coughed  almost  constantly  night  and  day  for  several  weeks  and 
was  in  an  extremely  serious  condition.  By  free  use  of  bromids 
and  opiates,  it  was  possible  to  relieve  her  somewhat  and  put  her  in 
shape  for  ligation  and  the  stage  operation,  after  which  she  made 
satisfactory  recovery.  In  several  such  cases  a  diagnosis  of  tubercu- 
losis of  the  lung  has  been  made  by  the  attending  physician.  In  one 
case,  tuberculosis  actually  co-existed  with  the  goiter,  and  now  after 
a  year  of  over-feeding  and  rest  in  the  open  air,  the  tuberculosis 
seems  quiescent  and  the  patient  is  planning  to  come  for  an  excision 
of  her  goiter  within  a  short  time.  In  cases  up  to  date,  the  persistent 
cough  has  been  entirely  relieved  by  the  operative  treatment  of  the 
goiter. 

As  regards  the  relation  of  goiter  to  the  voice  in  a  considerable 
number  of  patients,  especially  those  who  have  good-sized  goiters,  it 
has  been  shown  that  there  is  paralysis  of  one  vocal  cord  from  pres- 
sure of  the  growth  before  operation.  These  patients  may  speak 
fairly  well  except  when  they  are  over-tired  or  have  some  inflamma- 
tion.   They  will  tell  you  that  they  formerly  used  to  sing,  but  are 
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now  unable  to  do  so ;  that  after  prolonged  use  of  the  voice  they  get 
hoarse  or  that  when  they  have  a  bad  cold  they  are  hoarse  or  lose  the 
voice  entirely.  This  usually  comes  from  pressure,  but  the  decided 
general  mu,scular  weakness,  from  which  almost  all  who  have  been 
long  afi'ected  with  exophthalmic  goiter  sufter,  may  effect  the  vocal 
cords  and  musculature  of  the  larynx. 

In  simple  goiter,  injury  to  the  recurrent  nerve  during  operation, 
followed  by  permanent  hoarseness  is  exceptional.  Temporary 
hoarseness,  on  the  other  hand,  is  frequent,  and  as  a  rule  comes  from 
somewhat  rough  handling  of  trachea  and  larynx,  unavoidable  dur- 
ing operation. 

Injuries  of  single  fibers  or  branches  of  the  recurrent  laryngeal  are 
rare  also ;  the  posterior  crico-arytenoid  muscle  and  inter-arytenoid 
muscle  paralyses  occur  in  isolated  lesions  of  the  posterior  branch 
of  the  nerve,  and  are  observed  only  in  retro-tracheal  goiter.  Kocher 
states  that  paralysis  produced  by  partial  injury  to  the  nerve  causes  a 
permanent  hoarseness,  while  hoarseness  due  to  unilateral  total 
paralysis  of  the  recurrent  may  disappear  by  the  swinging  over  of 
the  healthy  vocal  cord  to  the  paralyzed  side.  Singing,  however,  is 
impossible  in  this  condition.  This  restoration  of  the  voice  does  not 
occur  so  long  as  the  goiter,  which  is  responsible  for  the  paralysis, 
persists,  but  may  occur  after  removal  of  the  goiter,  and  also  after  a 
paralysis  of  the  recurrent,  caused  by  operation.  Paralysis  of  the 
recurrent  increases  in  already  existing  dyspnea,  but  in  itself  does  not 
necessarily  cause  dyspnea  unless  posticus  paralysis'  is  produced. 
Whenever  there  are  signs  that  the  recurrent  nerve  is  involved  in  a 
goiter,  inflammation  or  malignant  change  should  be  suspected. 

Injury  to  the  recurrent  nerve  during  operation  is  easily  avoided 
in  most  cases  by  keeping  away  from  the  dangerous  territory.  The 
goiter  is  first  isolated,  except  the  deep  part  of  the  lower  pole  and 
the  inner  and  posterior  surfaces.  The  isthmus  is  then  divided  and 
the  dissection  carried  down  to  the  inner  border  of  the  trachea,  the 
growth  then  hangs  by  a  small  portion  of  the  capsule  which  is  at- 
tached to  the  trachea  along  the  inner  and  posterior  surface.  By 
dividing  the  capsule  and  separating  the  gland  from  the  capsule  of 
this  small  attached  surface,  injury  to  the  nerve  can  be  certainly 
avoided  in  the  vast  majority  of  cases.  The  nerve  is  in  direct  rela- 
tion with  the  inner  and  posterior  capsule ;  if  this  portion  of  the  cap- 
sule is  left  intact  the  nerve  will  be  uninjured,  except  in  the  case  of 
deep-seated  and  intra-thoracic  goiter,  in  which  there  is  sometimes 
stretching  of  the  nerve  in  bringing  it  up  out  of  the  cavity.  In  case 
of  loss  of  voice  after  operation,  it  would  be  great  comfort  to  the 
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surgeon  to  know  about  the  existence  of  paralysis  of  one  cord  previ- 
ous to  operation,  on  the  diagnosis  of  a  competent  specialist. 

As  is  well  known  by  all  interested  in  the  subject,  there  is,  in  the 
embryo,  thyroid  tissue  extending  from  the  neck  to  the  base  of  the 
tongue.  In  certain  lower  animals  it  always  persists  as  the  thyro- 
glossal  duct,  while  in  man  it  normally  forms  only  a  fibrous  rem- 
nant. In  fully  one-fourth  of  my  cases  some  remainder  of  the 
thyro-glossal  duct  can  be  seen  in  the  neck.  In  a  few.  good-sized 
growths  develop  in  it  high  in  the  neck.  Enlargements  of  the  lingual 
portion  are  exceptional,  although  an  occasional  growth  has  to  be 
removed  from  the  base  of  the  tongue,  and  myxedema  following  re- 
moval of  large  lingual  thyroid  has  been  reported. 

Medical  and  surgical  results  compared:  A  number  of  surgeons 
feel  very  strongly  that  surgical  treatment  should  be  advised  for 
goiter  patients  much  more  frequently  than  is  now  the  case.  In 
order  to  come  to  any  intelligent  decision,  we  should  have  at  hand 
definite  facts  with  regard  to  the  ultimate  results  of  both  medical 
and  surgical  treatment.  Unfortunately,  few  internists  have  fur- 
nished facts  regarding  the  ultimate  outcome  of  patients  who  have 
been  under  their  care.  The  only  definite  figures  which  have  come 
to  my  notice  are  those  reported  by  Kuttner,  who  was  able  to  get 
information  regarding  the  late  results  in  twenty-one  cases  conserv- 
atively treated  at  the  Breslau  Clinics  durvng  eighteen  years.  Two 
died  under  medical  treatment  in  the  clinic ;  three  who  had  been 
medically  treated  died  later  of  heart  failure.  The  total  mortality  in 
these  conservatively  medically  treated  patients  followed  for  fifteen 
years  proved  to  be  35.7  per  cent,  a  figure  as  high  as  the  worst  re- 
sults of  surgical  treatment  in  the  hands  of  inexperienced  operators. 
Of  the  survivors,  not  a  single  patient  considered  herself  cured,  and 
only  one  was  able  to  follow  her  usual  occupation ;  of  the  remainder 
a  few  were  simply  only  improved,  while  a  large  portion  were  very 
much  worse  than  when  their  treatment  was  first  instituted.  It  would 
be  very  interesting  and  a  highly  important  contribution  if  some  of 
our  own  internists  would  follow  up  their  cases  and  give  us  the 
ultimate  outcome  as  has  been  done  by  Kuttner. 

I  have  personal  knowledge  of  eighteen  medical  deaths  from  goiter, 
a  number  nearly  three  times  as  great  as  my  total  fatalities  during  the 
past  seven  years,  in  which  the  great  majority  of  my  cases  have  been 
operated  on.  In  recent  years  the  results  of  surgeons  who  have  had 
considerable  experience  has  greatly  improved,  and  the  number  of 
fatalities  under  medical  treatment  of  which  I  have  knowledge  is 
greater  than  the  total  number  of  fatalities  from  the  clinics  of  Koch- 
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er,  Crile  and  myself  during  the  past  three  years.  At  first  sight  this- 
is  a  pretty  bad  showing  for  medical  treatment  of  goiter,  but  it  is 
quite  possible  that  some  of  our  progressive  men  could  show  much 
more  encouraging  results.  We  all  await  with  much  interest  the 
reports  of  their  ultimate  results. 

Permanent  results:  In  order  to  get  definite  infocmation  about 
the  ultimate  results  in  operation  for  goiter,  I  have  selected  from  my 
card-index  of  patients'  addresses,  100  names  of  patients,  most  of 
whom  live  not  far  distant  from  Ithaca,  and- from  all  of  whom  I 
have  been  able  to  get  very  reliable  information  as  to  their  present 
condition.  There  was  no  intentional  selection  of  these  names,  ex- 
cept to  take  as  large  a  proportion  as  possible  of  those  who  could 
be  actually  examined.  Nearly  one-half  of  my  patients  I  have  seen 
personally;  most  of  them  several  times  following  the  operation. 
Two  of  these  patients  died,  one  a  few  months  after  operation  from; 
apoplexy,  another  three  years  after  operation  from  pneumonia. 
Both  of  these  patients  were  in  good  condition  as  far  as  their  recov- 
ery from  the  goiter  operation  was  concerned.  Of  most  of  the  pa- 
tients who  have  not  been  examined  by  me  or  my  assistants  per- 
sonally, I  have  received  reports  from  physicians  whom  I  know 
personally  and  whose  opinion  I  consider  reliable.  In  a  few  cases  I 
have  only  succeeded  in  getting  information  by  letter.  With  the  ex- 
ception of  the  two  deaths  mentioned,  all  are  living  from  two  to- 
nine  years  after  operation.  None  of  these  patients  are  worse  than 
before  the  operation;  all  have  been  either  greatly  benefited  or  en- 
tirely cured.  All  of  them  are  able  to  follow  their  usual  occupa- 
tions, and  three  have  stated  that  they  were  in  better  health  than  at 
any  previous  time  during  their  lives. 

It  is  very  certain  that  a  very  large  number  of  goiter-patients  first 
consult  a  specialist;  sometimes  the  eye  specialist  for  symptoms 
which  the  patient  does  not  recognize  as  being  in  connection  with 
the  thyroid,  more  frequently,  probably,  the  laryngologist  for  throat 
symptoms.  In  a  large  proportion  of  these  cases  the  patient  will 
need  a  partial  thyroidectomy  before  recovery  is  efifected.  I  believe 
that  the  operation  is  best  performed  in  the  vast  majority  of  cases  by 
the  general  surgeon  experienced  in  the  surgery  of  the  neck.  The 
preliminary  examinations  of  many  of  these  patients  to  determine 
whether  the  vocal  cords  are  affected,  the  treatment  of  corneal  ulcers- 
and  refractive  errors  should  certainly  come  under  the  care  of  the- 
specialist.  Co-operation  between  the  specialist  and  the  general  sur- 
geon is  certain  to  be  of  the  greatest  value  to  the  patient. 

The  importance  of  early  thyroidectomy  can  scarcely  be  exag- 
g^erated.    By  early  operation,  disfiguring  exophthalmos  with  the  at- 
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tendant  risks  of  ulcer  and  perforation  can  surely  be  prevented,  the 
growth  can  be  much  more  safely  removed,  the  contour  of  the  neck 
will  not  be  affected  by  displacement  and  pressure  on  the  muscles, 
and  of  greatest  importance,  the  risk  of  life  will  be  reduced  to  a 
minimum.  In  uncomplicated  cases  the  risk  should  not  exceed  that 
of  the  interval  operation  for  appendicitis.  It  is  true  that  a  certain 
number  of  these  patients  exist  as  nervous  wrecks  for  a  good  many 
years.  It  is  equally  certain  that  most  of  these  patients  could  be 
made  useful  members  of  society  and  a  considerable  number  of 
deaths  avoided  by  early  thyroidectomy. 

105  North  Aurora  Street. 


AN  ENDOSCOPIC  SYRINGE. 

DR.    CHEVALIER   JACKSON,    PITTSBURGH. 

For  the  endoscopic  injection  of  solutions  of  radium  salts  into 
malignant  neoplasms,  the  syringe  illustrated  below  has  proved  very 
satisfactory.     It  is  made  in  a  30  cm.  length  for  use  through  the 


»^ 


Figure   1.     An  endoscopic  syringe  for  the  Injection   of  radium  salts  into 
maUgnant  neoplasms  in  the  larynx,  trachea,  bronchi,  esophagus  or  stomach. 

direct  laryngoscope,  ()0  cm.  for  bronchoscopic  and  esophagoscopic 
use.     The  capacity  is  25  milligrams,  though  it  can  be  made  tor 
larger  quantities  of  solution  if  desired. 
Westinghouse  Building. 


AN  IMPROVED  AUDIOMETER. 

DR.   HAROLD  HAYS,   NEW  YORK  CITY. 

Recognizing  the  difficulty  which  besets  most  otologists  in  tlie 
accurate  testing  of  hearing  in  those  cases  where  the  watch  and  an 
ordinary  tuning-fork  are  used,  I  have  recently  devised  the  instru- 
ment here  described,  which  I  hope  will  prove  of  a  great  deal  of 
value. 

The  otologist,  in  his.  practice,  depends  upon  the  inaccurate  method 
of  watch-testing  by  moving  the  watch  away  from  the  patient's  ear 
and  guessing  at  the  approximate  distance.  The  variation  from  day 
to  day  may  be  as  great  as  six  to  eight  inches  even  when  the  most 
pains-taking  care  is  used.  It  seemed  to  me  that  it  would  be  advis- 
able to  devise  an  instrument  whereby  one  could  test  so  accurately 
that  the  hearing  distance  of  the  patient  would  vary  less  than  half  a 
centimeter.    With  this  instrument  such  can  be  accomplished. 

Again,  our  tests  with  the  tuning-fork  are  grossly  inaccurate.  We 
use  the  tuning-fork  by  striking  it  against  the  knee  or  some  other 
object.  Whether  the  intensity  of  the  vibration  is  great  or  small 
varies  with  the  strength  that  is  used  in  striking.  Various  mechan- 
ical hammers  have  been  tried,  but  these  also  depend  more  or  less 
upon  the  rapidity  or  intensity  of  the  individual  stroke.  By  mount- 
ing a  tuning-fork  on  a  standard  base  and  having  a  certain  definite 
mechanical  hammer  which  cannot  be  changed  this  one  difficulty  can 
be  overcome.  This  also,  I  believe,  has  been  attained  in  this  new 
audiometer. 

The  instrument  can  be  described  briefly  as  follows :  It  is  well 
illustrated  in  the  accompanying  pictures.  At  right  angles  to  a 
telescopic  stand  is  mounted  a  scale,  marked  off  in  centimeters, 
about  thirty-six  centimeters  in  length.  Along  the  upper  part  of 
this  scale,  on  a  ratchet,  runs  the  recording  instrument.  By  pressing 
the  spring  at  the  uppermost  portion  of  -the  stand,  the  scale  can  be 
brought  down  parallel  to  it,  so  as  to  take  up  no  unnecessary  space 
(Figure  1). 

The  recording  instrument  which  is  mounted  on  the  scale,  contains 
two  openings  in  a  wooden  cap,  one  for  a  stop-watch  and  the  other 
for  the  tuning-fork.  By  moving  the  outer  cog-wheel  the  instrument 
can  be  slid  along  the  rachet  and  the  hearing  by  the  watch  accurately 
measured. 

864 


11 A ^  S  :     I M PRONED  AUDIOM ETER.  865 

For  the  watch-test  the  watch  is  inserted  as  in  Figure  2,  the  watch 
first  being  placed  against  the  patient's  ear.  An  assistant  holds  the 
patient's  head  steady.  The  patient's  eyes  are  closed  and  the  watch 
is  moved  away  from  the  ear  silently  until  it  can  no  longer  be  heard. 
The  variation  may  be  as  great  as  five  to  six  inches.  The  final  point 
is  reached  when  the  variation  is  less  than  half  a  centimeter.  This 
is  recorded  on  the  scale  and  marked  down  for  future  reference. 

The  watch  is  then  removed  and  in  the  second  opening  a  tuning- 
fork  (preferably  a  512  or  1024  fork)  is  inserted  and  the  mechanical 
hammer  which  is  telescopically  arranged  can  be  moved  up  or  down 


Figure   1.     Dr.  Harold  Hays'  improved  audiometer. 


so  that  one  can  place  it  in  the  proper  position.  The  fork  is  then 
placed  as  near  to  the  ear  as  possible  and  witii  the  stop-watch  in  the 
physician's  hand,  the  hammer  is  retracted  by  means  of  a  spiral 
spring  at  its  base  by  turning  the  second  or  inner  cog-wheel  to  the 
right  until  it  automatically  springs  against  the  tuning-fork.  The 
watch  is  then  pressed  and  allowed  to  run  until  the  patient  does  not 
hear  the  fork  and  the  time  recorded  in  seconds.  We  then  have  two 
accurate  measurements  which  can  be  graphically  described  in  a 
fraction,  the  numerator  being  the  watch  distance  in  centimeters, 
the  denominator  the  number  of  seconds  the  tuning-fork  was  heard. 
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F'or  example,  a  patient  hears  the  watch  at  10  centimeters  and 
hears  the  tuning-fork  for  55  seconds.  The  hearing  can  be  expressed 
thus  :     Hearing  A.  D.=10/55. 

Of  course,  an  instrument  such  as  this  is  merely  comparative,  and 
its  value  lies  chiefly  in  having  an  accurate  test  for  individual  hear- 


I'Mg-ui'e  2.     Audiometer  with 
watch  in  place. 


Figure   3.      Audiometer   witli 
tuning-fork   in   place. 


ing  which  can  be  measured  day  by  day  or  week  by  week.  No  two 
instruments,  no  two  tuning-forks,  no  two  watches,  will  ever  be 
alike,  so  that  there  is  no  value  in  comparing  the  hearing  of  an 
individual  patient  when  a  test  is  taken  with  two  different  instru- 
ments, and  by  two  different  men  with  different  watches  and  tuning- 
forks. 

11  West  Eighty-first  Street. 


Emergency  Tracheotomy.  A.  Denker,  Med.  Klinik,  Jan.  5,  1913. 
Denker  discusses  the  new  procedure  of  inter-crico-thyrotomy  as 
a  substitute  for  crico-tracheotomy  and  describes  the  necessary  in- 
struments. According  to  the  author's  experience,  the  procedure 
is  simple  and  safe  and  may  prove  of  vital  advantage  in  many  opera- 
tions. Ed, 
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THE    DEAF 

Their  Education — Improvement  of  Conditions — 
Responsibilities  and  Participation  of  the  Profession. 


JOHN     DUTTON    WRIGHT.     M.    A. 

DIRECTOR   OF  THE   WRIGHT  ORAL  SCHOOL   FOR  THE    DEAF 
N  EW  YORK  CITY 


The  aim  of  this  department  of  THE  LARYNGOSCOPE  will  be  to  bring 
to  the  notice  of  its  readers  from  month  to  month,  facts  that  may  be 
helpful  to  physician  and  patient  in  dealing  with  the  life.problems  involved 
in  deafness.  Suggestions  from  readers  will  be  gladly  received  and  all 
questions  answered  to  the  best  of  our  ability. 


The  Mieeting  of  the  German  Scientific  Society  held  in  New  York, 
in  April,  was  given  up  entirely  to  the  subject  of  the  oral  education 
of  the  deaf  by  the  German  or  speech-method.  The  principal  ad- 
dress of  the  evening  was  given  in  German  by  Dr.  Otto  Glogau,  an 
otologist  of  Xew  York  City.  Dr.  Glogau  reviewed  briefly  the  his- 
tory of  deaf-mute  education  in  the  United  States.  The  early  in- 
troduction of  silent  methods  and  the  later  entrance  of  the  speech- 
method.  He  emphasized  the  need  of  classification  of  deaf  children 
according  to  degree  of  deafness,  time  of  life  when  it  occurred,  and 
degree  of  mentality.  He  urged  a  more  careful  examination  of  all 
pupils  by  the  Bezold  continuous  tone-system,  and  advised  America 
to  follow  Germany  in  the  establishment  of  special  "hearing  classes" 
in  ordinary  public  schools,  for  such  pupils  as  cannot  understand 
whispered  speech  at  a  distance  of  one  meter. 

The  deaf  child  of  normal  mentality  should  be  instructed  early  at 
home  by  its  mother.  Between  the  age  of  three  and  six  it  should 
come  to  the  kindergartens  for  the  deaf.  He  said  that  the  educa- 
tion of  the  deaf  is  a  problem  no  more.  Its  solution  was  foimd  by. 
German  teachers.  Oral  instruction  by  speech-  and  lip-reading  will 
conquer  the  world  for  the  deaf-mute,  and  that  term  will  become  a 
misnomer.  But  the  public  must  be  educated,  and  especially  the 
mothers,  as  no  mother  can  be  sure  that  she  may  not  have  to  l^rinsjr 
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up  a  deaf  child.  But  before  all,  the  physician  must  wake  up,  and 
instead  of  assuring  the  unhappy  parents  that  later  the  child  will 
hear  and  speak,  he  should  direct  them  to  a  teacher  who  can  give  it 
oral  instruction  by  the  speech-method,  in  order  that  precious  time 
may  not  be  lost,  whatever  the  event  may  be.  The  specialist  in 
otology  should  pay  more  attention  to  the  fact  that  he  is  dealing 
with  an  otherwise  normal  child  and  not  merely  with  a  defective  ear. 

Special  stress  was  put  upon  the  desirability  of  paying  greater  at- 
tention in  the  institutions  for  the  deaf  to  the  residual  hearing  pos- 
sessed by  many  of  the  pupils.  The  trouble  is  that  the  training  and 
developing  of  residual  hearing  requires  more  individual  attention 
than  is  possible  under  the  present  organization  of  the  institutions. 

I  had  the  privilege  of  opening  the  discussion  of  Dr.  Glogau's 
address.  The  points  that  we  strove  to  have  the  audience  grasp  and 
carry  away  with  them  were  that : 

1.  The  little  deaf  child  should  begin  its  education  by  the  speech 
method  not  later  than  five  years  of  age. 

2.  The  child  that  is  made  deaf  by  illness  or  accident  should  at 
once  be  placed  under  the  care  of  a  trained  and  experienced  teacher 
of  the  speech-method.  The  necessity  for  prompt  measures  in  such 
cases  cannot  be  urged  too  strongly ;  without  immediate  and  skillful 
attention  the  child  who  has  learned  to  speak  before  becoming  deaf 
will  lose  that  speech.  But  if  prompt  and  intelligent  attention  be 
given,  the  child's  speech  can  be  retained,  lip-reading  can  be  learn- 
ed, and  education  can  go  on  without  interruption. 

3.  A  very  large  number  of  pupils  in  our  public  schools  are 
struggling  along  with  defective  hearing  in  the  regular  classes  of 
forty  or  fifty  with  a  single  teacher.  They  should  have  special  at- 
tention given  them  in  small  groups  of  fifteen  or  twenty.  Examina- 
tion of  the  more  than  half  a  million  pupils  in  the  public  schools  of 
New  York  City  revealed  the  fact  that  one  in  each  hundred  has 
sufficiently  defective  hearing  to  be  seriously  handicapped  in  the 
regular  work  of  the  school.  Yet  these  pupils  arc  in  no  sense  candi- 
dates for  an  institution  for  the  deaf.  They  do  not  belong  there  and 
should  not  be  sent  there.  Most  of  our  public  school  buildings  in 
this  city  contain  about  2,000  pupils.  There  are  among  these  2,000, 
twenty  pupils  whose  education  should  receive  more  special  and 
personal  attention  than  is  possible  when  one  teacher  is  responsible 
for  forty  or  more  pujMls. 

4.  There  is  the  very  large  number  of  adults  who  have  grown 
more  or  less  deaf  after  maturity.  These  people  should  be  encour- 
aged to  form  the  habit  of  constantly  watching  the  lips  of  those 
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addressing  them,  and  taught  to  supplement  their  imperfect  hearing 
by  the  use  of  their  eyes  in  speech-reading. 

But  the  most  interesting  and  impressive  part  of  the  meeting  was 
the  demonstration  suppHed  by  three  of  my  former  pupils,  Miss 
Helen  Keller,  Mrs.  Kate  Graham  McGinnis  and  Mr.  Horace  R. 
Moorhead. 

Miss  Keller  spoke  in  German  for  twenty  minutes  and  then  for 
fifteen  minutes  in  English.  Mrs.  McGinnis  and  Mr.  Moorhead 
carried  on  a  conversation  with  me  and  replied  to  questions  put  to 
them  by  the  audience. 

Most  of  the  700  people  present  were  equally  familiar  with  both 
German  and  English,  and  later  in  the  social  part  of  the  meeting 
many  persons  from  all  parts  of  the  audience  reported  that  they  were 
able  to  understand  Miss  Keller,  Mrs.  ^IcGinnis  and  ]\Ir.  Moorhead, 
whether  German  or  English  was  spoken, 

A  physician  sitting  on  the  platform  asked  Mrs.  McGinnis  if  she 
was  interested  in  the  suffrage  question,  and  an  amusing  discus- 
sion sprang  up  between  Mrs.  McGinnis  and  Miss  Keller.  They 
proved  to  be  on  opposite  sides  of  the  question.  Mr.  Moorhead  also 
made  quick  and  witty  replies  to  questions  put  to  him  by  members 
of  the  audience,  and  won  both  laughter  and  applause. 

The  audience  was  deeply  impressed  and  many  members  said  the 
meeting  was  one  of  the  most  memorable  since  the  founding  of  the 
Society  in  1870.  Such  occasions  cannot  fail  to  do  much  for  the 
cause  of  oral  education  in  this  country. 


Vaccine  Therapy  of  Whooping-Cough.  A.  I",  amhirgik,  ,hn.  Jour. 
Dis.  of  Children,  Jan.,  11)1  ;5,  p.  3:5. 
Bamberger  used  the  vaccine  (prepared  from  deep  swabbings  of 
the  throats  of  children  having  pertussis)  in  six  cases  ranging  from 
1  to  4  years.  He  had  no  constitutional  reactions.  The  treatment 
seems  rather  to  lessen  the  severity  of  the  disease  and  abort  com- 
plications than  to  shorten  markedly  the  duration.  However,  only 
two  cases  lasted  as  long  as  six  weeks.  Ed. 


SOCIETY  PROCEEDINGS. 

NEW  YORK  ACADEMY  OF  MEDICINE. 

SECTION  OX  LAKYNGOLOGY  AND  KHINOLOGY. 

Regular  Meeting,  February  26,  1913. 

John  F.  McCoy,  Chairman. 

discussion  of  dr.  miller's  paper. 
(Continued  from  page  795).     ■ 

Dr.  McCoy  said  that  Dr.  Miller  had  very  kindly  included  him  among 
the  laryngologists  whose  opinion  was  asked.  He  felt  that  his  work  was 
principally  to  correct  pathological  conditions  of  the  nose  and  throat  af- 
fecting the  larynx.  He  recalled  the  fact  that  a  number  of  singers  who 
had  consulted  him  had  very  marked  deviations  of  the  septum,  and  after 
the  conditions  were  relieved  th.ey  said  that  a  blanket  seemed  to  have 
been  removed  from  the  resonance  of  the  voice  and  that  they  could  sing 
more  clearly.  On  the  other  hand,  he  cited  the  case  of  a  concert  singer 
who  had  a  very,  good  voice  with  a  very  marked  deviation  of  the  septum" 
He  had  tried  to  convince  this  patient  that  his  voice  might  be  improved  if 
the  condition  were  corrected,  but  he  claimed  that  he  was  doing  so  well 
as  it  was  that  he  preferred  to  let  well  enough  alone.  There  would  seem 
to  be  some  compensation  by  nature  in  the  singing  mechanism  as  well  as 
other  parts  of  the  body. 

Dr.  Quinlan  said  that  he  had  come  to  the  meeting  to  listen  with  no 
idea  of  participating,  but  had  been  much  entertained  and  instructed  by 
the  splendid  cast  presented  to  the  section.  Dr.  ]\Iiller  possessed  peculiar 
facilities  for  this  line  of  work,  being  both  a  musician  and  a  laryngologist; 
he  had  been  able  to  bring  out  some  points  that  would  be  impossible  for 
the  ordinary  observer.  His  education  as  a  singer  had  been  supplemented 
by  his  medical  art,  and  that  had  enabled  him  to  make  the  splendid  dem- 
onstration that  he  had  presented.  It  was  a  rare  privilege  to  hear  Miss 
Keller,  and  many  persons  with  perfect  vocal  organs  do  not  speak  nor 
sing  as  beautifully  as  the  young  lady  who  has  entertained  us  with  her 
song  and  speech. 

In  his  experience  he  has  seen  many  singers  with  many  defects  of  the 
upper  air  tract  who  had,  notwithstanding,  been  able  to  sing  in  a  most 
harmonious  manner.  Nature  gives  inherent  forces  which  enable  them  to 
overcome  many  of  these  defects,  whether  enlarged  tonsils,  deviated  septa, 
etc.  In  spite  of  these  defects,  nature  compensates,  and  with  mental  and 
moral  forces,  enables  such  persons  to  overcome  apparent  obstacles,  ren- 
dering possible  such  splendid  results  as  have  been  shown  to-night.  One 
singer  to  whom  he  had  made  reference  had  a  luxation  of  the  arytenoids, 
yet  this  man  had  a  sonorous  voice  which  would  echo  and  reverberate 
through  the  largest  halls  in  the  country. 

Miss  Keller  was  a  most  remarkable  exemplification  cf  what  could  be 
accomplished  by  one  without  sight  or  hearing,  but  with  courage  and  pa- 
tience and  proper  teaching,  this  last  factor  playing  the  great  essential  on 
the  road  of  sviccess. 
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Dk.  Harkis  Taylok:  It  is  very  fitting  tliat  we  should  have  had  both 
Dr.  Scripture  and  Dr.  White  to  discuss  this  matter  of  pitch.  You  notice 
that  what  Dr.  Scripture  complained  of,  the  defect  of  the  voice  of  the  deaf, 
was  what  Dr.  White  found  to  criticise  in  Miss  I\eller,  the  lack  of  control 
of  pitch  and  flexibility  of  voice.  I  think  I  am  in  a  position  to  pass  an 
opinion  in  regard  to  some  phases  of  the  work  that  has  been  done  with 
Miss  Keller.  I  remember  her  voice  very  distinctly,  though  until  a  few 
months  ago  I  had  not  heard  it  for  a  number  of  years,  and  I  think  I 
should  be  able  tu  notice  changes  in  her  voice  which  those  who  have  been 
constantly  with  lier  may  not  have  noticed,  and  the  improvements  that 
have  been  mentioned  I  think  have  actually  been  made.  Some  of  you  who 
are  not  acquainted  with  the  deaf  might  infer  that  nothing  had  been  done 
for  Miss  Keller  until  our  friend  from  Boston  took  her  in  hand;  but  those 
who  have  had  much  to  do  with  the  teaching  of  the  deaf  would  think 
that  a  great  deal  had  been  done  for  Miss  Keller  before  he  took  her  in 
hand.  That  is  no  discredit  to  him.  We  can  still  give  him  a  great  deal  of 
credit  for  what  he  has  accomplished,  and  still  ascribe  much  honor  to  the 
woman  who  so  well  taught  her  under  circumstances  and  disadvantages 
which  you  can  hardly  comprehend,  unless  you  have  been  thrown  with 
those  who  have  always  been  deaf  or  who  never  learned  to  speak  before 
they  became  deaf. 

The  instrument  or  apparatus  shown  by  Dr.  Scripture  has  been  used 
with  some  of  the  pupils  of  the  school  with  which  I  nn\  connected.  This 
and  other  forms  cf  apparatus  have  proved  effective  in  showing  the  chil- 
dren what  their  pitch  was,  and  through  these  instruments  they  have 
been  able  to  make  corrections.  There  is  no  question  but  that  the  continu- 
ous use  of  these  methods  will  enable  us  to  go  a  long  way  toward  estab- 
lishing that  which  is  of  the  very  greatest  importance  in  teaching  speech 
to  the  deaf,  a  muscular  memory  of  the  vocal  organs;  therein  lies  the 
greatest  success.  We  speak  without  any  knowledge  of  what  we  do  when 
w^e  make  a  sound;  if  the  deaf  are  ever  able  to  be  taught  to  speak  well, 
they  must  be  made  to  remember  what  they  do  when  they  produce  a  cer- 
tain sound,  and  to  the  extent  that  a  muscular  memory  is  acquired  to  that 
extent  their  speech  will  develop,  and  when  that  is  developed  their  speech 
is  practically  perfect. 

What  Dr.  Scripture  says  can  be  done,  and  they  can  be  taught  to  use 
the  singing  tone.  If  they  can  be  taught  to  go  from  the  dead,  level,  mo- 
notonous, foggy  tone  to  one  that  has  the  enlivening  features  of  pitch  and 
Ndifference  in  the  length  of  the  vowels  it  would  add  not  only  to  the  intelli- 
gence, but  to  the  pleasure  of  hearing.  Dr.  Scripture  has  shown  that  it  is 
practical  and  effective,  and  I  feel  that  much  may  come  from  the  line  of 
experiments  that  he  is  now  making  with  the  deaf  in  our  city. 

Thk  Ciiaiuman  said  that  at  the  request  of  several  of  the  members,  Miss 
Keller  had  kindly  consented  to  say  a  few  words. 

Miss  Hele.\  Kki.ler:  I  have  not  much  to  say.  I  am  not  prepared  to 
talk  to  scientific  men.  I  am  on  my  way  to  Washington  to  take  part  in  the 
Woman  Suffrage  demonstration.  But  1  cannot  resist  the  temptation  to 
give  you  a  little  advice.  This  is  too  good  an  opportunity  to  lose.  I  may 
never  have  such  a  chance  again. 
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When  the  physician  fails  to  save  the  organ  of  hearing,  he  should  do 
everything  he  can  to  save  the  child  from  the  disaster  of  deafness.  You 
and  I  know  that  lack  of  speech  is  the  greatest  loss  caused  by  deafness. 
It  is  an  immense  burden  added  to  the  many  great  burdens  which  the 
deaf  child  must  carry  through  life.  Every  aural  surgeon  should  co- 
operate with  the  school-teacher  in  his  efforts  to  pour  the  waters  of 
speech  into  the  desert  of  dumbness.  Every  aural  surgeon  should  tell 
the  parents  and  friends  of  the  deaf  child  that  he  can  learn  to  speak, 
that  the  sooner  he  learns  the  better  will  be  his  chance  to  speak  well. 
There  is  another  thing  that  surgeons  and  specialists  can  do.  They  can 
insist  that  all  teachers  of  the  deaf  shall  be  qualified  to  teach  speech. 
Many  persons  who  are  engaged  in  teaching  little  children  to  speak  do  not 
seem  to  know  a  larynx  from  a  hole  in  the  wall!  Dr.  Simpson  says,  it  is 
imiK)rtant  that  teachers  of  singing  should  know  something  about  the 
organs  of  speech.  Surely,  it  is  very  important  that  teachers  of  the  deaf 
should  know  a  great  deal  about  them. 

The  only  way  to  help  the  deaf  child  at  all  is  to  help  him  immediately 
and  in  the  right  way.  I  understand  that  doctors  often  recommend  use- 
less remedies  because  they  shrink  from  the  painful  duty  of  telling  parents 
and  friends  that  the  condition  of  their  patient  is  hopeless.  Such  kindness 
is  expensive.  It  would  be  much  better  to  help  the  patient  and  his  friends, 
to  prepare  him  for  the  new  conditions  under  which  he  must  henceforth 
live. 

I  was  6  years  old  before  any  physician  was  brave  enough  to  tell  my 
sorrowing  parents  my  true  condition.  It  was  a  Dr.  Chisholm,  of  Balti- 
more, who  told  them  that  I  should  never-  see  nor  hear.  But  he  said  I 
could  be  taught,  and  he  advised  them  to  consult  Dr.  Alexander  Graham 
Bell,  as  to  the  best  method  of  having  me  educated.  So  from  that  intelli- 
gent doctor's  office  I  passed  from  darkness  and  isolation  to  light,  joy  and 
love. 

Dk.  Si-nMouu  OprENiiEi.MKH  said  that  all  recognize  the  accessory  nasal 
cavities  of  the  head  as  resonating  chambers,  and  that  in  the  present  en- 
thusiasm for  operating  intra-nasally  or  otherwise  for  accessory  sinus 
disease,  we  frequently  have  occasion  to  make  large  openings  into  the  ac- 
cessory nasal  cavities.  Dr.  Miller  had  doubtless  seen  many  individuals 
who  had  been  subjected  to  these  operations,  and  he  would  like  very  much 
to  have  him  state  what  influence  he  has  observed  such  operations  have 
had  on  the  singing  voice. 

Dr.  Miller:  I  thank  you  for  the  kindness. and  attention  which  you 
have  given  this  subject.  In  three  conventions  before  which  I  have  ap- 
peared, although  in  one  instance  I  presented  twenty-three  patients,  they 
were  absolutely  passed  by  without  attention.  I  placed  them  there  for 
advice,  I  wanted  to  know  myself,  and  I  concluded  that  it  was  that  I  had 
said  too  much  in  the  papers  that  I  had  read  and  that  I  had  not  made 
statements  which  I  could  verify.  To-night,  I  am  overwhelmed  with 
gratitude  at  what  has  been  spoken  and  sung,  and  by  those  present  that 
have  spoken  in  behalf  of  this  subject,  for  my  heart  is  thoroughly  inter- 
woven with  this  subject,  "Vocal  art  science. ' 

In  regard  to  the  subject  which  Dr.  Oppenheimer  mentioned,  I  was  just 
about  to   place   a   paper  on   the   desk  of   Dr.   Carter,   asking   Dr.    Oppen- 
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heimer  at  what  age  he  thought  the  sinuses  were  developed  for  phonetic 
importance.  Children  begin  to  speak  at  2,  we  say.  At  4  they  do  better, 
perhaps  sing.  At  7,  they  really  have  some  fundamental  voice.  At  about 
that  age  the  accessory  sinuses  have  some  important  function  and  phonetic 
value.  If  we  take  Dr.  Tuft's  law  of  the  passage  of  vibration  through 
substance,  for  instance,  the  well-known  experiment  of  the  bell  within  the 
sealed  zinc  cube,  which  is  thrown  into  the  air,  the  bell  moves,  but  we 
hear  no  sound.  Puncturing  it  with  a  needle  or  with  a  small  piece  of 
steel  and  straightway,  if  you  throw  it  in  the  air,  you  will  hear  It.  That 
proves  that  sound  is  transmitted  by  porosity  an'd  elasticity.  Our  acces- 
sory cavities  are  connected  by  the  sinuses.  Through  the  sinus  must  pass 
the  vibration.  Therefore,  in  the  accessory  sinus  must  be  another  phonetic 
value.  In  regard  to  this  one  subject,  I  will  say  that  I  have  now  three 
singers  who  have  had  both  middle  turbinated  bones  removed  for  good 
cause,  for  painful  conditions  in  the  surrounding-  sinuses,  and  those  who 
have  had  their  middle  turbinated  bones  removed,  have  had  a  G,  thor- 
oughly well  developed,  much  more  so  than  before.  The  B-flat  above  that 
has  also  been  wonderfully  developed  both  as  a  fundamental  and  overtone. 
We  would  say  that  their  middle  turbinated  bone,  being  removed,  gave 
another  quality  of  tone  to  the  detonation  that  impinged  upon  the  superior 
turbinated  bone,  and  the  space  occupied  by  a  diseased  turbinated  bone  had 
been  cleaned  and  freed  by  the  removal  of  the  diseased  middle  turbinated 
bone,  when  it  was  hypertrophied  and  thickened  by  means  of  the  secre- 
tions that  came  down  from  the  accessory  sinuses.  It  would  then  have 
been  an  interference  with  the  vocal  mechanism,  now  it  improves  and 
furnishes  extra  powers  to  the  resonator  above.  That  is  the  way  that  I 
have  been  compelled  to  look  at  it. 

Another  thing  som.etimes  occurs,  that  where  the  middle  turbinated  bone 
is  removed  for  just  cause  on  one  side  we  will  notice,  that  the  palate  and 
front  of  the  mechanisms  conc-erned  in  the  regulation  of  the  various 
cavities  concerned  in  phonation  take  on  different  arrangements  and  posi- 
tions of  adjustments  to  satisfy  the  laws  of  new  resonance  demanded  by 
the  removal  or  inflammation  causing  changes  of  space.  This  change  is 
automatic  to  a  great  degree.  As  to  what  E*rofessor  Simpson  asked,  with 
reference  to  automatic  action  when  the  accessory  sinuses  were  distorted, 
I  will  say,  that  you  will  find  by  observing  the  side  of  the  vocal  mechan- 
ism diseased  or  injured,  commencing  with  the  side  of  the  nose,  that  it 
will  first  be  relaxed  by  shock,  then  contracted  to  nvake  up  for  the  lost 
function  in  the  making  of  resonance;  the  palate  and  tongue  will  be  like- 
wise affected  and  the  side  of  the  throat  will  seem  at  first  to  be  in  a  state 
of  paralysis  and  then  in  a  state  of  contraction.  Mr.  Lorenzen  is  a  remark- 
able example  of  that, — the  whole  side  of  his  palate.  Even  now  there  is 
a  retraction  there,^  and  I  have  seen  the  same  thing  in  several  other 
singers. 

Our  node  question  has  not  been  spoken  of  to-night.  There  is  a  sample 
of  that,  too,  I  believe,  many  times.  We  find  that  the  tonsil  has  a  de- 
posit, for  in  every  case  of  the  node  that  I  have  seen  there  has  been  a 
dei>osit  in  tonsils — not  that  they  have  caused  it,  but  I  have  noticed  It 
and  I  believe  that  by  causing  inflammatory  extensions  and  muscular  dis- 
ability, relaxation  of  the  side  of  the  larynx  occurs  at   first.     There  the 
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chord  bulges  and  by  attrition  forms  a  node  and  sometimes  the  double 
node.  In  that  way,  even  the  turbinates  and  the  tonsils  may  have  a  relat- 
ing influence  upon  the  vocal  mechanism. 

In  conclusion,  I  want  to  say  that  in  like  manner  the  secretion  from  the 
sphenoid,  for  instance,  which  passes  down  on  the  posterior  wall  of  the 
pharynx,  create  a  difficult  action  in  the  palate  and  in  the  other  muscles 
lying  below  and  they,  of  course,  will  modify  our  tone.  It  will  change  the 
articulation,  also  the  overtone  quality  in  our  registering  resonator;  they 
are  all  wet  resonators,  and  any  altered  condition  of  that  resonator  changes 
voice  values.  All  these  change  the  character,  the  quickness  of  the  move- 
ment of  that  resonator,  also  the  fundamental  tone  which,  fnade  by  the 
chord  itself,  will  have  to  make  corresponding  accommodations  and  change 
phonetic  results. 

New  Apparatus.    Dk.  E.  W.  Sckiptuisk. 

Dr.  Scriptuke  demonstrated  an  apparatus  by  which  persons  totally  deaf 
can  be  taught  to  sing  three  or  four  notes  within  an  octave. 

The  apparatus  consisted  of  two  flame  boxes,  one  of  which  is  connected 
to  an  organ.  When  a  note  is  played  on  the  organ,  the  flame  vibrates. 
When  observed  in  a  revolving  mirror  the  vibrations  become  visible.  A  low 
tone  produces  a  coarse  vibration,  a  high  tone  a  fine  vibration.  The  patient 
sings  into  the  flame  box,  and  his  vibrations  are  likewise  observed  in  a 
revolving  mirror.  He  learns  to  match  his  flames  to  those  from  the  organ, 
and  in  this  way  to  sing  notes  of  different  pitch. 

In  learning  to  sing  he  is  taught  to  run  his  voice  up  and  down  within 
words  as  he  speaks.  He  thus  acquires  a  melodious  manner  of  speaking. 
His  voice  is  thus  made  veir  different  from  the  usual  monotonous  and  mis- 
placed voices  of  the  totally  deaf.  By  this  means  one  of  the  great  defects 
of  the  modern  system  of  lip-reading  ia  removed. 

DISCUSSION. 

Ml!.  Charles  A.  White:  This  instrument  which  Dr.  Scripture  has  ex- 
hibited is  valuable  in  teaching  tone  and  pitch  to  the  deaf.  I  have  found 
two  conditions  of  voice  in  the  deaf,  the  same  with  singing  pupils,  only 
In  a  lesser  degree,  one  of  over-tensed  muscles;  the  other,  over-relaxed. 
These  conditions  would  have  to  be  adjusted  to  match  the  flame  and  would 
incidentally  bring  vocal  adjustment  and  contiHJl  of  pitch  in  reproducing 
the  given  tone,  while  at  the  same  time  the  practice  would  help  to  develop 
voice. 


Pernicious  Anemia  With  Changes  in  the  Mucosa.  JMatthks,  Med. 
Klinik,  No.  9,  ]<)13. 
In  these  three  cases  of  pernicious  anemia  the  form  of  glottitis  de- 
scribed by  Hunter  was  present.  The  affected  areas  of  the  tongue 
looked  like  blisters  and  were  sensitive  to  pressure ;  histological  ex- 
amination revealed  a  thinned  epithelium  with  small-celled  infiltra- 
tions. Ed. 
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Dk.  Ross  Haix  Skellebx,  Chaibman. 

Permanent  Diplopia  Following  Killian  Operation  on  the  Frontal  Sinus. 
Di{.  Koss  Hall  Skillekn. 

Demonstration  of  three  patients: 

Case  1:  J.  K.  M.,  operated  on  April,  1911.  Diplopia  appeared  three 
weeks  after  operation  due  to  interference  with  action  of  the  trochlea. 
Diplopia  gradually  disappearing. 

Case  H:  B.  S.,  operated  on  June,  1912.  Diplopia  immediately  after 
operation.  Both  unilateral  and  bilateral.  Unilateral  condition  cleared 
up  in  a  few  weeks.  Bilateral  diplopia  persisting.  Under  adjusting  glasses 
the  condition  is  gradually  improving. 

Case  3:  M.  D.,  operated  July,  1912.  Diplopia  appeared  six  weeks  after 
operation  due  to  interference  with  the  action  of  the  superior  oblique. 
The  wound  immediately  above  and  below  the  bridge  of  the  internal 
angle  of  the  wound  became  infected  during  convalescence  and  suppurated. 
Healing  occurred  by  second  intention.  Considerable  deformity  exists  ow- 
ing to  the  contraction  of  the  scar  tissue  in  this  locality.  The  diplopia  in 
this  case  is  undoubtedly  due  to  the  muscle  being  caught  and  bound  down 
in  the  cicatrix. 

DISCUSSION. 

Dr.  J.  NoKAiAN  KisLLY,  (Ophthalmological  aspects):  1  have  thought  it 
surprising  that  a  permanent  diplopia  was  not  more  often  the  result  as 
one  of  the  sequellae  of  the  radical  operation  of  the  accessory  sinuses  as 
advocated  by  Dr.  Killian,  since  in  order  to  secure  the  desired  result  it 
necessitates  such  extensive  destructions  of  the  anatomical  relations  of 
the  trochlea  and  pulley  of  the  tendon  of  the  superior  oblique  muscle. 
That  this  complication  does  not  more  often  occur  1  think  is  due  to  es- 
tablishment of  a  compensatory  action  of  the  other  extrinsic  ocular  muscle 
or  that  a  reattachment  of  the  pulley  near  its  original  site  is  secured  by 
cicatricial  contraction  of  the  newly  formed  connective  tissue.  I  have  had 
the  opportunity  of  observing  only  one  of  the  cases  reported  by  Dr.  Skill- 
em,  which  proved  of  exceptional  Interest,  since  there  was  not  only  the 
organic  diplopia  secondary  to  the  operation,  but  in  addition  a  vertical 
monocular  diplopia  of  the  left  eye,  which  after  careful  study  could  be 
ascribed  only  to  a  functional  derangement,  as  none  of  the  acknowledged 
pathological  conditions  producing  this  phenomenon  were  discoverable 
There  were  no  pathological  changes  to  be  seen  In  either  eye,  and  only  a 
low  degree  of  simple  hypermetrophic  astigmatism  present.  In  spite  of 
this  the  visual  acuity  was  reduced  to  5/lX  in  each  eye,  but  rose  to  nor- 
mal with  suitable  glasses,  though  with  frequent  relapses.  The  amount 
of  the  organic  diplopia  varied  from  day  to  day  from  2V^  degrees  to  18 
of  left  hyperphoria,  as  demonstrated  by  the  aid  of  the  maddox  rod  and 
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(joint  of  light  at  six  meters,  wtiile  the  cover  test  was  constant,  all 
movement  being  corrected  by  a  11°  prism  base  down  over  the  leti  eye 
The  relation  of  the  double  images  was  always  typical  of  a  palsy  of  the 
superior  oblique  muscle.  The  visual  fields  showed  the  interlacing  lor 
colors,  so  often  seen  in  hysteria.  The  diplopia  was  noticed  first  by  the 
patient  immediately  upon  the  removal  of  the  bandage  forty-eight  hours 
after  the  operations  and  has  persisted  constantly  since  that  time.  The 
monocular  diplopia  was  manifest  to  the  patient  only  when  the  right  eye 
was  closed,  though  demonstrable  with  both  eyes  open  with  the  aid  of  a 
ruby  glass  or  maddox  rod  placed  before  the  left  eye  and  a  point  of  light 
at  six  meters.  With  the  maddox  rod  she  saw  two  horizontal  lines  of 
light  below  the  point  of  light.  I  saw  the  patient  first  in  August,  1912, 
about  one  month  following  the  operation,  when  she  came  seeking  relief 
for  the  double  vision  which  incapacitated  her  for  work  at  the  loom.  She 
gave  a  history  of  continuous  headache  for  the  past  six  years  until  relieved 
by  Dr.  Skillern's  operation  and  presented  the  typical  picture  so  often 
seen  in  that  class  of  women  who  have  passed  their  years  of  early  de- 
velopment in  the  bad  hygienic  surroundings  of  a  large  textile  mill  with 
long  hours  of  constant  labor  and  insufficient  nourishment.  She  had  been 
referred  to  Dr.  Skillern  by  a  friend  upon  whom  he  had  operated  for  the 
same  condition  some  time  previously  and  who  also  had  a  persistent 
diplopia.  It  is  not  surprising,  therefore,  that  this  girl  in  her  poorly 
nourished  condition  and  with  her  nervous  system  at  the  high  tension  it 
must  have  been  with  a  continuous  pain  for  six  years,  should  be  in  that 
mental  state  where  a  suggested  symptom  would  take  deep  root.  After 
careful  correction  of  her  refractive  error  under  prolonged  mydriasis,  two 
months  treatment  under  general  tonics,  rest  and  regulated  diet,  the 
monocular  diplopia  disappeared,  there  was  a  gain  in  weight  and  as  stated 
by  the  patient  a  diminution  in  the  degree  of  the  organic  diplopia,  although 
at  her  last  visit  on  November  29,  examination  showed  the  same  amount. 

Dk.  H.  Maxwell  Langdox:  (Ophthalmological  Aspect):  I  have  been 
especially  interested  in  studying  the  involvement  of  the  ocular  muscles 
in  these  three  cases  since  they  are  the  first  I  have  had  an  opportunity  to 
examine,  and  I  sincerely  appreciate  Dr.  Skillern's  kindness  in  letting  me 
Bee  them. 

The  first  case,  S.  McS.  shows  a  diplopia  significant  of  a  paresis  of  the 
left  superior  oblique  muscle,  but  not  absolutely  typical,  probably  because 
the  nineteen  months  which  have  elapsed  since  the  operation  have  allowed 
the  inferior  rectus  to  cover  up  some  of  the  deficiency.  The  image  of  the 
left  eye  is  below  that  of  the  right,  about  fourteen  degrees,  the  diplopia  is 
homonymous,  and  the  images  are  slightly  more  separated  on  looking  down 
and  to  the  right  than  they  are  in  other  parts  of  the  field  of  fixation,  with- 
out doubt  a  superior  oblique  involvement. 

The  second  case,  B.  S.,  also  a  left-sided  operation,  has  a  typical  superior 
oblique  diplopia,  the  image  of  the  left  eye  being  always  below,  the  separa- 
tion increasing  greatly  in  the  lower  field,  especially  on  looking  down,  and 
to  the  right.  Before  I  saw  her,  as  Dr.  Risley  has  already  said,  she  also 
claimed  a  monocular  diplopia  of  the  left  eye,  which  was  present  on  her 
first  examination  after  the  operation;  she  had  complained  of  diplopia 
on  coming  out  of  the  ether.     T  think  this  monocular  diplopia  must  have 
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been  entirely  functional;  it  has  disappeared  as  mysteriously  as  it  came, 
the  usual  organic  changes  which  may  be  responsible  for  a  monocular 
diplopia  are  absent,  there  is  no  dislocation  of  the  lens,  no  partial  absorb- 
tion  of  the  cortex,  which  might  have  allowed  the  muscles  to  tilt,  and 
spasm  of  the  ciliary  muscle  was  ruled  out  by  the  atropin  instilled  for  re- 
fraction. The  patient  had  been  told  that  she  might  see  double  and  1  think 
she  was  making  sure  that  there  was  no  lack  of  diplopia  by  not  only  see- 
ing double  with  both  eyes,  but  by  seeing  double  with  the  eye  of  the 
operated  side. 

The  third  case,  M.  R.,  has  a  very  unexpected  diplopia,  which  has  come 
on  only  a  long  time  after  the  operation.  When  I  heard  the  history  I  sup- 
posed that  the  contraction  of  the  unusual  amount  of  scar-tissue  present 
had  caught  the  trochlea  and  was  interfering  with  the  action  of  the  su- 
perior oblique  but  to  my  surprise  the  superior  oblique  is  quite  active  and 
the  diplopia  is  a  crossed  one,  with  the  images  level  and  apparent  only 
in  the  extreme  left  portion  of  the  field  of  fixation,  and  as  much  above  as 
oelow,  typical  of  a  deficiency  of  the  left  external  rectus,  but  undoubtedly 
due  to  a  contraction  of  the  tissue  around  the  inner  canthus  caught  in  the 
scar  and  presenting  a  complete  relaxation  of  the  internal  rectus  or  the 
parts  immediately  around  it.  This  condition  is  the  result  of  an  unusual 
complication  of  the  operation  and  need  not  be  further  considered. 

Undoubtedly  the  muscle  most  likely  to  be  affected  in  the  radical  opera 
tion  on  the  frontal  sinus  is  the  superior  oblique,  since  a  necessary  step  in 
the  performance  of  the  operation  is  the  separation  of  the  periosteum  in- 
cluding the  trochlea  from  the  inner  wall  of  the  orbit.  That  this  import- 
ant structure  in  preserving  ocular  equilibrium  is  always  accurately  re- 
placed seems  to  me  to  be  doubtful:  that  it  is  usually  approximately  r*- 
turned  to  its  former  position  seems  likely  in  view  of  the  few  cases  having 
a  permanent  diplopia  after  the  operation.  I  believe,  however,  that  many 
cases  will  show  for  a  few  days,  or  a  few  weeks  after  the  operation,  a  de- 
ficiency of  superior  oblique  action  if  properly  searched  for  in  the  lower 
portion  of  the  field  of  fixation,  and  with  th3  images  of  the  two  eyes  so 
differentiated  as  to  render  fusion  unlikely,  for  it  must  be  remembered 
that  if  the  images  are  similar  and  not  greatly  separated  the  fusion  sense 
will  in  many  cases  cover  up  the  deficiency.  -Dr.  Skillern  has  promised  to 
let  me  see  his  cases  before  and  after  operation  and  a  search  for  such 
conditions  will  be  made. 

Dk.  Gfo.  M.  Coatks:  These  frontal  sinus  radical  operations  are  always 
of  interest,  not  only  on  account  of  the  improved  results  that  sometimes 
occur,  but  also  for  the  excellent  results  frequently  obtained,  which  are 
well  illustrated  in  the  three  cases  presented  to-night  by  Dr.  Skillern.  In 
two  of  them  the  cosmetic  result  is  perfect,  and  in  the  third,  we  must  re- 
member that  the  presence  of  a  very  large  sinus  must  necessarily  le.qve  a 
depression,  as  is  shown  here.  Why  we  do  not  have  more  permanent 
diplopia  has  always  been  somewhat  of  a  mystery  to  me  when  wo  con- 
sider that  the  attachment  of  the  superior  oblique  muscle  of  the  eye  is 
destroyed,  and  even  when  it  is  replaced  in  about  exactly  its  original  po- 
sition, I  should  think  that  there  would  be  some  slight  change  in  the  mus- 
cular action,  sufficient  to  cause  diplopia.  However,  it  is  of  comparatively 
rare  occurrence,  the  only  case  I  have  had  personally  being  one  in  which 
the  eye-ball  was  in  bad  condition  due  to  an  orbital  absce^^s  previous  to 
operation.     This  diplopia  has  persisted  to  a  certain  degree. 
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Demonstration  cf  the  New  Kahler*  Bronchoscope  With   Indications  for  its 
Uses.   Dr.  Charles  A.  O'Reilly 

DIRECT    LARYNGOSCOPY. 

Anesthesia  by  means  of  the  ]Marschik  laryngeal  syringe.  The  end  is 
wound  with  a  pledget  of  cotton,  and  the  barrel  filled  with  a  solution  of 
cocain  twenty  per  cent  and  adrenalin,  in  the  proportion  of  10  to  one. 
With  the  laryngeal  mirror  the  application  is  made  to  the  laryngeal  .sur- 
face of  the  epiglottis  and  the  vocal  cords. 

There  are  three  applications  made,  and  there  should  be  an  interval  of 
from  two  or  three  minutes  permitted  between  each  application.  Caution 
the  patient  that  after  the  first  application  there  will  be  a  sensation  of 
smothering  or  choking,  which,  however,  will  shortly  pass  away.  In  di- 
rect tracheo-bronchoscopy,  after  the  operator  has  passed  the  vocal  cords, 
there  should  be  introduced  through  the  tube  of  the  bronchoscope  a  spray- 
ing tube,  and  the  larynx  and  the  lower  trachea  anesthestized  with  ten 
per  cent  solution  of  cocain  and  adrenalin.  In  children  .under  10  years  of 
age  or  in  a  very  nervous  anemic  or  emiated  person  general  anesthesia 
should  be  used. 

Examinations.  There  are  two  varieties  of  spatulas  for  use  in  the  adult. 
They  are  15  cm.  in  length,  one  14  mm,  wide,  the  other  11  mm.  For  the 
typical  examination,  the  spatula  of  11  mm.  is  the  preferable  one.  The 
spatula  is  in  the  shape  of  a  tube  for  one-third  of  its  upper  portion.  The 
middle  third  of  the  tube  is  open  like  a  channel,  but  the  edges  of  it  are 
sufficiently  raised  to  prevent  the  tuoe  when  pressed  against  the  tongue 
from  obscuring  the  field  of  vision.  The  lower  third  is  much  flattened 
and  has  a  sloping  end.  The  spatula  affords  a  field  of  vision  twice  a*? 
great  as  the  closed  tubes  without  causing  the  patient  any  great  incon- 
venience. 

After  the  patient  has  removed  his  collar  and  any  obstructing  articl"^ 
of  clothing  or  false  teeth,  he  should  be  placed  on  a  stool  20  to  30  cm.  in 
height.  An  assistant  should  stand  behind  and  support  the  patient's  head, 
and  upper  part  of  the  body  in  the  requisite  position.  The  spatula  should 
should  be  fitted  to  the  electroscope,  and  the  mirror  should  be  warmed 
over  an  alcohol  lamp,  the  spatula  being  anointed  with  pure  steri'ized 
glycerin.  The  process  may  be  divided  into  three  steps:  1.  Bringing  into 
view  the  lingual  surface  of  the  epiglottis.  2.  Passing  beyond  the  epiglottis 
and  pushing  it  aside.  3.  Pushing  the  tube  deeper,  possibly  through  the 
vocal  cords  into  the  larynx. 

1.  The  patient  should  bend  his  head  back  very  little,  the  surgeon  in- 
troducing the  spatula  exactly  in  the  median  line,  not  too  vertically,  so 
that  when  the  tongue  is  depressed  the  upper  edge  of  the  epiglottis  comes 
into  view.  It  is  most  important  through  all  of  these  steps  that  the  ex- 
amining, surgeon's  eye  should  remain  at  all  times  over  the  slit  in  the 
electroscopic  mirror.  After  the  free  edge  of  the  epiglottis  has  beeu 
brought  into  view  the  end  of  the  spatula  should  be  slightly  raised  and 
passed  over  the  epiglottis  to  the  median  line. 

2.  The  patient's  head  should  now  be  held  back  a  good  deal  more.  At 
the  same  time  while  keeping  in  the  middle  line,  the  surgeon  should  exert 
powerful  pressure  in  a  forward  direction  on  the  root  of  the  tongue,  but 
should  not  allow  the  tube,  which  is  resting  in  the  angle  between  the 
thumb  and  forefinger,  to  move  in  any  deeper.    It  is  very  advisable  during 


SOCIETY  PROCEEDINGS,  >  ^  • 

this  procedure  to  have  the  patient  utter  a  continuous  sound.  This  not 
only  diminishes  the  tendency  to  pressure  but  also  renders  orientation 
much  easier.  The  arytenoid  cartilages  now  enter  the  field  of  vision,  the 
posterior  commissure,  the  vocal  cords,  and  the  anterior  commissure.  If 
at  this  time  there  is  a  doubt  the  surgeon  should  at  once  remove  the  tube 
and  begin  a  fresh  passing  of  the  tube. 

3.  This,  as  I  have  said  before,  is  merely  a  pushing  of  the  tube  deepen 
Into  the  larynx.  Have  the  patient's  teeth  properly  protected  with  a  good, 
size  pledget  of  cotton. 

Sotne  mistakes  that  may  occur:  1.  Improper  anesthetization.  2.  Ex- 
citement or  fear  on  the  part  of  the  patient.  He  should  be  told  that  at  the 
worst  he  will  feel  an  unpleasant,  but  quite  bearable  pressure  on  the 
tongue,  and  that  he  must  go  on  breathing  quietly  and  regularly.  In  very 
diflScult  cases  it  is  well  at  the  first  sitting  to  be  content  with  a  view  of 
the  arytenoid  region,  and  to  proceed  with  repeated  examinations  before 
going  deeper  into  the  larynx. 

3.  The  patient  must  be  told  not  to  bend  his  head  back  rigidly,  but 
should  let  it  be  in  an  easy  and  natural  position.  Do  not  let  the  patient 
slip  forward  on  the  seat,  and  then  take  up  a  position  with  the  body  in- 
clining backward.  In  this  position  examination  is  almost  impossible. 
The  patient's  position  should  be  a  straight  one,  with  the  back  slightly 
curved.  The  sur.geon  should  reduce,  as  much  as  possible,  the  time  during 
which  the  tube  is  allowed  to  remain  in  situ. 

4.  The  surgeon  must  avoid  touching,  during  his  examination,  the  pos- 
terior wall  of  the  larynx,  as  in  doing  so  he  produces  a  violent  coughing 
as  well  as  a  sensation  of  strangulation. 

INDICATIONS. 

Foreign  Bodies:  Case  1:  W.  E.  T.,  a  boy,  6  years  of  age,  admitted  to 
the  University  Hospital,  May  18,  1908,  with  the  history  of  having  swal- 
lowed a  nail  two  weeks  previously.  This  nail  on  account  of  persistent 
cough  and  rise  of  temperature,  although  the  child's  general  condition  re- 
mained good,  was  believed  to  have  entered  the  trachea.  The  physical  ex- 
amination demonstrated  a  small,,  thin,  dyspneic,  exceedingly  intractable 
colored  child.  The  temperature,  pulse  and  respirations  were  101=  F., 
140  and  64  respectively.  Marked  limitation  of  expansion  of  the  left  half  of 
the  chest  upon  respiration,  together  with  dullness  on  i>eroussion,  occasional 
rales,  but  practically  absent  breath-sound  and  vocal  fremitus,  especially 
posteriorly  below  the  spine  of  the  scapula,  indicated  the  existence  of  stel- 
ectasis  of  the  lung,  particularly  the  inferior  lobe  on  that  side.  Asid«^ 
from  the  exaggerated  respiratory  movement  and  breath-sounds,  the  righr 
lung  was  entirely  normal.    Cardiac  action  was  rapid  and  weak. 

A  skiagraph  showed  very  well  the  presence  of  a  nail  about  2.5  cm.  in' 
length,  lying  obliquely  in  the  "direction  of  the  bronchus,  head  downward, 
between  the  fourth  tmd  fifth  left  costal  cartilages  at  their  external  junc- 
tions, 

Tracheo-bronchoscopir  examination:  Under  chloroform  anestresia,  the 
Jackson  tracheo-bronchoscope  was  readily  introduced  by  direct  vision 
through  the  larynx  into  the  trachea,  employing  the  separable  speculum. 
The  instrument  was  passed  through  the  bronchial  three  as  far  as  the 
bifurcation  of  the  left  bronchus,  displaying  normal   mucous  membrane 
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throughout.  At  that  point,  the  superior  lobe  bronchus  appeared  entirely 
normal.  The  inferior  lobe  bronchus  presented  a  lumen  filled  with  yel- 
lowish-gray pus,  pus  being  evacuated  by  means  of  suction  pump  and  cot- 
ton carriers.  For  a  distance  of  about  3  cm.  above  the  surface  of  the  pus 
the  mucous  membrane  in  addition  to  much  congestion,  swelling  and  in- 
flammation displayed  a  pinkish,  brownish,  grayish  coloration,  evidently 
bordering  on  degenerative  or  necrotic  processes.  A  careful,  search  in  a 
beautifully  well  lighted  field  failed  to  reveal  the  nail,  which  was  sup- 
posed to  have  become  imbedded  and  lost  to  vision  in  the  markedly  swol- 
len mucous  membrane.  The  child  was  taken  home  in  fairly  good  health. 
Two  months  later  had  coughing  spell  and  expelled  tack. 

The  particularly  noteworthy  feature  in  the  report  and  study  of  this 
t;ase,  is  the  beneficial  influence  which  may  have  been  exerted  by  the  re- 
moval of  the  comparatively  large  quantity  of  pus  from  the  lung  in  abort- 
ing or  preventing  further  abscess  formation. i 

Treatment  and  Location  of  Strictures:  1.  Those  of  the  esophagus. 2 
2.  Strictures  of  the  trachea  and  esophagus,  malignant,  as  well  as  benign. 
It  has  been  said  by  one  authority  that  ninety-five  per  cent  of  all  eso- 
phageal strictures  (an  be  successfully  dilated  through  the  esophagoscop'? 
with  practically  no  danger  to  the  patient. 

Removal  of  Benign  (Papillomas)  and  MaUgnaiit  Tumors:  .Case  1: 
M.  C,  aged  22;  family  history  negative;  usual  diseases  of  childhood. 
Personal  history:  About  three  years  ago  noticed  commencing  huskiness 
in  her  voice,  gradually  increasing.  Consulted  doctor  in  Ireland,  who  ad- 
vised her  to  have  all  the  teeth  of  the  upper  jaw  removed,  as  he  believed 
this  was  the  cause  of  her  increasing  aphonia;  this  was  done.  She  con- 
sulted another  Irish  physician  and  he  advised  and  performed  a  cauteriza- 
tion of  the  papillominous  growth,  marks  of  which  can  be  plainly  seen  on 
laryngoscopic  examination;  no  improvement.  Upon  bronchoscopic  ex- 
axination  with  Kahler's  11  mm.  wide  spatula,  a  small  pea-shaped  growth 
was  brought  into  view,  occupying  middle  position  of  the  posterior  com- 
missure between  the  arytenoid  cartilages.  There  was  no  inflammatory 
changes  of  the  vocal  cords  discernable.  Epiglottis  normal,  larynx  and 
trachea  normal,  and  for  curiosity's  sake  we  used  the  round  Kahler 
bronchoscopic  tube  with  extension,  which  allowed  us  to  inspect  the  in- 
ferior lobe  bronchus  and  the  middle  lobe  bronchus  on  both  the  right  and 
left  side.  These  we  found  to  be  normal,  with  exception  of  slight  conges- 
tion in  the  middle  lobe  bronchus.  On  her  return  to  the  office  a  month 
later  we  re-examined  the  larynx  and  trachea.  Congestion  had  disap- 
peared; papillominous  growth  had  slightly  increased  in  size.  At  this 
time  operation  would  have  been  performed  but  owing  to  the  fact  that 
the  young  girl  was  menstruating  it  was  deemed  advisable  to  wait  until  the 
period  had  passed.  On  December  17  under  20  per  cent  cocain  and  ad- 
renalin anesthesia  by  direct  bronchoscopy  with  11  mm.  spatula,  the 
papillomatous  growth  was  removed  with  the  Cordes  curette  with  very  lit- 
tle bleeding,  and  the  stump  touched  with  two  applications  of  alcohol  ab- 
solute. 

Note:  On  December  19,  the  first  visit  after  operation,  patient  informs 
me  that  she  is  entirely  free  from  the  sensation  of  smothering  and  great 
exertion  in  phonation,  in  other  words,  that  while  her  voice  is  not  by  any 
means  clear,  it  requires  less  effort  upon  her  part  to  speak. 

{To  he  continued). 
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THE  APPLIED  ANATOMY  AND  THE  INTRA-NASAL 
SURGERY  OF  THE  ETHMOIDAL  LABYRINTH.* 

DR.    HARRIS    PEYTON    MOSHER,    BOSTON. 

During  the  last  year  I  have  passed  through  a  revelation  in  con- 
nection with  intra-nasal  ethmoidal  operating.  The  surgical  applica- 
tion of  a  well-known  relationship  of  one  of  the  anterior  ethmoidal 
cells  caused  me  to  look  at  the  labyrinth  in  a  new  light  and  to  com- 
pletely change  my  operative  technic.  The  suddenness  and  sharp- 
ness of  the  new  conception  were  startling.  Whether  you  will  find 
the  procedure  novel  in  any  way  I  do  not  know.  Neither  do  I  know 
whether  it  has  been  described  in  the  literature.  Some  of  my  asso- 
ciates and  friends  have  been  kind  enough  to  say  that  it  was  new  to 
them,  also  some  of  them  have  had  to  a  certain  extent  the  same 
operative  awakening  which  occurred  to  me.  I  do  not  mean  to  give 
the  impression  that  I  am  now  suddenly  thoroughly  happy  and  alto- 
gether efficient  when  working  in  the  ethmoidal  labyrinth.  I  am  not. 
and  never  shall  be ;  but  I  can  keep  my  feet  better  than  ever  before, 
and  my  operative  manipulations  have  changed  from  a  blind  opening 
of  cell  after  cell  into  a  definite  and  systematic  procedure. 

An  increase  of  my  knowledge  of  the  relationships  of  the  agger 
nasi  cell,  the  lowest  and  the  most  anterior  of  the  cells  grouped 
about  the  upper  part  of  the  unciform  groove,  led  to  my  operative 
awakening.     In  certain  animals  a  turbinate,  the  naso-turbinal.  runs 
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beneath  the  nasal  bone  and  above  the  maxillo  or  inferior  tur- 
binal.  Anteriorly  it  is  attached  to  the  inner  surface  of  the  ascend- 
ing process  of  the  superior  maxilla.  In  monkeys  and  man  this 
turbinate  is  wanting,  but  a  ridge  remains  to  mark  its  former  at- 
tachment. In  man,  about  a  third  of  the  distance  down  the  unci- 
form groove  and  in  front  of  it,  over  the  ridge  called  the  agger  nasi, 
there  is  very  frequently  an  anterior  ethmoidal  cell,  called  from  its 
position  the  cell  of  the  agger  nasi.  This  cell  drains  backward  into 
the  unciform  groove.  Not  rarely  two  cells  are  found  at  this  point. 
This  cell  is  covered  by  the  anterior  attachment  of  the  middle 
turbinate  where  this  bridges  across  the  upper  part  of  the  unci- 
form groove.  When  this  cell  is  of  any  size,  the  mound  which  it 
makes  on  the  upper  part  of  the  inner  surface  of  the  ascending  pro- 
cess of  the  superior  maxilla  is  readily  made  out  in  the  nose  of  the 
living  subject.  For  years  this  cell  has  stared  me  in  the  face  in 
anatomical  preparations.  A  short  time  ago  it  occurred 'to  me  to 
begin  the  opening  of  the  ethmoidal  labyrinth  by  passing  a  curette 
into  it.  I  did  so,  and  found  that  the  head  of  the  curette  was  at  once 
in  a  sizable  cavity.  A  probe  carried  into  this  entered  the  frontal 
sinus  with  great  ease.  The  same  thing  happened  in  other  specimens 
and  kept  on  happening  during  the  next  few  excited  weeks  until  the 
procedure  had  proved  successful  for  catheterizing  the  frontal  sinus 
in  fifty  out  of  fifty-three  heads.  As  the  frontal  sinus  cannot  be 
catherized  by  the  anatomical  route  in  any  such  proportion  of  cases, 
and  as  the  usual  operative  procedures  for  catheterizing  the  sinus 
are  not  successful  in  anything  like  this  percentage,  I  began  to  try 
this  manipulation  on  the  living.  The  results  were  almost  as  suc- 
cessful as  they  were  on  the  dead.  It  was  soon  found  that  the 
procedure  was  an  easy  and  sure  way  of  exenterating  the  anterior 
ethmoidal  cells,  and  that  a  slight  and  natural  extension  of  the 
manipulation  accomplished  the  same  thing  in  regard  to  the  posterior 
cells. 

The  foregoing  somewhat  long  and  personal  paragraph  will  serve, 
with  your  permission,  as  an  introduction  to  this  paper.  The  pur- 
pose of  the  article,  then,  is  to  review  the  applied  anatomy  of  the 
ethmoidal  cells,  to  describe  the  position  and  the  form  of  the  naso- 
frontal duct,  and  then  to  outline  a  definite  and  systematic  plan  of 
exenterating  the  ethmoidal  labyrinth  by  the  intra-nasal  route. 
Throughout  this  article  I  shall  dwell  only  on  the  anatomical  points 
which  bear  upon  the  purpose  of  the  paper. 

The  Position  of  the  Ethmoidal  Labyrinth :  The  ethmoidal  laby- 
rinth is  placed  outside  of  the  cribriform  plate  and  rises  an  eighth 
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of  an  inch  above  it.  Posteriorly,  the  labyrinth  is  in  part  free  in 
the  nasal  cavity  and  in  part  united  to  the  front  face  of  the  sphe- 
noidal sinus.  Anteriorly  it  is  bounded  by  the  posterior  and  inner 
surface  of  the  ascending  process  of  the  superior  maxilla  and  by 


F^g-ure  1.      Drawing:   from  a  specimen   to   show   the  ascending  process   of 
the  superior  maxilla,  the  agrger  nasi,  and  the  lacrimal  groove. 

A.    Antrum.      B.    Agger   nasi.      C.    -•Vpcending   process   of   superior   maxilla. 
D.  Lacrimal  groove. 


the  posterior  surface  of  the  internal  angular  process  of  the  frontal 
hone.  Its  position  in  relation  to  the  orbit,  the  antrum,  and  the 
nasal  cavitv  is  top  well  known  to  call  for  review. 
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The  Classification  of  the  Ethmoidal  Cells:  The  ethmoidal  cells 
are  divided  into  two  groups  by  the  attachment  of  the  middle  tur- 
binate. The  cells  placed  in  front  of  this  plane  are  classed  as 
anterior,  and  those  back  of  it  as  posterior  cells.  (Figure  No.  2). 
The  attachment  of  the  middle  turbinate  begins  anteriorly  in  front 
of  the  unciform  groove,  roughly,  about  a  third  of  the  distance  down 
the  groove,  and  in  the  region  of  the  ridge  of  the  ascending  process 


Pig-ure  2.     Diagram  of  the  arrangement  of  the  ethmoidal  cells. 

A.  Posterior  ethmoidal  cell.  B.  Posterior  ethmoidal  cell.  C.  Third 
meatus.  D.  Lower  cell  of  ethmoidal  bulla.  K.  Upper  cell  of  ethmoidal 
bulla.  F.  Colls  at  upper  part  of  unciform  groove.  G.  Agger  nasi  cell. 
H.  Unciform  groove.  I.  Attachment  of  middle  turbinate.  J.  Sphenoidal 
sinus.' 


of  the  superior  maxilla  called  the  agger  nasi.  After  bridging  across 
the  unciform  groove  the  attachment  of  the  middle  turbinate  slants 
directly  downward,  making  an  angle  of  forty-five  degrees  with  the 
front  face  of  the  sphenoidal  sinus.  The  upper  third  of  the  unciform 
groove  is  covered  by  the  anterior  part  of  the  middle  turbinate. 
The  essential  anterior  cells  are  on  this  level. 

The  Grouping  and  the  Size  of  the  Ethmoidal  Cells:     Three  or 
four  small  cells  radiate  from  the  upper  part  of  the  unciform  groove 
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under  cover  of  the  middle  turbinate.  They  suggest  in  their  ar- 
rangement the  tail  fins  of  a  lobster.  A  third  of  the  distance  down 
the  unciform  groove,  in  front,  and  in  the  region  of  the  agger  nasi 
there  is  another  cell,  the  agger  nasi  cell.  There  may  be  two  cells 
in  this  locality.  The  posterior  boundary  of  the  unciform  groove 
is  the  oblong  sausage-like  swelling  of  the  ethmoidal  bulla.  This 
consists,  as  a  rule,  of  two  cells,  an  upper  and  a  lower.  The  first 
or  the  upper  cell  is  in  close  relationship  with  the  cells  which  crown 
the  unciform  groove.     This  cell  opens  posteriorly  into  the  groove 


Figure  3.  Drawing  showing-  the  middle  and  the  superior  turbinates. 
Thf  cross  indicates  the  point  at  which  the  curette  is  carried  into  the  eth- 
moidal labyrinth.  The  portion  of  the  middle  turbinate  below  the  summit 
of  the  third  meatus  is  called  in  this  paper  the  lower  overhang,  and  the 
portion  above  and  in  front  of  this  point,  the  upper  overhang.  The  cross 
Is  placed  on  the  upper  overhang. 

of  the  ethmoidal  bulla.  The  lower  of  the  two  cells  in  the  bulla  in 
most  cases  pierces  the  attachment  of  the  middle  turbinate  and  drains 
into  the  middle  of  the  third  meatus. 

The  third  meatus  in  one-half  of  the  cases  is  the  highest  and 
therefore  the  supreme  meatus.  It  has  three  openings  classed  as 
upper,  middle  and  lower.  The  middle  opening,  as  has  just  been 
said,  in  most  cases  leads  to  a  cell  which  makes  the  inferior  part  of 
the  ethmoidal  bulla.  The  upper  opening  leads  to  a  cell  which  runs 
outward  and  expands  upon  the  os  planum  for  its  base  and  then 
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runs  upward  to  the  roof  of  the  ethmoidal  labyrinth.  The  inferior 
opening  leads  to  a  cell  which,  like  the  upper  cell,  runs  outward  to 
the  OS  planum  and  there  expands  and  makes  its  base.  (Figures  5, 
*■'  and  7.)  Then,  like  the  upper  cell,  it,  runs  to  the  roof  of  the  laby- 
•nth  and  then  extends  backward  to  the  front  wall  of  the  sphenoidal 
jinus,  with  the  outer  part  of  the  anterior  wall  of  which  it  unites, 
the  outer  part  of  the  front  face  of  the  sphenoidal  sinus  and  the 
posterior  part  of  the  ethmoidal  labyrinth  having  in  this  way  a 
common  wall. 


Figure  4.  Drawing  to  show  the  anatomy  of  the  nose  after  the  middle 
turbinate  has  been  removed  in  the  usual  manner.  It  is  important  to  notice 
that  the  upper  anterior  part  of  the  middle  turbinate  is  still  in  place,  and 
that  this  portion  of  the  turbinate  bridges  over  the  upper  part  of  the  unci- 
form groove.  Removing  the  middle  turbinate  in  this  manner  neither  com- 
pletely uncovers  the  anterior  half  of  the  ethmoidal  labyrinth,  nor  opens 
it.  The  cross  indicates  the  point  at  which  the  curette  is  carried  into  the 
labyrinth. 

A.  Upper  anterior  part  of  middle  tvirbinate.  B.  Unciform  process.  C 
Unciform  groove.  D.  Groove  of  ethmoidal  bulla.  E.  Ethmoidal  bulla. 
F.  Third  meatus.  G.  Posterior  attachment  of  middle  turbinate.  H.  Su- 
perior  turbinate.     I.   Upper   part   of  attachment   of   middle   turbinate. 


When  a  fourth  meatus  is  present  there  is  usually  but  one  cell 
leading  from  it.  This  may  monopolize  the  whole  of  the  common 
wall  with  the  sphenoidal  sinus,  or  it  may  take  a  part  and  leave  the 
rest  for  the  lower  cell  of  the  third  meatus.  (Figures  8  and  9.)  The 
posterior  cell,  which  is  in  relationship  with  the  front  wall  of  the 
sphenoidal  sinus,  often  sends  a 'prolongation  backward  to  the  out- 
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side  of  the  sinus,  and  at  times  this  is  larger  than  the  sinus  itself. 
There  are  some  seven  anterior  cells,  and  they  are  small ;  there  are 
three  or  four  posterior  cells,  and  they  are  much  larger,  especially 
the  most  posterior  cell,  than  the  anterior  cells.  It  is  not  unusual  to 
find  one  or  two  large  posterior  cells  making  up  the  whole  posterior 
half  of  the  labyrinth.  The  anterior  and  the  posterior  groups  of  cells 
are  generally  distinct,  and  the  partition  between  them,  the  attach- 
ment of  the  middle  turbinate,  is  thin  and  easily  broken.  I  have  met 
with  two  instances  in  the  dissecting-room  and  one  instance  in  the 
livino-.  a  case  which  I  saw  with  Dr.  F.  P.  Emerson,  in  which  the 


Figure  5.  Drawing-  to  show  the  arrangrement  of  the  ethmoidal  cells.  In 
this  specimen  there  is  no  fourth  meatus.  Cell  No  1  runs  outw  ard  to  the 
OS  planum  and  then  upward  to  the  roof  of  the  fethmoidal  labyrinth.  Cell 
No.  2  does  the  same  as  No.  1,  except  that  posteriorly  it  is  in  relation  with 
the  outer  lialf  of  the  front  face  of  the  sphenoidal  sinus.  Cell  No.  3  pierces 
the  attachment  of  the  middle  turbinate  and  expands  in  the  lower  half  of 
the  ethmoidal  bulla.  This  happens  in  60  per  cent  of  the  cases.  The  ar- 
rangement here  given  is  the  usual  one  where  there  is  no  fourth  meatus. 
The  specimen  shows  the  lars^e  size  of  the  most  posterior  cell,  and  how  little 
curetting  is  necessary  to  convert  the  posterior  cells  into  a  single  cavity. 

The  upper  small  drawing  shows  the  relationship  of  cells  1  and  2  to  the 
roof  of  the  ethmoidal  labyrinth.  The  area  occupied  by  the  summit  of  cell 
No.   2  should  be  twice  as  large  as  given  in   the  drawing. 

attachment  of  the  middle  turbinate  was  so  strong  that  no  force 
which  one  would  be  justified  in  using  on  the  living  would  force  a 
curette  through  it. 

The  most  posterior  ethmoidal  cell  is  in  relation  not  only  with 
the  front  wall  of  the  sphenoidal  sinus,  but  with  the  optic  nerve  and 
the  large  veins  from  the  orbit  which  empty  into  the  cavernous  sinus. 
For  practical  purposes  this  makes  it  in  relation  with  the  cavernous 
sinus  itself. 

The  Naso-Frontal  Duct:  The  conception  which  I  had  of  the 
naso-frontal  duct  was  that  it  consisted  of  a  tube-like  canal  a  half 
of   an   inch   long,    which   left   the   posterior   internal    angle   of   the 
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frontal  sinus  an  eighth  to  a  quarter  of  an  inch  from  the  median  sep- 
tum, and  then  ran  down  through  the  sponge-Hke  anterior  ethmoidal 
cells  to  the  inside  of  the  lacrimal  bone,  to  end  in  the  unciform 
groove  in  a  quarter  of  the  cases,  or  in  half  of  the  cases  to  end 
under  cover  of  the  middle  turbinate,  above  and  distinct  from  the 
unciform  groove,  the  unciform  groove  in  such  cases  ending  in  an 
anterior  ethmoidal  cell.     Thus  the  canal  was  surrounded  by  eth- 


Figure  6.  Drawing-  from  a  specimen  in  wiiich  the  middle  turbinate  has 
been  completely  removed.  By  the  removal  of  the  upper  overhang  of  the 
middle  turbinate  the  anteraor  half  of  the  labyrinth  has  been  fully  exposed. 
Compare  this  figure  with  the  ureceding  one  in  which  the  upper  overhang 
of  the  middle  tur.binate  is  still  in  place.  The  usual  operative  procedure 
(Figure  4)  deals  'only  with  the  lower  overhang  of  the  middle  turbinate. 
The  upper  overhang  "(Figure  6)  is  on  a  line  with  the  superior  turbinate 
and  for  practical  purpose.5,  conrinuous  with  it.  In  order  to  enter  the  eth- 
moidal labyrinth,  and  to  obliterate  the  naso-frontal  duct  the  curette  must 
pierce  the  middle  turbinate  in  the  upper  overhang  and  at  the  level  of  the 
superior  turt)inate. 

Tlie  cross  indicates  the  place  at  which  the  curette  Is  carried  into  the 
labyrinth. 

A.  Naso-frontql  duct.  B.  Attachment  of  middle  turbinate.  C.  Unciform 
process.  D.  Ethmoidal  bulla.  E.  Superior  turbinate.  F.  Attachment  of 
middle  turbinate. 


moidal  cells,  which  separated  to  make  the  duct,  and  as  they  sur- 
rounded it  they  could,  and  often  did,  mound  into  it  and  narrow  and 
distort  it.  (Figure  10.)  On  examining  the  form  of  the  duct,  I 
was  surprised  to  find  that  in  very  many  cases — I  cannot  give  the 
figures,  because  as  yet  my  series  is  not  large  enough — there  is  no 


mosiier:    intra-nasal  surgery  of  ethmoid. 


88'J 


tube-like  duct.  The  only  place  where  it  has  this  form  is  at  the 
beginning,  where  it  is  made  by  the  internal  angular  process  of 
the  frontal  bone.  At  this  point  there  is  a  definite  bony  ring.  This 
at  once,  however,  gives  way  to  an  antro-posterior  slit,  which  is 
more  like  an  ethmoidal  cell  or  an  irregular  meatus.  Ethmoidal 
cells  often  empty  into  this  at  its  lowest  part.  There  is  a  tubular 
duct  only  in  those  cases  where  an  ethmoidal  cell  is  placed  in  front 
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Figure  7.  Drawinja:  from  a  specimen  In  which  two  posterior  cells  make 
up  the  major  part  of  the  posterior  half  of  the  ethmoidal  labyrinth.  Very 
little  curetting  would  be  necessary  to  turn  the  posterior  half  of  the  eth- 
moidal labyrinth  a  single  cavity. 

The  first  small  drawing  shows  the  area  of  the  roof  of  the  ethmoidal 
labyrinth  occupied  by  the  summits  of  cells  1  and  2.  The  second  small 
drawlng^  shows  the  area  of  the  front  face  of  the  sphenoidal  sinus,  which 
has  a  common  wall  with  the  posterior  ethmoidal  cell.      (Figure  2). 


and  makes  its  anterior  wall.  Such  a  cell  is  not  uncommon,  run- 
ning up  in  front  of  the  duct  as  its  anterior  wall  and  mounding 
forward  into  the  inner  side  of  the  upper  extremity  of  the  ascending 
process  of  the  superior  maxilla,  or  extending  still  further  upward 
into  the  frontal  sinus  in  front  and  to  the  inside  of  the  duct  to  end 
beneath  the  middle  partition  which  divides  the  two  frontal  sinuses 
(Figure  11)  causing  the  posterior  inferior  portion  of  the  middle 
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partition  to  balloon  outward.     Such  a  formation  narrows  the  duct 
anatomically,  but  makes  it  possible  to  widen  it  easily  by  surgery. 

Where  an  anterior  ethmoidal  cell  does  not  make  the  front  wall 
of  the  duct,  the  duct,  as  I  said,  is  slit-like,  and  more  comparable  to 
a  cell  or  a  meatus  than  to  a  duct.  (Figures  12-13.)  When  this 
cell-like  formation  is  present  its  mner  wall  is  made  by  the  anterior 
end  of  the  extreme  upper  part  of  the  middle  turbinate.  As  far  as 
my  specimens  show  up  to  the  present  time  it  is  commoner  to  find 
a  cell  placed  to  the  outside  of  the  duct  than  in  front  of  it.  (Fig- 
ure 14.)  There  may  be  two  cells  on  the  outside  of  the  duct.  It  is 
less  usual  to  find  a  cell  on  the  inside  of  it.  As  a  rule,  the  duct  is 
nearer  the  middle  turbinate  than  the  lacrimal  bone.  However  sur- 
rounded and  related  to  the  cells  about  it  the  duct  may  be,  it  tends 
to  slant  inward  and  to  come  into  relationship  with  the  inner  sur- 


Fig-ure  8.    Drawinsr  from  a  specimen  to  show  the  posterior  ethmoidal  ceU.s 
In  this  case  two  cells  lead  from  the  third  meatus  and  one  from  the  fourth. 


face  on  the  anterior  end  of  the  middle  turbinate.  The  duct, 
therefore,  is  easier  to  reach  from  the  nose  than  from  the  orbit. 
(Figures  15-17.) 

Cathetensing  the  Frontal  Sinus  and  Exenterating  the  Anterior 
Ethmoidal  Cells:  In  order  to  catheterize  the  frontal  sinus,  the  chin 
of  the  patient  should  be  tipped  up  forcibly  so  that  the  operator  can 
see  the  extreme  portion  of  the  anterior  end  of  the  middle  turbinate 
and  as  much  as  possible  of  the  superior  turbinate.  If  the  septum  is 
deviated  and  obstructs  the  view,  it  can  be  forced  to  the  middle  line 
with  a  short  Killian  speculum.  The  point  of  attack  is  the  agger  nasi 
cell,  if  it  is  present  and  its  mound  can  be  recognized;  if  not,  the 
upper  part  of  the  anterior  end  of  the  middle  turbinate.  The  external 
guide  to  this  point  is  the  inner  canthus  of  the  eye.     In  the'  begin- 
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ning  it  is  useful  to  lay  the  curette  on  the  side  of  the  patient's  nose 
and  to  measure  off  on  it  the  distance  from  the  inner  canthus  of  the 
eye  to  the  lower  edge  of  the  ala  cartilage  close  to  the  cheek.  A 
mastoid  curette,  with  a  long  handle  and  a  bowl  about  half  a  centi- 
meter wide,  is  the  most  convenient  instrument  to  work  with.  (Fig- 
ures 3,  4,  G.)  Having  located  the  mound  of  the  agger  nasi  cell,  or  if 
it  is  no:  present  having  brought  into  view  the  anterior  end  of  the 


Fierure  9.  Drawing  from  a  specimen  in  which  both  the  third  and  fourth 
meatus  are  present.  Three  ethmoidal  cells  open  into  the  third  meatus,  and 
one  into  the  fourth.  The  size  and  the  arrangement  of  the  posterior  cells 
is  well  shown:  Cell  No.  ]  runs  outward  to  the  os  planum,  has  its  base  there 
and  then  runs  to  the  roof  of  the  ethmoidal  labyrinth.  Cell  No.  2  is  larger, 
runs  outward  to  tiie  os  planum,  and  then  upw^ard  to  the  roof  of  the  laby- 
rinth. It  also  runs  backward  and  has  a  common  wall  with  the  upper  outer 
half  of  the  front  face  of  the  sphenoidal  sinus.  Cell  No.  3  runs  outward  to 
the  OS  planum,  but  does  not  reach  the  roof  of  the  labyrinth.  Cell  No.  4 
has  a  common  wall  posteriorly  with  the  inner  lower  half  of  the  front  face 
of  the  sphenoidal  sinus. 

The  small  figure  on  the  right  shows  the  relationship  of  cells  1  and  2 
with  the  roof  of  the  ethmoidal  labyrinth.  The  small  figure  on  the  left 
shows  the  relationship  of  cells  2  and  4  with  the  front  face  of  the  sphenoidal 
sinus. 


middle  turbinate,  the  curette  is  pushed  upward  into  the  olfactory 
cleft  with  the  cutting  edge  outward  and  aimed  and  then  pressed  to- 
ward the  lacrimal  bone.  If  the  curette  is  in  the  right  place  it  easiK 
enters  the  ethmoidal  labyrinth.  If  it  does  not,  it  should  be  carried 
higher  and  a  little  further  backward.  The  common  mistake  is  not 
to  go  high  enough -and  far  enough  back.  The  curette  has  an  allow- 
able outward  excursion  varying  with  the  labyrinth   of  a   half   a 
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centimeter  to  a  centimeter  and  a  half.  If  the  curette  is  carried  too 
far  it  enters  the  orbit.  No  harm  results,  except  a  slight  black  eye 
which  lasts  a  few  days.  If  the  operator  puts  the  tip  of  his  finger 
over  the  inner  canthus  he  can  readily  detect  the  approach  of  the 
curette,  and  if  the  manipulation  is  carried  out  delicately  the  re- 
sistance of  the  lacrimal  bone  can  be  felt.  After  the  initial  outward 
plunge  the  handle  of  the  curette  is  brought  into  the  median  line  and 
the  head  of  the  curette  brought  into  line  with  the  antro-posterior 
axis  of  the  labyrinth.  With  the  bowl  up  and  the  cutting  edge  down- 
ward, the  curette  is  carried  backward  and  downward  until  the  bulla 


Figure  10.  Drawings  from  casts  of  the  naso-frontal  duct.  The  casts 
show  the  duct  or  a  narrow,  antro-posterior  slit.  The  naso-frontal  duct 
springs  from  the  floor  of  the  frontal  sinus  the  same  as  a  keel  leaves  the 
bottom  of  a  boat.      (Large  figure  on  the  right). 

The  three  small  figures  are  drawings  of  the  duct  detached  from  the 
frontal  sinus. 

A.  Side  view.     B.  Rear.     C.     Side.     D.  Front.     E.  View  from  the  front. 


has  been  entered  and  destroyed.  (Figures  19-20.)  This  means  a 
backward  excursion  of  half  an  inch.  These  manipulations  leave 
the  anterior  end  of  the  middle  turbinate  in  shreds  and  dangling. 
This  loose  part  is  now  cut  off  with  a  conchotome.  The  cutting 
surface  of  the  curette  is  turned  forward  and  a  little  outward 
and  brought  forward  until  the  flint-like  posterior  edge  of  the 
ascending  process  of  the  superior  maxilla  is  encountered.  A  few 
strokes  of  the  curette  leave  this  bare.     When  this  has  been  done 
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the  anterior  portion  of  the  labyrinth  stands  open  before  the  opera- 
tor. 

Experiments  on  the  cadaver  have  shown  that  these  manipula- 
tions are  easily  and  quickly  executed  and  that  they  exenterate  the 
anterior  ethmoidal  cells  and  obliterate  the  naso-frontal  duct,  except 
for  the  bony  ring  where  it  leaves  the  frontal  sinus.    The  operator 


Figure  11.  Drawing  to  show  the  relationship  of  the  naso-frontal  duct 
to  pockets  from  the  frontal  sinus  and  to  ethmoidal  cells  developed  in  the 
ascending  process  of  the  superior  maxilla. 

On  the  left  there  is  a  good-sized  pocket  or  prolongation.  This  springs 
from  the  frontal  sinus  and  is  below  and  internal  to  the  duct.  There  may 
be  a  regular  cell  developed  at  this  place.  It  is  not  infrequent  to  find  two 
such  cells.  When  a  prolongation  or  a  cell  is  present,  if  the  examining 
probe  Is  carried  upward  and  inward,  its  point  catches  in  the  prolongation. 
If,  however,  the  point  of  the  probe  is  directed  outwards,  the  opening  of  the 
naso-frontal  duct  is  entered. 

On  the  right  the  specimen  shows  two  ethmoid  cells,  the  upper  one  de- 
veloped In  the  frontal  bone  and  the  lower  one  in  the  ascending  process  of 
the  superior  maxilla. 

A.  Nti-t^o-frontal  duct.  B.  Pocket  of  frontal  sinus.  C  l.ucrlmal  groove. 
1).  Septum.  E.  Ascending  process  of  superior  maxilla.  F.  Ethmoidal  celL 
G.  Ethmoidal  cell.     H.  Naso-frontal  duct. 


can  be  sure  that  the  opening  of  the  naso-frontal  duct  is  in  the  roof 
of  the  operative  cavity  thus  made.  Usually  it  is  placed  anteriorly 
and  externally,  and  the  best  guide  to  it  is  the  posterior  surface  of 
the  ascending  process  of  the  superior  maxilla.  If  a  probe  carried 
upward  and  outward  along  the  posterior  surface  of  the  ascending 
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process  of  the  superior  maxilla  does  not  drop  into  the  frontal  sinus, 
the  probe  should  be  carried  further  backward  and  then  brought  for- 
ward still  pointing  outward.  This  procedure  is  necessary  when  an 
anterior  ethmoidal  cell  makes  the  front  wall  of  the  naso- frontal 
duct.  When  present,  such  a  cell  is  often  broken  down  by  the  for- 
ward curetting.  In  a  few  cases  it  is  necessary  in  order  to  find  the 
duct  to  turn  the  end  of  the  probe  inward.  If  the  probe  is  turned 
inward  at  the  start  there  is  danger  of  getting  it  caught  in  a  cell  on 


Figure  12.  Drawing-  from  a  specimen  in  .which  the  unciform  groove  ends 
blindly  and  where  the  naso-frontal  duct  is  flask-shaped  (small  upper  fig- 
ure) and  opens  above  the  unciform  groove.  The  inner  wall  of  the  duct  is 
made  by  the  extreme  upper  anterior  part  of  the  middle  turbinate.  This 
part  of  the  turbinate  has  been  removed — an  agger  nasi  cell  lies  below  the 
duct  and  mounds  somewhat  (dotted  line)  into  it.  In  this  specimen  the 
only  real  duct  is  the  neck  of  the  flask  (parallel  dotted  lines),  the  greater 
part  is  an  antro-posterlor  slit  closed  above  and  behind  and  widely  open- 
below.     This  formation  resembles  a  rude  meatus  more  than  a  duct. 

A.  Unciform  groove.     B.   Agger  nasi  cell    (opened). 


the  inside  of  the  tip  of  the  ascen^ling  process  of  the  superior  max- 
illa, or  in  a  similar  cell  placed  a  little  higher  up  and  mounding  into 
the  posterior  part  of  the  median  partition  of  the  frontal  sinuses. 
(Figure  11.) 

In  order  to  etT-rge  the  duct  the  head  of  the  curette  should  be  car- 
ried upward  behind  the  ascending  process  of  the  superior  maxilla 
until  it  brings  up  against  the  roof  of  the  ethmoidal  labyrinth,  or  if 
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the  duct  is  wide,  against  the  posterior  wall  of  the  frontal  sinus, 
where  this  slopes  downward  and  backward  over  the  orbit.  A  small 
curette  will  enter  the  posterior  part  of  the  sinus,  and  to  carry  it 
upward  until  it  strikes  the  sloping  roof  of  the  sinus  posteriorly 
produces  a  most  uncanny  feeling.  A  lateral  x-ray  plate  gives  the 
operator  confidence  in  this  matter,  because  from  this  by  measure- 
ments he  can  get  an  idea  of  the  slope  and  the  height  of  the  posterior 
wall  of  the  sinus.  In  order  to  enlarge  the  duct,  therefore,  after  the 
curette  has  been  carried  upward  until  it  meets  with  the  resistance  of 


Figure  13.  Drawings  from  a  specimen  in  which  the  naso-frontal  duct  is 
continuous  with  the  unciform  prroove.  The  position  and  size  of  the  duct 
are  indicated  by  the  dotted  lines.  The  small  upper  figure  shows  the  form 
of  the  duct:  i.  e.,  the  duct  is  short  and  tubular.  It  is  but  little  more  than 
a  thickened  ring. 

A.   Agger  nasi   cell    (optned).      B.   Unciform    groove.     C.    Ethmoidal  bulla. 

the  posterior  wall  of  the  sinus,  the  bowl  is  turned  outward  toward 
the  orbit  and  brought  forward  and  downward  until  it  brings  up 
against  the  ascending  process  of  the  superior  maxilla 

If  the  purpose  of  the  operator  is  simply  to  catheter. ^te  the  frontal 
sinus  and  not  to  exenterate  the  anterior  cells,  the  inital  puncture  is 
made  through  the  anterior  part  of  the  middle  turbinate  and  the 
curette  is  brought  forward  until  the  posterior  surface  of  the  superior 
process  of  the  superior  maxilla  is  curetted  free.    Then  the  catheter 
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is  introduced.     If  the  opening  of  the  sinus  is  not  readily  found  all 
the  anterior  cells  must  be  exenterated. 

Long  before  this  some  of  you  are  wondering  about  the  cribriform 
plate.  The  cribriform  plate  is  the  roof  of  the  olfactory  slit  and 
is  to  the  inside  of  the  middle  and  superior  turbinates.  All  of  the 
manipulations  which  have  been  described  so  far,  and  are  to  be  de- 
scribed later,  are  carried  on  to  the  outside  of  the  cribriform  plate 
and  inside  the  ethmoidal  labyrinth.  The  roof  of  the  labyrinth  is 
above  and  distinct  from  the  cribriform  plate. 


Figure  14.  Three  drawings  to  show  the  relation  of  the  anterior  eth- 
moid cells  to  the  naso-fronta]  duct  (shaded  with  parallel  lines).  1.  There 
is  an  ethmoid  cells  to  the  outside  of  the  duct.  2.  There  are  two  ethmoidal 
cells  on  the  outside  of  the  duct  and  one  in  front  of  it.  3.  There  are  two 
ethmoidal  cells  on  the  outside  of  the  duct  a,nd  one  on  the  inside.  When 
any  of  the  above  formations  exist  and  the  cells  extend  downward  into  the 
labyrinth  to  any  extent  it  is  possible  to  enlarge  the  duct  by  turning  the 
duct  and  the  cells  into  one  cavity.     It  is  the  aim  of  the  operative  manipula- 


tions  to  accomplish  this. 


In  what  way  does  this  procedure  differ  from  the  customary  one 
employed  in  catheterizing  the  frontal  sinus  ?  The  plan  which  I  have 
ordinarily  followed  was  to  remove  the  anterior  end  of  the  middle 
turbinate  and  then  to  fish  upward  and  outward  with  a  probe  for 
the  opening  of  the  sinus.  If  this  did  not  succeed  I  took  a  concho- 
tome  and  bit  away  more  or  less  at  random  the  anterior  cells  which 
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presented,  and  then  tried  the  probe  again.  It  should  be  remembered 
that  removing  the  anterior  end  of  the  middle  turbinate,  as  it  is 
usually  done,  does  not  open  the  labyrinth.  In  order  to  do  this,  the 
extreme  upper  and  anterior  part  of  the  middle  turbinate  must  be 
entered  and  the  curette  carried  outward  and  behind  the  ascending 
process  of  the  superior  maxilla.  Not  to  do  this  is  simply  to  scratch 
the  inner  surface  of  the  labyrinth,  not  to  open  it.  (See  Figure  19.) 
The  Exenteration  of  the  Posterior  Ethmoidal  Cells:  After  the 
exenteration  of  the  anterior  ethmoidal  cells  it  is  only  necessary  to 


Figrure  15.  Under-surface  of  the  frontal  bone  and  a  cross-section  of  the 
nasal  bones. 

A.  Nasal  notch.  B.  Nasal  spine.  C.  Roof  of  nasal  cavity.  D.  Naso- 
frontal duct.  E.  Nasal  bone.  F.  Nasal  notch  frontal  bone.  G.  Ascending 
process  of  superior  maxilla. 


continue  the  curetting  backward  through  the  attachment  of  the 
middle  turbinate  in  order  to  enter  the  posterior  part  of  the  laby- 
rinth. Before  the  procedure  is  attempted  it  is  of  the  greatest  im- 
portance to  bring  the  head  of  the  patient  downward  until  the  roof 
of  the  ethmoidal  labyrinth  is  level.  During  the  manijiulations  upon 
the  anterior  cells  the  head  of  the  patient  was  tipped  strongly  up- 
ward and  backward,  and  there  is  a  tendency  on  the  part  of  the 
operator  to  leave  the  head  in  this  position.     To  do  this  causes  the 
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Flfl^ve  !•-  Drawing  from  a  specimen  to  show  the  relation  of  *^5*2k*'^~ 
■al  ■■fill  preeeas  of  the  frantal  bone  to  the  summit  of  the  aaeWMuis 
l^ocaJa  «C  tke  superior  inaTllla 

A,  AseendiBs  process  of  superior  maxilla.  R  Nasal  bone.  CL  lia«i»»«l 
^oif>T<^      D    Internal  angular  process  of  frontai  bone.     E.  Frontal  •sintts. 
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Figure  17.  Drawing  from  a  specimen  which  shows  how  the  internal 
angular  process  of  the  frontal  bone  makes  the  anterior  half  of  the  opening 
of  the  naso-frontal  duct  and  overlaps  like  a  shingle  the  posterior  surface 
of  the  ascending  ])rocess  of  the  superior  maxilla.  A  probe,  carried  upward 
along  the  posterior  surface  of  the  ascending  process  of  the  superior  maxilla 
is  guided  by  it  into  the  frontal  sinus.  If  the  frontal  sinus  is  approached 
from  the  orbit  the  surest  way  to  find  the  sinus  is  to  remove  the  lacrimal 
bone  and  then  to  carry  a  probe  upward  along  the  posterior  surface  of  the 
ascending  process  of  the  superior  maxilla.  In  like  manner  when  the 
frontal  sinus  is  approached  from  the  nose,  the  operator  first  turns  the  an- 
terior cells  into  one  cavity  and  then  in  the  anterior  part  of  this  locates  the 
posterior  surface  of  the  ascending  process  of  the  superior  maxilla  and 
passes  a  suitably  bent  probe  upward  on  this  as  a  guide. 

A.  Frontal  sinus.  B.  Internal  angular  process  of  frontal.  C.  Antrum. 
D.  Lacrimal  groove.  E.  Posterior  surface  of  ascending  process  of  superior 
maxilla. 
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operator  to  lose  his  orientation,  and  may,  as  has  happened  once,  lead 
to  disaster.  Therefore,  the  moment  the  operator  starts  to  enter 
the  posterior  part  of  the  labyrinth,  the  head  of  the  patient  is  brought 
level,  and  care  is  taken  to  keep  it  in  this  position  for  the  rest  of  the 
operation. 


Figrure  18.  Specimens  of  the  ethmoidal  labyrinth  cut  horizontally.  The 
specimens  show  the  variations  in  the  form  of  the  labyrinth.  Each  labyrinth 
tends  to  bulge  toward  the  septum  about  three-fourths  of  the  distance  back. 
This  inward  bulging-  makes  it  difficult  to  see  the  Inner  or  nasal  face  of  the 
sphenoidal  sinus.  In  order  to  do  away  with  this  bulging  portion  of  the 
labyrinth  the  superior  turbinate  must  "be  removed  flush  with  the  anterior 
face  of  the  sphenoidal  sinus.  The  third  specimen  is  a  narrow  labyrinth 
and  the  fourth  a  very  wide  one. 


Having,  then,  the  head  of  the  patient  level,  the  operator  plunges 
the  curette  through  the  attachment  of  the  middle  turbhiate  and 
works  slowly  backward  and  downward.  In  a  majority  of  cases 
the  moment  the  attachment  of  the  iniddle  turbinate  is  pierced  the 
head  of  the  curette  enters  a  sizable  cavity.  This  is  due  to  the  f  v^ 
that  the  posterior  cells  are  much  larger  than  the  anterior  cells,  and 
that  one  or  two  cells  not  infrequently  comprise  the  whole  posterior 
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portion  of  the  labyrinth.  (Figure  6-9.)  By  this  formation  Nature 
has  left  but  little  for  the  curette  to  do.  So  roomy  is  the  cavity  into 
which  the  curette  enters  that  the  operator,  feeling  no  bottom  ahead 
^'^.ars  to  carry  the  instrument  onward.  After  the  first  case  or  two, 
when  he  has  come  to  realize  the  large  size  of  the  posterior  cells,  the 
operator  loses  his  natural  timidity  and  quickly  carries  the  curette 
to  the  posterior  wall  of  the  labyrinth.  The  feeling  of  relief  that  one 
experiences  when  the  curette  brings  up  against  the  posterior  wall  is 


Figure  19.  Antro-posterior  section  through  the  ethmoidal  labyrinth.  The 
middle  turbinate  hag  been  removed.  The  anterior  cells  were  destroyed  by 
curetting  and  a  single  cavity  left.  The  naso-frontal  duct  leads  from  the 
anterior  outer  angle  of  tlie  roof  of  this  cavity.  The  unciform  groove  ends 
blindly  below  it.  Tliere  are  three  posterior  cells — two  have  been  opened. 
The  dotted  line  is  the  line  of  a  horizontal  section  which  was  made  through 
the  labyrinth  wlien  the  dissection  had  reached  the  stage  shown  in  the 
figure. 

A.  Anterior  cells  removed.  B.  Unciform  groove.  C.  Posterior  edge  of  sep- 
tum.    D.  Sphenoidal  sinus.     E.  Posterior  etTimoidal  cells. 

much  like  that  which  comes  to  the  tired  and  frightened  swimmer 
when  he  reaches  near  enough  to  the  shore  for  his  feet  to  strike 
bottom. 

The  next  step  in  the  operation  is  the  removal  of  the  middle  tur- 
binate— that  is,  what  is  left  of  it.  and  the  removal  as  well  of  the 
lower  half  of  the  superior  turbinate.  This  is  accomplished  most 
easily  by  cutting  straight  backward  as  high  above  the  middle  tur- 
binate as  the  scissor-punch  can  be  made  to  engage.     One  blade  is 
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Figure  20.  Horizontal  section  of  tlie  ethmoidal  labyrinth  after  exentera- 
tion of  the  anterior  cells.      (See  Figure  No.   19). 

The  half  of  the  figure  on  the  reader's  left  is  the  lower  half  of  the  eth- 
moidal labyrinth,  and  the  one  on  the  right  is  the  upper  half  turned  over 
like  the  lid  of  a  box. 

In  the  first  half,  the  cavity  is  shown  where  the  anterior  cells  have  been 
curetted.  This  in  continuous  with  the  naso-frontal  duct  which  is  shown  in 
the  second  half  of  the  drawing.  On  the  inside  of  the  naso-frontal  duct  an 
unopened  anterior  cell  (frontal  bulla)  runs  to  the  inside  of  the  naso- 
frontal duct  and  mounds  into  the  floor  of  the  frontal  sinus. 

A.    Cavity    left    after    removing    anterior    cells.      B.    Naso-frontal    duct. 

placed  in  the  exenterated  labyrinth  and  the  other  follows  backward 
in  the  olfactory  slit.  When  the  scissor-punch  has  cut  its  way  to 
the  front  wall  of  the  sphenoidal  sinus,  the  middle  turbinate  and 
the  lower  part  of  the  superior  turbinate  are  removed  with  a  snare, 
or  are  twisted  out  with  a  small  pair  of  Luc  forceps.    If  the  operator 
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prefers,  the  remaining  portion  of  the  middle  turbinate  and  the  re- 
quired amount  of  the  superior  turbinate  can  be  removed  with  a  con- 
chotome. 

The  final  step  in  the  operation  is  the  complete  uncovering  of  the 
front  wall  of  the  sphenoidal  sinus  and  the  recognition  of  the  pos- 
terior ethmoidal  cell.    The  hardest  part  of  the  operation  is  to  recog- 


A.  Outer  or  ethmoidal  face  of  sphenoid.  B.  Attachment  of  superior  tur- 
binate.    C.  Inner  or  nasal  surface  of  face  of  sphenoid.     D.  Os  planum. 

Figure  21.  Drawing  from  a  specimen  in  which  the  whole  ethmoidal  laby- 
rinth has  been  exenterated.  The  posterior  third  of  the  superior  turbinate 
has  not  been  removed.  This  bulges  inward  and  obscures  the  inner  or  intra- 
nasal part  of  the  front  face  of  the  sphenoidal  sinus.  It  is  necessary  for 
correct  orientation  in  operating  to  remove  the  superior  turbinate  flush 
with  the  front  face  of  the  sinus.      (See"  Figure  No.  6). 


nize  the  limits  of  this  cell.  It  is  in  this  cell  that  he  can  get  into  the 
most  trouble.  Working  in  this  cell,  especially  in  its  upper  outer 
posterior  angle,  is  the  most  dangerous  part  of  the  whole  procedure. 
Experience  has  proved  that  it  can  be  easily  fatal  to  the  patient  if  the 
operator  loses  his  bearings  in  this  locality.  By  carrying  the  curette 
backward  to  the  outside  of  the  middle  turbinate  it  must  of  necessity 
bring  up  in  this  posterior  cell.     Trouble  comes  when  the  head  of 
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the  patient  is  not  held  level  so  that  the  curette  strikes  the  posterior 
wall  at  its  extreme  upper  part.  If  it  strikes  not  only  the  upper  part 
of  this  cell,  but  strikes  it  at  the  outer  superior  angle,  it  is  easy  to 
enter  the  cranial  cavity,  especially  if  the  cell  wall  has  been  softened 
by  polypi  or  pus.  When,  however,  the  head  of  the  patient  has  been 
kept  in  the  proper  position,  that  is,  level,  the  curette  meets  first  the 
lower  part  of  the  posterior  wall  of  this  posterior  cell.  Owing  to  the 
bulging  inward  of  the  posterior  part  of  the  inner  wall  of  the  laby- 
rinth, (Figure  21)  the  front  face  of  the  sphenoidal  sinus,  where  it 
is  free  in  the  upper  and  posterior  part  of  the  nasal  cavity,  is  ob- 
scured until  the  posterior  part  of  the  superior  turbinate  has  been 
removed  flush  with  the  face  of  the  sinus.     (Figure  18.)     As  soon 


A.  Outer  or  ethmoidal  half  of  front  face  of  sphenoid.  B.  Attachment  of 
superior  turbinate.  C.  Inner  or  nasal  surface  of  face  of  sphenoid.  D.  Right 
choana. 

Figure  22.  Diagrammatic  drawing  of  the  front  face  of  the'  sphenoidal 
sinus.  When  the  exenteration  of  the  ethmoidal  labyrinth  has  been  com- 
pleted and  before  the  sphenoidal  sinus  is  entered  the  operative  field  should 
present  the  picture  given  above.  The  upper  outer  posterior  angle  of  the 
ethmoidal  face  is  the  most  dangerous  area  in  the  operation,  i.  e.,  the 
region  of  the  upper  left  hand  marlcer  A. 

as  this  important  manipulation  has  been  executed,  a  very  definite  and 
characteristic  picture  is  obtained.  To  the  inside  is  the  septum.  (See 
Figure  22.)  Just  outside  of  this  comes  the  free  or  nasal  face  of  the 
sphenoidal  sinus.  This  is  recognized  bv  the  presence  of  the  ostium. 
Further  out  and  limiting  the  front  face  of  the  sinus  is  the  ridge 
which  represents  the  attachment  of  the  superior  turbinate.  Lastly, 
to  the  outside  of  this  there  is  a  depression  made  by  the  remaining 
portion  of  the  posterior  ethmoidal  cell  (Figure  22)^.  Once  this  pic- 
ture is  obtained,  however,  it  is  necessary  to  follow  up  the  removal  of 
the  superior  turbinate  absolutely  to  the  front  wall  of  the  sinus.  If 
the  operator  loses  his  orientation  he  can  regain  it,  and  he  should  re- 
gain it  or  abandon  the  operation,  by  finding  the  superior  rim  of  the 
choana  and  then  advancing  upward  with  a  probe  close  to  the  septum. 
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No  matter  how  narrow  the  inner  or  nasal  part  of  the  front  wall  of 
the  sphenoidal  sinus  may  be,  this  procedure  will  locate  it.  The  wider 
the  posterior  cell  the  narrower  is  the  free  part  of  the  front  wall  of 
the  sinus.  The  inclination  of  the  operator  is  to  work  too  high  and 
too  far  outward,  and  so  to  mistake  the  posterior  wall  of  the  posterior 
ethmoidal  cell  for  the  free  or  nasal  wall  of  the  sinus.  Having  made 
out  the  extent  of  the  free  wall  of  the  sinus  and  likewise  the  extent 
of  the  posterior  wall  of  the  posterior  ethmoidal  cell,  which  is  a  wall 
common  to  the  posterior  cell  and  the  outer  half  of  the  front  face  of 
the  sinus,  the  operator  selects  the  inner  half  of  the  front  face  and 
forces  the  curette  through  the  ostium  of  the  sinus  into  the  cavity  of 
the  sphenoid.  If  the  location  of  the  ostium,  is  not  clear,  the  operator 
finds  the  upper  rim  of  the  choana  and  proceeds  with  his  curette  up 
the  front  wall  of  the  sphenoid  close  to  the  septum.  Presently  the 
curette  finds  a  thin  place  and  enters  the  sinus.  It  seems  to  me 
dangerous  to  enter  the  sinus  through  the  posterior  wall  of  the  pos- 
terior ethmoidal  cell.  When  the  ostium  has  been  found  and  the 
cavity  of  the  sinus  entered,  a  probe  bent  at  a  right  angle  is  intro- 
duced into  the  sinus  and  turned  outward  and  brought  forward 
against  the  external  part  of  the  front  face  of  the  sinus  and  its  width 
ascertained.  This  will  show  much  of  the  anterior  wall  can  be  re- 
moved. With  this  information  in  mind  the  operator  introduces  into 
the  sinus  a  small,  right  angular  punch  and  bites  outward,  and 
downward,  and  inward,  until  all  the  thin  bone  of  the  front  face  of 
the  sphenoidal  sinus  has  been  removed.  The  steps  of  the  opera- 
tion have  now  been  completed.  All  that  remains  is  to  remove  tags 
wherever  they  are  found.  It  is  not  well  to  curette  the  superior 
outer  angle  of  the  posterior  cell.  The  probe  is  even  more  dangerous 
in  this  region  than  the  curette,  because  at  this  point  the  wall  of  the 
cell  is  thin.  There  has  been  one  fatality  from  a  probe  entering 
the  cranial  cavity  at  this  place.  Not  only  can  the  probe  enter  the 
anterior  fossa  if  used  at  this  point,  but  it  mav  encounter  the  oph- 
thalmic veins  as  they  merge  with  the  cavernous  sinus.  Hitting 
these  veins  is  practically  the  same  thing  as  puncturing  the  sinus  it- 
self. As  a  finishing  touch  the  curette  is  carried  outward  to  the  os 
planus  posteriorly  and  brought  forward  along  its  inner  surfaces.  In 
my  experience,  the  os  planun  is  fairlv  resistant.  W  here  there  has 
been  much  suppuration  there  may  be  dehiscences. 

Stwimary:  The  anterior  boundary  of  the  ethmoidal  labyrinth  i.s 
made  by  the  internal  angular  process  of  the  frontal  bone  and  the 
posterior  surface  of  the  ascending  process  of  the  superior  maxilla. 
The  labyrinth  cannot  be  entered  effectively  unless  the  curette  is  car- 
ried outward  behind  the  ascending  process  of  the  superior  maxilla 
toward  the  lacrimal  bone.    Removing  the  anterior  end  of  the  middle 
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turbinate  and  curetting  upward,  and  not  outward,  does  not  open 
the  labyrinth  to  any  extent.     The  internal  angular  process  of  the 
frontal  bone  makes  two-third,  or  the  whole,  of  the  bony  ring,  which 
is  the  first  part  of  the  naso-frontal  duct.     (See  Figures  16,  17).  The 
best  guide  to  the  duct  is  the  posterior  surface  of  the  ascending  pro- 
cess of  the  superior  maxilla.     In  a  large  number  of  cases  the  naso- 
frontal duct  is  not  a  tubular  canal,  but  consists  first  of  a  bony  ring 
and  then  becomes  a  triangular  antro-posterior  slit.     This  is  more 
like  an  ethmoidal  cell,  or  an  irregular  meatus,  than  a  duct.     The 
naso-frontal  duct  tends  to  run  from  without  inward  and  to  come 
into  relationship  with  the  upper  part  of  the  anterior  end  of  the  mid- 
dle turbinate.    When  the  naso-frontal  duct  has  the  cellform  the  an- 
terior end  of  the  middle  'turbinate  makes  its  inner  boundary.     The 
duct,  therefore,  is  reached' most  easily  through  the  nose,  and  through 
the  anterior  end  of  the  middle  turbinate.     A  curette  introduced  at 
this  point  and  carried  ouward  toward  the  lacrimal  bone  and  then 
withdrawn  a  little  and  carried  straight  backward  and  downward, 
enters  the  anterior  part  of  the  labyrinth  behind  the  ascending  pro- 
cess of  the  superior  maxilla  and  breaks  down  the  cells  through 
which  the  naso-frontal  duct  runs,  destroying  both  the  cells  and  the 
duct.     Very  little  curetting  is  required  to  convert  the  anterior  part 
of  the  labyrinth  into  a  single  cavity.     In  the  roof  of  this  chamber, 
usually  in  the  anterior  outer  angle,  the  opening  of  the  naso-frontal 
duct  is  placed. 

If  it  is  the  wish  of  the  operator  to  clean  out  all  the  ethmoidal 
cells,  the  posterior  half  of  the  labyrinth  is  entered  by  piercing  th^- 
attachment  of  the  middle  turbinate  and  by  curetting  still  further 
backward,  using  all  the  while  the  outer  side  of  the  middle  turbinate 
as  a  guide.  If  the  head  of  the  patient  is  held  level,  the  middle  tur- 
binate guides  the  curette  backward  into  the  posterior  ethmoidal  cell. 
Often  the  posterior  half  of  the  labyrinth  is  a  large  cavity,  made  up 
'  of  only  one  or  two  cells.  This  portion  of  the  labyrinth  has  been,  as 
it  were,  exenterated  by  nature.  When  the  curette  brings  up  against 
the  back  wall  of  the  labyrinth  the  remaining  part  of  the  middle  tur- 
binate and  the  lower  half  of  the  superior  turbinate  are  removed. 
Then  the  posterior  part  of  the  superior  turbinate  is  taken  away, 
flush  with  the  front  face  of  the  sphenoidal  sinus.  The  operator  now 
recognizes  the  inner  part  of  the  front  face  of  the  sphenoidal  sinus, 
which  is  free  in  the  nasal  cavity,  and  the  outer  part  which  has  a 
common  wall  with  the  posterior  ethmoidal  cell.  The  posterior  outer 
upper  angle  of  the  posterior  ethmoidal  cells  is  dangerous  to  curette 
or  to  probe.  It  is  of  the  utmost  importance  that  the  operator  should 
be  sure  of  his  landmarks  in  this  locality.     He  orientates  himself  by 
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finding  the  upper  rim  of  the  choana  and  then  differentiating  the  free 
face  of  the  sphenoidal  sinus  by  proceeding  upward  from  the  rim  of 
the  choana  close  to  the  septum.  Having  made  out  the  extent  of  the 
free  face  of  the  sinus,  the  width  of  the  common  wall  between  the 
sphenoidal  sinus  and  the  posterior  ethmoidal  cell  is  determined. 
The  dividing  line  .between  the  two  parts  of  the  anterior  face  of  the 
sphenoidal  sinus  is  made  by  the  obliquely  vertical  line,  which  is 
the  attachment  of  the  superior  turbinate. 

The  usual  mistake  made  by  the  operator  is  to  get  lost  in  the  pos- 
terior ethmoidal  cell — that  is,  he  goes  too  high  and  too  far  outward, 
and  considers  the  posterior  wall  of  the  posterior  ethmoidal  cell  as 
the  whole  of  the  front  face  of  the  sphenoidal  sinus.  This  mistake, 
if  persisted  in,  will  carry  him  into  the  brain.  Insufficient  removal 
of  the  posterior  part  of  the  superior  turbinate  and  allowing  the  head 
to  become  tipped  upward,  are  the  chief  causes  of  this  confusion. 
After  the  landmarks  of  the  front  face  of  the  sphenoidal  sinus  have 
been  cleared  and  recognized,  the  sinus  is  entered  near  the  septum — 
if  possible,  through  the  ostium — and  the  whole  of  the  anterior  wall 
removed. 

The  mishaps  of  the  operation  are  entering  the  orbit  through  the 
lacrimal  bone  and  entering  the  posterior  part  of  the  anterior  fossa 
of  the  cranial  cavity  at  the  apex  of  the  orbit.  The  first  accident  is 
trivial ;  the  second,  fatal. 

Puncture  of  the  anterior  end  of  the  superior  turbinate  for  cathe- 
terizing  the  frontal  sinus  or  exenteration  of  the  anterior  ethmoidal 
cells  is  readily  accomplished  under  cocain  anesthesia.  For  the  com- 
plete removal  of  the  anterior  and  posterior  cells,  especially  if  this  is 
to  be  accomplished  at  one  sitting,  it  is  more  satisfactory  to  use  a 
general  anesthetic. 

In  beginning  this  paper  I  used  the  word  "revelation"  in  regard 
to  my  recent  increase  of  knowledge  of  the  ethmoidal  labyrinth.  J 
do  not  expect  that  the  manipulations  here  described  will  have  any 
such  effect  upon  you.  Many  of  the  points  are  already  known,  and 
many  of  the  manipulations  have  been — in  part,  at  least — practiced 
by  you.  This  is  a  report  of  individual,  though  perhaps  belated,  pro- 
gress. My  ethmoidal  operating  has  lacked  definite  plan.  I  easily 
!)ecame  confused  as  to  where  I  was,  and  was  always  in  doubt  how 
"nuch  had  been  accomplished  at  any  given  moment.  The  anatomy 
of  the  naso -frontal  duct  was  especially  hazy. 

The  operative  procedure  which  has  just  been  described  has  been 
tried  on  the  living  some  ten  times.  The  results  have  been  better 
than  any  I  have  secured  before. 

828  Beacon  Street. 


PARAFFIN  NASAL  BRIDGE  BUILDING— TECHNIC  AND 
REPORT  OF  CASES.* 

DR.    EUGKNE   VANSANT,    PHILADELPHIA. 

Paraffin  prothesis  for  the  relief  of  depression  of  the  nasal  bridge 
is  generally  credited  to  Gersuny  of  Vienna,  who  first  employed  it  in 
1900.  Since  its  introduction  reports  of  occasional  unfavorable  re- 
sults have  been  made,  such  as,  deformity  resulting  from  hyper-in- 
jection or  from  the  paraffin  spreading  to  a  wrong  locality;  slough- 
ing or  abscess  resulting  from  infection ;  necrosis  of  the  tissue  caused 
by  injecting  too  much  paraffin  and  amaurosis  from  thrombosis  of 
one  of  the  ophthalmic  vessels.  The  possibility  of  such  accidents 
may  have  prevented  some  surgeons  from  undertaking  the  pro- 
cedure. However,  the  technic  is  now  so  greatly  improved  that  the 
probability  of  any  such  unfavorable  results  may  be  said  to  be  very 
slight.  The  most  important  thing  in  the  new  technic  is  the  prepara- 
tion of  the  paraffin.  This  is  now  melted  and  mixed  with  white  petro- 
latum so  as  to  bring  the  melting  point  to,  or  slightly  above  110°  F. 
Personally,  I  use  a  mixture  of  11()°  F.  melting  point.  It  is  well  to 
have  the  paraffin  prepared  fresh  for  each  operation,  as  the  prepared 
tubes  sold  in  the  shops  are  not  always  satisfactory. 

The  following  is  a  brief  explanation  of  the  method  pursued,  as 
furnished  by  my  chemist :  *'We  use  clean,  white  paraffin — melting 
point  about  135°  F. — and  a  white  petrolatum — melting  point  about 
105°  F. — and  after  the  proportions  used  are  approximately  437  to 
480  parts  by  weight.  After  the  bases  are  melted  and  mixed  they 
are  allowed  to  cool  and  solidify — and  then  carefully  melted  on  a 
water  bath  to  observe  temperature  of  liquifying  point.  If  too  high, 
a  proportionate  amount  of  white  petrolatum  is  added  to  reduce  it — 
and  vice  versa  if  too  low." 

Paraffin  prepared  by  this  method  can  be  used  cold  and  injected 
with  great  accuracy.  Paraffin  mixtures  of  less  than  110°  F.  melt- 
ing point  seem  to  be  more  productive  of  accidents  than  those  of  a 
higher  melting  point.  The  screw-syringe  devised  by  Dr.  Harmon 
Smith  is  perhaps  the  best  instrument  for  making  the  injection.  As 
the  screw  for  making  the  injection  is  turned  the  paraffin  is  ejected 
from  the  end  of  the  needle  in  a  worm-like  thread.  As  a  general 
thing  a  straight  needle  can  be  used,  but  at  times  a  curved  needle  is 
preferable. 

*Read  before  the  Section  of  Otolog-y  and  Laryngology  of  the  College 
of   Physicians   of  Philadelphia,   February   19,   1913. 
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Before  the  operation,  the  nose  and  face  of  the  patient  should  be 
scrubbed  with  green  soap,  the  area  to  be  operated  upon  further 
scrubbed  with  alcohol  and  covered  with  a  gauze  dampened  with  a 
1-1000  solution  of  bichlorid  of  mercury  or  painted  with  tincture  of 
iodin.  The  head  should  be  covered  with  a  towel,  dampened  with 
the  bichlorid  of  mercury  solution  and  the  upper  portion  of  the  body 
covered  with  a  sterilized  gown. 

The  operator  and  assistant  should  prepare  themselves  as  for  any 
minor  surgical  operation.  The  paraffin  syringe  and  needle  should 
be  sterilized.  The  paraffin  is  melted  in  a  cup  over  a  spirit  lamp  and 
the  melted  paraffin  drawn  into  the  syringe.  The  filled  syringe  is  then 
placed  in  sterile  cold  water  imtil  the  paraffin  solidifies.  Before  us- 
ing, the  screw  of  the  syringe  should  be  turned  until  the  paraffin 
comes  out  of  the  needle  in  a  solid  thread  free  from  oil  and  water. 


Figure  1.  Figure  2. 

As  a  general  thing,  I  prefer  not  to  use  a  local  or  general  anesthetic. 

The  operator  stands  behind  the  patient,  who  is  seated  upon  a 
chair.  The  assistant  stands  in  front  of  the  patient  with  his  thumbs 
pressing  firmly  against  the  nasal  bones,  with  the  tips  touching  the 
root  of  the  nose.  The  injection  is  made  preferably  from  above 
downward.  At  the  point  of  injection,  the  skin  is  firmly  seized  and 
lifted  as  high  as  possible.  The  needle  is  inserted  above  the  line  of 
depression  and  carried  down  through  the  areolar  tissue  to  a  point 
just  beyond  the  depression.  Before  commencing  the  injection,  care 
should  be  taken  to  see  that  the  point  of  the  needle  is  disengaged  and 
that  there  is  no  undue  bleeding  from  the  point  of  entrance. 

The  paraffin  is  then  slowly  deposited,  the  needle  being  gradually 
withdrawn,  the  operator  meanwhile  molding  the  paraffin  to  the  de- 
sired shape.  Marked  anemia  of  the  skin  over  the  injected  part  is 
a  signal  of  danger  and  should  cause  the  operator  to  desist,  or  at 
least  to  proceed  cautiously. 
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Before  withdrawing  the  needle  entirely  the  point  of  the  needle 
should  be  grasped  through  the  skin  and  a  slight  rotary  motion  made 
with  the  syringe  in  order  to  break  the  thread  of  paraffin  and  not  to 
draw  it  into  the  skin.  Any  hemorrhage  from  the  point  of  entrance 
should  now  be  stopped  and  the  puncture  covered  with  a  little  ster- 
ilized cotton  soaked  with  collodium.  The  patient  should  preferably 
remain  in  bed  until  the  next  day,  with  ice  cloths  to  the  surface  of 
the  nose.  He  should  be  instructed  not  to  touch  the  parts  for  some 
days.  Usually  the  deformity  can  be  corrected  with  one  injection 
but  if  for  any  reason  it  is  thought  wise  not  to  continue  the  injection 
until  the  entire  deformity  is  relieved,  a  second  injection  can  be 
made  a  month  or  two  later., 

The  operator  should  endeavor  to  conform  the  shape  and  size  of 
the  rebuilt  bridge  to  the  general  character  of  the  patient's  features. 


Fig-ure  3. 


Figure  i. 


Certainly  a  Roman  nose  on  Hibernian  features  would  be  undesir- 
able. 

H  the  patient  is  suffering  from  nasal  discharge  or  ulcerations, 
preliminary  treatment  should  be  given  to  relieve  the  condition  caus- 
ing these.  A  nasal  bridge  thus  restored  by  paraffin  injection  seems 
to  be  permanent. 

The  paraffin  at  the  time  of  the  injection  is  forced  into  the  inter- 
stices of  the  connective  tissue ;  later  the  enclosing  connective  tissue- 
fibers  gradually  thicken  and  the  restored  part  has  a  soft  fibrous  feel- 
ing. The  following  three  cases  have  been  chosen  as  representing 
different  types  of  deformity : 

Case  I :  A  young  lady,  aged  about  20  years,  gave  a  history  of  a 
blow  upon  the  nose  from  a  fall  in  childhood,  which  depressed  the 
bridge  of  the  nose.  The  deformity  had  persisted  and  with  the 
growth  of  the  face  had  become  more  marked.    The  nasal  breathing 
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was  good.  Her  general  health  was  excellent.  The  patient,  how- 
ever, continually  worried  about  her  nasal  deformity.  Examination 
showed  a  depressed  nasal  bridge,  having  a  deep  inward  curve,  the 
nose  was  considerably  widened.  At  the  point  of  depression  the 
cartilaginous  septum  was  wanting.  The  lower  part  of  the  septum 
was  thickened,  there  was  no  marked  obstruction  of  either  nostril. 

Operation,  March,  1910.  After  the  proper  preliminary  treat- 
ment before  mentioned,  about  25  mimims  of  the  paraffin  mixture 
was  inserted.  This  overcame  the  deformity  sufficiently  to  produce 
a  nasal  bridge,  the  lines  of  which  conformed  to  the  other  features 
of  the  patient's  face.  Xo  anesthetic  was  used,  the  patient  suffered 
but  little  pain.  There  was  no  inflammation  following,  the  only 
after-effects  being  a  slight  swelling,  this  passed  away  in  about  48 
hours.  The  patient  was  photographed  before  and  after  the  opera- 
tion. The  later  photograph  was  taken  about  a  month  after  the 
operation.  She  was  seen  at  intervals,  for  months,  and  the  improved 
nasal  appearance  remained  the  same.  There  was  marked  improve- 
ment in  her  spirits,  and  she  became  much  more  cheerful  and  bright. 

Case  2\  A  young  man,  aged  15,  gave  a  history  of  a  blow  on  the 
bridge  of  the  nose  from  a  fall  against  the  edge  of  a  stone  step, 
while  quite  a. young  child.  The  bridge  of  the  nose  had  remained 
depressed  with  a  swelling  toward  the  left  side.  The  patient's 
breathing  was  greatly  obstructed,  particularly  in  the  left  nostril. 
Examination  showed  a  marked  depression  of  the  nasal  bridge,  with 
a  hard  swelling  over  the  left  nostril.  This  was  due  to  the  fact  that 
the  nasal  cartilage  at  the  time  of  the  accident  had  not  only  been 
depressed  but  had  been  also  dislocated  toward  the  left.  The  left 
nostril  was  almost  completely  obstructed  by  the  displaced  and  de- 
flected septum.  The  right  nostril  was  partially  obstructed  by  the 
protruding  lower  border  of  the  triangular  cartilage  which  was 
separated  from  the  columnar  cartilage. 

In  January,  1911,  the  nasal  obstruction  was  removed  by  nieana 
of  a  submucous  operation  of  the  nasal  septum  with  the  result  of 
restoring  good  nasal  breathing,  and  about  two  months  later  the  de- 
pressed bridge  was  filled  in  with  paraffin  mixture,  with  the  result 
of  removing  the  nasal  deformity.  The  paraffin  operation  was  done 
without  an  anesthetic,  there  was  little  pain  or  reaction.  The  pa- 
tient's improved  appearance  and  breathing  were  ver>'  satisfactory ; 
he  was  kept  under  observation  for  a  number  of  months  and  the 
same  excellent  condition  continued.  Photographs  taken  before  and 
after  the  operation  show  the  improvement. 


912  vansant:   paraffin  nasal  bridge  building. 

Case  j:  A  lady,  aged  40,  had  depression  of  the  bridge  of  her 
nose  from  necrosis  of  the  nasal  septum  dne  to  syphilis.  There  was 
also  a  scar  on  the  left  side  of  the  bridge  of  the  nose,  just  below  the 
free  border  of  the  left  nasal  bone,  due  to  former  syphilitic  ulcera- 
tion. The  deformity  was  marked,  producing  the  typical  saddle- 
back shape.  The  patient  was  greatly  distressed  about  her  appear- 
ance and  was  very  desirous  to  have  an  improvement  if  possible. 

We  felt  considerable  trepidation  in  undertaking  the  operation, 
and  only  consented  to  do  it  after  prolonged  consultation  with  her 
family  physician.  Assurance,  however,  of  former  excellent  sys- 
temic treatment,  freedom  of  the  patient  for  the  past  four  or  five 
years  of  any  syphilitic  manifestation  and  apparent  freedom,  as 
shown  by  examination,  of  present  active  syphilis,  finally  persuaded 
us  to  proceed. 

Examination  showed  the  cartilaginous  septum  to  be  almost  en- 
tirely absent.  From  the  nasal  bone  down  to  the  lateral  cartilages 
there  was  no  support  whatever  to  the  bridge  of  the  nose.  The 
operation  was  performed  in  June  of  this. year,  with  the  greatest 
care,  about  28  minims  of  the  paraffm  mixture  was  injected,  and  the 
appearance  of  the  nose  gi-eatly  improved.  No  anesthetic  was  used, 
and  the  patient  sufi'ered  but  little  pain  at  the  time  of  the  operation. 
There  was  considerable  post-operative  reaction,  and  the  patient  was 
kept  in  bed  for  three  days,  with  cold  applications  locally  and  mixed 
treatment  internally.  She  was  then  allowed  to  return  to  her  home, 
greatly  pleased  with  her  improved  appearance,  saying  that  her  nose 
now  "looked  like  it  used  to  look."  Her  family  physioian  in  a  recent 
letter  assured  me  of  her  continued  improvement  to  date. 

1929  Chestnut  Street. 


Case  of  Total  Deafness  Following  Dose  of  Quinin.    M.  J.  Ballin. 

A'.  V.  Med.  Jour.,  May  24,  1913. 
Girl  of  IG  took  thirty  grains  of  quinin  within  fifteen  minutes.  Two 
hours  later  severe  headache  and  bilateral  tinnitus.     No  disturbance 
in  co-ordination  but  steadily  progressive  deafness,  which  could  not 
be  cured.    The  case  was  reported  to  the  author  by  Prof.  PoHtzer. 

Ed. 


TECHNIC  AND  AFTER=TREATMENT  OF  SUBMUCOUS 
RESECTION  WITHOUT  PACKING. 

DR.   L.    OSTROM^   ROCK   ISLAND,    ILL. 

As  early  as  1904,  while  in  charge  of  the  nose  and  throat  clinic 
at  St.  Jklark's  Hospital,  New  York,  I  noticed  that  patients  who  had 
had  submucous  septum  operations  performed  and  either  deliberate- 
ly pulled  out  the  packing  or  sneezed  ( ?)  it  out,  recovered  more 
quickly  than  did  those  who  retained  the  packing  for  any  length  of 
time  (eight  to  twenty-four  hours).  In  three  cases  the  subsequent 
swelling  and  pressure  by  the  packing  (not  properly  done)  produced 
necrosis  with  loss  of  mucous  membrane  and  subsequent  perforation. 
About  that  time  I  had  the  opportunity  and  good  fortune  to  watch 
and  assist  Dr.  Freer  do  several  operations  in  his  excellent  manner. 
Subsequently  I  have  observed  most  of  our  well-known  surgeons  and 
have  received  many  valuable  ideas  and  suggestions.  In  my  private 
work  I  met  many  patients  who  had  had  partial  nasal  operations,  all 
of  which  had  been  packed  that,  though  they  ought  to  have  the  sep- 
tum made  straight,  most  of  them  would  decline  because  of  the  dread 
of  the  packing.  In  a  few  isolated  cases  I  deliberately  omitted  the 
packing,  but  because  it  was  so  universally  employed  I  did  not  feel 
like  risking  its  omission.  However,  five  years  ago,  I  began  to  omit 
the  packing,  incidentally  also  to  modify  some  steps  of  the  operation, 
until  to-day  I  think  it  absurd  and  unfair  to  the  patient,  and  not 
creditable  to  the  surgeon  to  inflict  a  useless  punishment.  At  the 
1912  A.  ]\I.  A.  meeting  at  Atlantic  City,  I  protested  against  the  pack- 
ing and  was  astonished  that  no  one  else  then  present  had  tried  the 
method.  Dr.  G.  D.  Richards  of  Fall  River,  Mass.,  was  the  only  one 
who  was  acquainted  with  the  method,  and  that  came  from  European 
surgeons.  Dr.  Freer  stated  that  "if  anyone  wants  to  let  his  patient 
bleed  to  death,  he  might  leave  out  the  packing."  Dr.  Loeb  stated 
that  he  would  hold  me  responsible  for  patients  bleeding  to  death.  I 
had  no  opportunity  to  answer  these  remarks  then,  but  shall  do  so 
now. 

The  principle  reasons  for  the  employment  of  packing  after  sub- 
mucous resection  are,  prevention  of  hemorrhage,  hematoma  and  in- 
fection. If  the  technic  can  be  so  simplified  and  perfected  that  after 
a  moderate  amount  of  experience  a  resection  of  a  part  or  all  of  the 
bony  and  cartilaginous  septum  can  be  performed  without  tearing 
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the  mucous  membrane  to  any  material  extent,  then  the  question  of 
hemorrhage  does  not  come  up.  It  has  been  found  that  by  resecting 
through  one  aperture  which  can  afterwards  be  completely  closed 
by  sutures  or  pressure,  the  rest  of  the  mucous  membrane  not  being 
torn,  no  hemorrhage  can  take  place.  The  completed  field  of  opera- 
tion will  then  resemble  a  sac  with  an  opening  at  one  end.  Even  if 
numerous  small  holes  are  cut  in  the  mucoils  membrane  these  will 
close  with  blood-clots  if  there  happens  to  be  free  bleeding  within 
the  septum,  but  if  an  extensive  tear  takes  place  then  packing  may 
be  needed  to  stop  the  leak.  As  the  blood  gathers  in  the  inter-septal 
space  it  soon  fills  it  completely  and  acts  as  a  packing,  but  when  the 


Figure    1 — a.      Primary   incision   in    mucous   membrane   at   right   angle    to 
plane  of  septum. 

bleeding  vessels  have  been  closed  the  inter-septal  clot  dissolves  and 
flows  out  through  the  aperture  or  is  absorbed.  Usually  it  disappears 
after  the  third  day.  About  three  hours  after  completing  the  opera- 
tion the  mucous  membrane  on  the  turbinates  begins  to  swell  and  as 
the  swelling  increases  on  both  sides  pressure  is  put  on  the  septum, 
often  so  considerable  that  it  resembles  a  packing.  This  swelling 
also  helps  to  squeeze  out  the  blood  that  may  be  within  the  septum. 
Hematoma  does  not  occur  if  there  is  free  drainage.  The  blood- 
clot  which  may  form  within  the  septum  will  soften  and  escape  with- 
in one  or  two  days  through  the  primary  incision.  Furthermore,  if 
the  nose  has  been  packed  after  the  operation,  when  the  packing  is 
removed,  which  is  usually  long  before  the  mucous  membranes  have 
begun  to  adhere,  the  inter-septal  space  is  filled  with  blood  or  serum 
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which  does  not  escape  with  as  great  ease  as  it  would  through  the 
primary  incision  without  packing. 

About  three  years  ago,  while  talking  about  this  same  subject  with 
Dr.  Ballenger,  he  told  me  that  he  had  just  been  informed  by  a  con- 
frere that  a  hematoma  had  occurred  after  removing  the  packing. 
In  watching  many  operators  in  many  clinics,  and  in  their  private 
work,  I  found  the  same  as  in  my  own  practice,  that,  if  the  packing 
remained  twenty-four  hours,  the  nose  would  be  swollen  shut  for  the 
next  three  to  five  days,  and  sometimes  longer,  with  a  much  greater 


Figure  2 — a.  Right  angfle  elevator  puUing  forward  toward  tip  and  up  to 
primary  incision — b.  c.  Elevating  mucous  membrane  above  vomerian 
crest.     J.  Jacobson's  cartilage  (schematic). 

discharge  of  pus  or  mucus  than  when  the  packing  is  not  employed. 
This  swelling  was  always  due  to  accumulation  of  blood  or  serum  be- 
tween the  septal  mucous  membrane  and  the  swelling  of  the  mucous 
membrane  of  the  turbinates  which  by  reason  of  the  irritation  from 
the  packing  and  its  removal  also  produced  an  excess  of  mucus. 

Statements  have  been  made  that  infection  is  more  apt  to  occur 
without  packing.  It  is  not  likely  that  packing  has  any  bearing  at 
all  on  infection.  It  surely  is  more  safe  to  allow  free  drainage  than 
to  close  up  the  cavity  with  packing  if  infection  should  take  place. 
I  have  never  had  a  case  of  infection  of  the  septum  following  a  sub- 
mucous resection  nor  have  I  seen  a  case  at  any  clinic.  Infections 
do  occur,  but  so  rarely  that  they  might  be  entirely  ignored,  especial- 
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ly  if  the  operation  can  be  performed  under  favorable  conditions  and 
the  patient  can  lend  intelligent  co-operation. 

In  an  experience  of  more  than  500  cases,  no  hemorrhage,  hema- 
toma, or  infection  of  the  septum  has  occurred,  so  that  theoretically 
it  may  seem  wrong,  practically  it  has  been  proved  right  to  omit  pack- 
ing. 

In  the  description  of  the  author's  technic,  much  has  been  bor- 
rowed from  different  surgeons,  a  few  original  suggestions  have 
been  added,  and  the  operation  systematized  to  save  time  and  obtain 
the  safest  and  quickest  cure. 

The  following  description  is  intended  for  the  most  complicated 
overlapping,  dislocated  and  fractured  septi.    The  simple  cases  need 


Figure  3 — a.  Schematic  representation  of  Jacobson's  cartilage,  b.  Fibrous 
connection  to  septal  periosteum,  which  should  be  cut  with  Steven's  ten- 
otomy scissors. 


no  discussion  at  this  time.  Pathology,  or  the  mechanical  produc- 
tion of  the  deformity  is  not  considered. 

Position  of  patient :  I  prefer  to  have  the  patient  sitting  up  dur- 
ing the  operation.  There  is  less  bleeding  and  the  patient  can  assist 
by  blowing  his  nose,  etc.  I  am  less  fatigued  with  the  patient  up- 
right than  when  operating  with  the  patient  in  the  recumbent  posi- 
tion, and  the  position  seems  more  natural  to  me. 

Time  for  operation:  Usually  between  7  and  9  a.  m.,  so  that  pa- 
tient may  have  a  full  meal  in  his  stomach ;  the  systemic  effect  of  the 
cocain  is  less  disagreeable,  and  if  anything  should  arise  demanding 
our  attention  all  day  is  at  our  disposal. 

Time  required  for  operation :  Average  time  is  forty-five  min- 
utes, including  preparation,  operation,  and  immediate  after-care. 
Many  cases  have  been  completed  in  fifteen  minutes;  a  few  cases 
have  taken  two  hours. 
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Anesthesia :  Flake  cocain  is  used  alone,  applied  three  or  four 
times  in  small  quantities,  until  the  tolerance  of  the  patient  becomes 
manifest,  and  when  the  patient  is  fully  anesthetized  and  not  sick 
from  the  cocain  and  everything  ready  for  the  operation,  I  then  ap- 
ply adrenalin,  not  before.  I  make  another  application  of  cocain, 
and  then  operate. 

In  all  my  experience  I  have  had  practically  no  bleeding  during 
the  greater  part  of  the  operation ;  it  only  occurred  whea  the  an- 
terior end  of  the  vomer  or  maxillary  crest  was  broken  or  cut,  the 
bleeding  from  which  is  easily  controlled  by  pressure  for  a  moment, 


Figure  4 — a.  Steven's  blunt-pointed  curved  tenotomy  scissors,  cutting 
fibrous  tissue  over  suture  at  inciSior  crest,  and  Jacobson's  cartilage  as  far 
back  as  x.  It  can  also  follow  vomerian  crest  back  of  x,  and  cut  off  edge 
of  spur  or  ridge  without  perforating  mucous  membrane.  J.  Jacobson  s 
cartilage   (schematic). 

unless  I  used  the  adrenalin  too  early,  in  which  case  I  often  had  very 
annoying  bleeding.  I  always  wait  long  enough  after  the  primary 
cocanization  to  give  the  patient  a  chance,  if  necessary,  to  get  over 
the  nausea  or  vomiting  before  using  the  adrenalin  and  before  operat- 
ing. It  takes  a  little  longer  to  get  started  but  saves  time  in  the  end. 
Technic :  The  primary  incision  is  made  about  verticle,  and  one- 
half  inch  long,  pointing  down  towards  the  middle  of  the  incisor 
crest.  This  primary  incision  in  the  mucous  membrane  is  made  at 
right  angle  to  the  surface.  (Figure  1  a.).  Elevation  of  mucous 
membrane  is  made  by  first  scraping  or  pushing  the  perichondrium 
from  the  cartilage,  so  that  the  cartilage  is  distinctly  visible  within 
the  primary  incision.    The  mucous  membrane  is  then  elevated  back- 
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wards,  above  the  vomerian  crest  and  up  to  the  upper  border  of  the 
deflection,  (Figure  2  a.  b.).  With  my  right-angled  elevator,  made 
for  me  by  Ermold,  N.  Y.,  in  1903,  from  a  S.  S.  White  dental  burn- 
isher, which  Ermold  bent  at  right  angles  and  which  I  am  still  using, 
(see  The  Laryngoscope,  1907),  I  elevate  the  mucous  membrane  up 
to  the  roof  of  the  nose,  below  the  bridge,  and  forward  to  the  pri- 
mary incision,  (Figure  2).     The  primary  incision  is  then  extend- 


Fig-ure   5.     Incision   in   cartilage  at  angle   of  45  degrees  to   plane   of  sep- 
tum.    Finger  on  other  side  feels  pressure  of  knife  point. 


Figure  6.  Elevator  pushing  anterior  portion  of  incised  cartilage  to  left, 
and  the  blunt-pointed  bent  elevator  directed  against  the  cartilage.  Finger 
pushes  on  posterior  portion  of  incised  cartilage  to  right  side. 

ed  upwards  to  near  the  roof  of  the  nose,  with  knife  or  scissors, 
(Figure  2),  and  then  extended  down  to  the  incisor  crest  and  out 
about  one-eighth  inch  across  the  floor  of  the  nose  down  to  the  bone, 
(Yankauer,  Figure  2),  The  periosteum  above,  below,  and  over 
Jacobson's  cartilage  (Gray,  Quain,  Gerrish,  Figure  3  a.)  is  separat- 
ed from  the  bone  and  cartilage  with  Stevens'  dull,  pointed  tenotomy 
scissors  bent  on  the  flat,  the  points  of  which  hug  the  bone  and  car- 
tilage and  cut  the  fibrous  tissue  connecting  the  periostium  to  the 
sutures  at  the  incisor  crest  in  the  region  of  Jacobson's  cartilage, 
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(Figure  4).  This  dissection  with  the  Stevens'  scissors  is  continued 
backwards  to  the  posterior  end  of  the  incisor  crest  (Figure  4  x.), 
With  a  dull,  narrow  elevator  the  floor  of  the  nose,  adjacent  to  the 
septum,  is  elevated  as  far  back  as  the  deflection  extends,  (Figure 
6).  By  gradually  working  upwards,  the  mucous  membrane  at 
the  angle  of  the  septum  with  the  floor  of  the  nose  is  elevated  up  to 
the  edge  of  the  deflection  or  to  the  vomerian  crest.  The  mucous 
membrane,  usually  very  adherent  to  the  edge  of  the  deflection  or 
vomerian  crest,  is  separated  in  the  anterior  portion  with  Stevens' 
tenotomy  scissors,  the  posterior  portion  may  be  left  until  later,  un- 


Figure  7 — A.  Elevation  of  periosteum  on  concave  side.  R.  R.  R.  Right 
angle  elevator  used  forward  after  periosteum  is  raised  up,  above  vomerian 
crest   (a).     J.  Jacobsons  cartilage   (schematic). 

less  nostril  is  of  large  size  and  deflection  easily  reached.    In  such  a 
case  any  elevator  will  separate  the  periosteum  from  the  bone. 

The  incision  in  the  cartilage- is  as  near  to  the  primary  incision 
as  deflection  demands  (usually  about  one-sixteenth  inch  behind 
primary  incision  in  mucous  membrane),  but  at  an  angle  of  forty-five 
degrees  to  the  plane  of  the  septum,  instead  of  at  right  angles,  as  in 
the  case  of  the  mucous  membrane,  and  only  one-fourth  inch  long. 
(Figure  5).  One  finger  is  then  placed  in  the  opposite  nostril  be- 
hind the  incision,  on  the  concave  side,  and  pushes  on  the  deflection 
so  that  the  incision  in  the  cartilage  gapes,  (Figure  6).  The  point 
of  a  blue-pointed  elevator  with  the  tip  bent  on  the  flat  is  pushed  in- 
to the  incision  of  the  cartilage  and  while  pushing  against  the  car- 
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tilage  anterior  to  the  incision  with  the  bend  or  heel  of  the  elevator, 
the  tip  is  directed  against  or  towards  the  cartilage  of  the  septum 
(never  against  or  toward  the  mucous  membrane)  and  as  soon  as 
the  tip  disappears  from  view  the  finger  in  the  concave  nostril  feels 
the  elevation.  At  this  point  ocular  inspection  of  the  concave  side 
must  take  place  to  be  sure  that  the  septum  was  not  perforated,  cut 
nor  torn.  If  the  elevator  is  properly  insinuated  between  the  peri- 
chondrium and  cartilage,  it  is  pushed  backward  as  far  as  the  de- 
flection demands  and  elevates  the  mucous  membrane  about  one-half 
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Figure  8 — a.  Showing  direction  of  connecting  fibertt  of  bony  septum  and 
periosteum,  especially  over  the  vomerian  crest  and  in  the  region  of  Jacob- 
son's  cartilage.    Periosteum  most  easily  elevated  from  behind  forward. 

inch  in  width  above  the  vomerian  crest,  (Figure  7a.).  My  right- 
angled  elevator,  (Figure  7  RRR),  is  then  inserted  and  the  perios- 
teum elevated  above  and  forward  to  the  incision  in  cartilage.  The 
incision  in  the  cartilage  is  then  prolonged  upwards  to  about  one- 
fourth  inch  from  the  bridge  of  the  nose.  The  right-angled  elevator 
is  again  pushed  way  back  and  begins  the  difficult  but,  compared  to 
other  methods,  safe  and  rapid  elevation  of  the  mucous  membrane 
forwards,  but  must  always  be  in  plain  view  of  the  operator,  (Figure 
7  R.  R.  R.).  Remembering  that  the  fibers  connecting  the  vomerian 
sutures  to  the  periosteum  run  out  and  back  C Figure  8  a.)  by  pull- 
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ing  forward,  these  fibers  guide  the  instrument  in  against  the  bone, 
and  no  matter  how  scarred  or  grooved  the  concavity  of  the  septum 
may  be,  the  right-angled  elevator  separates  the  mucous  membrane 
from  the  bone  and  sutures,  way  down  to  the  floor  of  the  nose,  as 
far  forward  as  the  anterior  end  of  the  incisor  crest,  with  no  likeli- 
hood of  perforation.  The  incision  in  the  cartilage  is  now  prolonged 
down  to  the  incisor  crest.  The  mechanical  reason  for  using  my 
right-angled  elevator  so  much  and  using  it  from  behind  forward, 
is,  that  by  resting  your  fingers  on  patient's  face  and  pulling  for- 
ward, you  have  an  absolutely  firm  and  fixed  position  with  great 


Figure  9 — B.  Ballenger's  swivel  knife  or  straight  tenotomy  scissors  cuts 
cartilage  upwards,  parallel  to  bridge  of  nose.  (%-inch  below  bridge). 
J.  Jacobsons  cartilage. 

power  and  perfect  control  of  every  movement,  and  to  perform  a 
perfect  resection  absolute  control  of  every  detail  must  be  at  the 
command  of  the  surgeon. 

Ballenger's  swivel  knife  or  a  straight  tenotomy  scissors,  is  then 
used  to  cut  the  cartilage  above,  parallel  to  bridge  of  nose,  (Figure 
9  B.)  but  whatever  instrument  is  used,  it  never  cuts  higher  than  one- 
fourth  inch  from  the  upper  border  of  the  cartilage  of  the  septum, 
or  bridge  of  nose ;  the  rest  of  the  cartilage  is  removed  with  one 
sweep.  With  Killian's  duck-bill  forceps,  or  any  other  punch  or  for- 
ceps one  may  prefer,  the  upper  portion  of  the  bony  septum  (per- 
pendicular plate  of  ethmoid)  is  removed  as  far  back  and  up  as  the 
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deflection  demands.  If  the  crest  of  vomer,  or  the  vomer  itself,  or 
the  vomero-maxillary  suture,  or  maxillary  crest  is  thick,  so  that  it 
cannot  be  fractured  with  some  form  of  forceps,  a  gauge  or  chisel  is 
placed  against  the  incisor  crest  at  base  of  primary  incision  in  mucous 
membrane,  and  the  vomer  lifted  up  from  its  attachment  with  the 
maxillary  bone,  or  if  too  thick,  scales  or  pieces  of  bone  are  cut  away 
with  chisel  or  forceps,  until  all  the  deflection  is  removed.  Often 
it  saves  time  and  is  much  easier  if  only  the  sides  of  the  lower  flaring 
lips  of  the  maxillary  crest  are  removed,  leaving  the  central  portion 
as  it  normally  stands. 

When  the  bony  deflection  has  been  made  loose  above  and  below, 
the  mucous  membrane  can  more  easily  be  separated  from  any  sharp 


Figure  10 — a.  Sharp  spur  to  left,  cartilage  and  bone  fractured  and  over- 
lapping. Apex  of  ridge  at  (a)  may  be  cut  off  with  Steven's  scissors  and 
left  attached  to  periosteum. 

ridge,  spine,  or  spur.  In  cases  of  long,  sharp  ridges,  with  very  ad- 
herent mucous  membrane,  the  Stevens'  scissors  will  cut  off  the  edge, 
which  is  usually  cartilage,  and  this  strip  is  left  adhering  to  the 
periosteum,  if  it  tears  during  dissection,  (Figure  10a.).  The  in- 
terior is  carefully  cleared  of  particles  of  bone,  though  I  never  saw 
any  difference  if  spicules  of  bone  remained,  either  in  my  operations 
or  in  the  cases  of  other  surgeons — for  they  amount  practically  to 
the  same  thing  as  bone-graft. 

Usually  two  black-silk  sutures  are  then  placed  in  the  mucous 
membrane  (Figure  11),  one  in  the  middle  (a),  the  other  at  the 
angles  on  the  floor  (b),  taken  deep  in  the  mucous  membrane,  co 
that  the  cut  edges  can  be  well  approximated.  The  advantage  of  the 
right-angle  cut  in  the  mucous  membrane  is  evident  at  this  point,  in 
that  flat  edges  meet. 

A  plug  of  cotton  dipped  in  vaseline-parafifin,  is  then  placed  over 
the  incision;  this  can  be  removed  in  a  few  hours  or  whenever  the 


ostrom:  submltcous  resection  without  packing.         923 

patient  wishes,  and  can  be  omitted  entirely  in  some  cases.     The 
sutures  are  removed  on  the  third  day. 

From  experience,  I  have  found  it  absolutely  necessary  to  leave 
some  of  the  cartilage  resting  on  the  incisor  crest,  because  there  will 
otherwise  be  some  recession  backwards,  at  times  considerable,  and 
a  falling  down  of  the  tip  with  flattening  of  the  nose.  This  is  espe- 
cially true  if  the  cartilage  is  removed  closer  than  one-fourth  inch 
from  the  bridge  of  the  nose,  in  which  case,  if  absorption  of  the  re- 
maining cartilage  takes  place,  the  support  to  the  nose  is  gone.  If, 
however,  more  than  one-fourth  inch  is  left  to  support  the  bridge 
the  anterior  support  may  be  removed.  The  more  the  septal  car- 
tilage is  twisted  on  itself  under  the  bridge,  the  more  must  be  left  to 
the  deformity  e.  g.  modefied  Ash  or  Gluesing.  this  to  be  followed 
later  by  a  resection.     In  case  the  incision  through   the  cartilage 


Figrure  11.  Two  suture  (a,  b)  placed  in  mucous  membrane  after  com- 
pleted operation. 

penetrates  the  mucous  membrane  on  the  other  side,  make  a  new  in- 
cision further  back,  bevel  this  more  and  curve  it  so  that  cartilage  is 
left  to  cover  perforation.  The  best  and  most  comfortable  adjunct 
in  a  tedious  and  difficult  operation  to  the  surgeon  as  well  as  to  pa- 
tient, is  a  well-trained  nurse,  who  steadies  the  head  of  the  patient 
and  keeps  it  in  any  desired  position,  whether  the  patient  sits  up- 
right or  lies  recumbent  on  the  operating  table,  but  I  have  found  no 
need  at  any  time  of  the  services  of  any  one  to  wipe  away  the  blood 
if  care  was  taken  to  follow  the  above  technic  in  regard  to  the  use 
of  the  adrenalin. 

This  technic  will  cover  nearly  every  form  of  deflection,  and  to 
illustrate  the  special  points  and  advantages  and  rapidity  of  recovery 
without  packing,  a  few  cases  presenting  extreme  difficulty,  or  cases 
that  have  special  bearing  on  the  subsequent  healing  without  pack- 
ing, will  make  plain  my  contention  that  the  packing  is  superfluous. 
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Case  I :  Miss  D.,  aged  16.  Anterior  end  or  tip  of  cartilage  of 
septum  broken,  and  at  right  angles  with  septum  dislocated  to  left 
of  maxillary  crest  (b).  The  fractured  and  dislocated  tip  of  car- 
tilage was  incised  all  around,  so  that  it  was  freely  movable,  and  all 
resiliency  of  cartilage  was  destroyed.  A  pin  was  then  run  through 
it,  back  into  the  cartilage  of  the  septum  and  thus  retained  until 
union  in  new  position  was  firm,  which  took  about  two  weeks,  after 
which  a  plug  of  cotton  was  put  in  other  side,  holding  it  over  an- 
other week.  After  two  weeks  more,  a  typical  submucous  resection 
was  performed,  as  above  described.  In  this  case  both  nostrils  were 
very  small  and  did  not  permit  the  use  of  any  but  the  smallest  spec- 
ula. 


Figure  12.  (Case  10).  Extreme  vertical  fracture  foUowed  by  overlapping. 
Total  occlusion  of  botli  nostrils.  Schematic  drawing  explains  teclinic. 
X.  "flsh-hook  elevator.     O.  Ostrom's  reverse  antrum  forceps. 

Case  2\  Mr.  V.,  manufacturer,  man  whose  time  was  very  limit- 
ed. He  was  operated  on  a  Wednesday,  at  duty  in  his  office  on 
Thursday,  stitches  removed  Friday,  and  in  the  evening  went  to  New 
York,  to  attend  to  important  business,  without  losing  a  minute  or 
suffering  any  discomfort.  Mr.  V.  represents  a  very  large  class  of 
business  men  who  need  the  operation,  but  cannot  spare  the  time, 
but  with  this  technic  they  can  almost  be  assured  that  they  can  be  at 
their  business  in  three  days. 

Case  3:  Mr.  S.,  age,  64.  Not  a  good  patient  on  account  of  age 
and  compHcated  deflection,  demanding  very  extensive  removal  of 
bone.  Operation  at  his  residence,  with  practically  no  loss  of  blood 
and,  except  for  stoppage  of  nose  from  after-swelling  for  the  fol- 
lowing three  days,  patient  's^uffered  no  inconvenience.    Mr.  S.  repre- 
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sents  advanced  age,  and  that  class  of  patients  in  whom  a  positive 
prevention  of  pain  and  bleeding  is  necessary. 

Case  4:  Dr.  B.  Extensive  removal  of  nearly  all  of  bony  car- 
tilage. Next  day  after  operation  made  usual  calls,  and  on  the  fourth 
day  attended  to  the  threshing  on  his  farm  in  Minnesota. 

Case  5:  Mrs.  L.,  has  been  under  treatment  in  the  Tri-City  Sani- 
tarium for  many  months ;  referred  to  me  by  Dr.  Otis ;  extremely 
nervous.  The  reaction  and  shock  from  operation,  the  worry  prior 
to  operation,  and  the  cocain,  though  there  was  no  evidence  of  any 
shock  or  any  effect  of  cocain  during  operation,  caused  patient  to  be 
confined  to  bed  for  next  four  days  because  of  headache  and  ner- 
vousness. \\'hen  I  saw  her  on  the  fifth  day,  septum  had  healed  to- 
gether by  first  intention;  her  nose  had  at  no  time  after  the  opera- 
tion been  stopped  up ;  there  had  been  no  discharge  and  there  was  no 
sign  of  swelling  or  scabs  on  septum.  In  this  case  nearly  the  entire 
bony  septum  was  removed  with  primary  healing. 

Case  6:  A.  J.  A.  Total  occlusion  by  extreme  deflection  of  en- 
tire septum.  An  active  gumma  was  present  and  had  partially  broken 
down  the  mucous  membrane,  but  not  the  periosteum,  on  convex 
side ;  elevation  was  made  without  tearing  the  periosteum  at  any 
point.  The  vomer  and  ethmoid  was  soft  and  mealy,  coming  out  in 
large  pieces  without  any  trouble.  Conditions  were  present  that 
made  it  compulsory  to  operate  at  this  time  without  waiting  for  spe- 
cific treatment.  However,  specific  treatment  was  started  a  few  days 
after  operation,  and  the  septum  as  well  as  gumma  was  healed  in 
less  than  two  weeks.  The  patient  felt  better  after  operation  than 
ever  before,  both  because  of  free  nasal  respiration  and  specifi' 
treatment. 

Case  7:  G.  R.,  farmer;  cartilage  dislocated  to  left  side  of  nasal 
crest,  with  a  long  ridge  resting  against  left  lower  turbinate  and  on 
floor  of  nostril.  Upper  portion  of  cartilage  bulged  into  right  side 
entirely  occluding  upper  two-thirds  of  passage.  Though  this  was 
an  extremely  extensive  exenteration,  the  patient  was  permitted  to 
take  a  train  two  hours  after  the  operation,  to  Wilton  Junction,  fortv 
miles  away,  with  perfect  safety  as  regards  bleeding.  I  saw  him  on 
the  third  day,  and  on  the  fourth  day  he  was  back  at  work  husking 
corn. 

Case  8:  Wm.  S.,  aged  13.  Verticle  deflection  of  cartilage  with- 
horizontal  deflection  of  bone,  to  right  side,  with  almost  total 
synechia  following  previous  cautery  operation  by  some  other  doc- 
tor.  In  this  case  general  anesthesia  was  used.    Periosteum  over  car- 
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tilage  was  not  perforated  at  point  of  synechia,  whicii  was  first  cut, 
then  resection  performed,  as  though  no  previous  surgical  injury 
had  taken  place.  Synechia  reformed,  but  was  separated  with  a 
probe,  and  septum  remains  straight. 

Case  p:  E.  S.  (insane).  Total  occlusion  of  left  nostril,  follow- 
ing previous  cautery,  with  verticle  deflection  of  cartilage,  and  hori- 
zontal of  bone.  Absolute  occlusion  of  both  sides.  Patient  was  re- 
strained in  hospital  for  two  days  following  operation,  then  went 
home  ten  miles  in  the  country.  The  results  are  perfect,  and  the 
patient,  though  insane  at  time  of  operation,  and  about  one  month 
later  placed  in  insane  hospital,  had  no  discomfort  nor  trouble  after 
operation. 

Case  10 :  J.  M.,  theological  student.  Verticle  deflection  with 
over-lapping,  almost  at  right  angle  to  plane  of  septum  (Figure  12), 
and  horizontal  deflection  of  vomer  with  dislocation.  -First  elevated 
mucous  membrane  to  end  of  over-lapping  cartilage  (Figure  12  a.), 
then  incised  cartilage  (b),  and  elevated  mucous  membrane  on  con- 
cave side  (c),  where  also  there  was  a  deep  horizontal  groove.  In- 
cised cartilage  behind  over-lapping  cartilage  (d),  in  concave  side. 
Elevated  mucous  membrane  beyond  on  convex  side  (e),  and  re- 
moved the  cartilage  behind  the  second  incision  (d).  Then  an  ele- 
vator bent  back  like  a  fish-hook  (f)  elevated  the  mucous  membrane 
forwards  to  overlapping  ridge  without  any  perforation,  and  this 
part  of  the  cartilage  was  then  removed  with  my  reverse  antrum 
forceps  (g).  Though  the  septum  was  at  least  one-half  inch  longer 
in  verticle  direction,  by  reason  of  tremendous  deflection,  than  the 
distance  from  the  roof  to  the  floor  of  the  nose,  and  though  it  was 
filled  with"  blood-clot  after  operation,  in  four  days'  time  most  of 
the  septum  had  adhered,  and  in  one  week  but  very  little  thickening 
remained.  Operated  on  Saturday,  back  in  school  next  Monday. 
The  walls  seem  to  have  shrunken,  which  does  not  seem  to  take  place 
when  packing  is  employed. 

Case  II :  J.  A.,  ex-prize  fighter;  squashed  nose,  split  cartilage, 
with  obstruction  of  many  years'  standing  totally  occluding  nose.  In 
such  cases  I  always  leave  at  least  one-eighth  inch  of  anterior  edge 
of  septum  (c)  down  to  the  incisor  crest,  so  that  the  tip  has  a  good 
support.  I  also  leave  as  much  as  possible  above  (e),  so  that  the 
bridge  will  not  sink  in.  After  removing  cartilage  on  one  side  and 
intervening  tough  fibrous  tissues  (d),  cartilage  on  the  opposite  side 
is  incised  and  the  mucous  membrane  elevated  backwards  then  for- 
wards with  the  "fish-hook"  elevator  and  easily  removed  with  my 
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reverse  antrum  forceps,  as  far  forward  as  needed.  A  plug  of  cotton 
is  used  in  such  cases  to  plug  up  both  nostrils  for  twelve  hours. 
None  of  my  cases  show  any  evidence  of  the  "squash"  two  months 
after  the  operation. 

Conclusion:  Adrenalin  must  not  be  used  until  just  before  yon 
are  ready  to  operate  in  order  to  obtain  a  bloodless  operation.  The 
complete  primary  incision  will  produce  as  large  an  opening  as  the 
nostril,  and  when  brought  together  with  sutures,  heals  with  no  in- 
tervening granulating  surface.  The  mucous  membrane  must  be  in- 
cised at  right  angles  to  surface,  and  the  cartilage  incised  at  an 
angle  of  forty-five  degrees.  Periosteal  elevators  must  always  point 
toward  or  against  the  cartilage  or  bone,  never  against  or  towards 
the  mucous  membrane.  The  fibrous  adhesions  of  periosteum  to 
suture  at  region  of  rudimentary  vomero-nasal  or  Jacobson's  car- 
tilage must  be  cut,  and  the  bent  tip  of  Stevens'  tenotomy  scissors 
will  most  easily  follow  the  bone  and  cartilage  and  not  get  lost.  It 
is  at  this  region  where  I  have  seen  laceration  of  the  mucous  mem- 
brane at  every  clinic  I  have  visited  and  the  point  where  scabing 
keeps  up  longest  if  healing  must  cover  a  wide  gap.  Packing  cannot 
be  placed  uniformly  on  septum.  Usually  the  upper  one-half  or  one- 
third  is  never  packed.  (My  observation  at  all  clinics  and  numerous 
operations.)  The  most  painful  part  of  any  nasal  operation  is  the 
post-operative  swelling  with,  and  the  extraction  of,  the  packing, 
with  the  added  danger  of  general  sinus  infection.  Hemorrhage  can- 
not take  place  unless  the  mucous  membrane  is  so. mutilated  that  an 
open  w^ound  is  produced.  Packing  will  then  be  necessary  to  pre- 
vent bleeding  after  operation,  but  an  equally  severe  or  even  worse 
hemorrhage  may  take  place  on  removal  of  packing,  calling  for  re- 
packing and  repetition  of  the  first  trouble.  Hematoma  does  not  oc- 
cur if  there  is  free  drainage ;  all  blood  will  escape  from  septum  in 
two  to  five  days,  usually  after  the  third  day.  In  case  of  infection, 
drainage  is  already  prepared  for.  I  have  seen  no  infection  of  sep- 
tum after  resection.  The  mucous  membrane  of  the  turbinates  may 
be  injured  by  pressure  from  packing,  and  especially  on  its  removal, 
producing  synechia.  Hematoma  (so  called)  often  occurs  after  re- 
moval of  packing.  With  correct  technic  there  is  no  need  of  pack- 
ing. When  the  mucous  membrane  is  torn  to  any  coaiiderable  Ex- 
tent packing  should  be  used. 


A  SIMPLE  SUBMUCOUS  LEDGE  OPERATION. 

DR.  RICHARD  H.  JOHNSTON,  BALTIMORE. 

The  Operation  of  choice  for  ledges  and  spurs  at  the  Presbyterian 
Hospital  is  one  which  I  have  never  seen  described  in  any  book  on 
diseases  of  the  throat  and  nose.  That  an  operation  which  saves 
mucous  membrane  is  far  superior  to  the  saw  or  the  spoke-shave, 
both  of  which  tear  and  mutilate  the  covering  of  cartilage  and  bone 
admits  of  no  argument  in  modern  rhinology.  After  trying  various 
operation  for  ledges  and  spurs,  I  devised  one  which  I  believe  will  be 
found  ideal  for  thickenings  on  the  anterior  septum.  According  to 
the  size  of  the  ledge,  Hajek's  large,  medium,  or  small  chisel  is 
selected.  This  is  placed  on  the  membrane  in  such  a  position  that 
the  cartilage,  bone  and  membrane  will  be  cut  through  below  while 
the  membrane  above  is  left  intact  in  the  form  of  a  hinge  as  it  were. 
After  the  chisel  is  driven  through  the  mass,  it  is  withdrawn  without 
making  any  attempt  to  force  the  ledge  away  from  the  septum.  If 
the  ledge  is  pushed  away  from  the  septum,  the  next  step  of  the 
operation  is  rendered  more  difficult.  We  now  have  a  flap  consist- 
ing of  bone,  cartilage  and  mucous  membrane,  free  below,  and  at- 
tached to  the  septum  above.  At  this  stage  Freer's  sharp  elevator  is 
used  to  lift  the  membrane  from  the  cartilage,  which  is  usually  ac- 
complished in  a  few  seconds.  With  the  flap  pushed  up  and  out  of 
the  way  we  are  ready  to  remove  the  cartilage  which  is  seized  with 
strong  forceps  and  twisted  out.  If  a  hump  appears  above  after  re- 
placing the  membrane  a  curette  or  rasp  soon  removes  it,  without 
endangering  the  membrane.  The  membrane  is  replaced,  the  nostril 
packed  and  in  forty-eight  hours  the  wound  has  healed.  The  oper- 
ation is  more  quickly  done  than  by  using  a  knife  to  cut  through  the 
membrane  first.  The  chisel  makes  a  perfect  incision  of  the  mem- 
brane as  far  back  as  the  ledge  extends.  By  making  use  of  this 
simple  procedure,  one  is  able  in  selected  cases  to  dispense  with  the 
submucous  resection  of  the  septum.  It  is  easy  with  the  curette  and 
rasp  to  remove  all  the  septum  below  without  injuring  the  membrane 
on  the  opposite  side.  Then  by  cutting  through  the  septum  above, 
it  can  be  swung  over  and  held  in  place  by  a  splint  until  healing  takes 
place. 

807  North  Charles  Street. 


VINCENT'S   ANGINA.* 

DR.  GERARD  HUTCHISON  COCKS,  NEW  YORK  CITY. 

In  spite  of  several  excellent  articles  on  Vincent's  angina  which 
have  recently  appeared  in  medical  literature,  the  majority  of  prac- 
titioners and  many  laryngologists  fail  to  recognize  this  disease.  The 
reason  lies  in  the  well-nigh  universal  practice  of  making  the  bac- 
teriological diagnosis  from  the  examination  of  a  culture  without 
the  aid  of  a  smear.  The  bacilli  and  spirilla  of  Vincent  do  not  grow 
on  the  ordinary  culture  media,  hence  Vincent's  angina  cannot  be 
diagnosed    unless  a  smear  is  made. 

These  organisms,  the  fusiform  bacillus  and  spirillum,  now  gen- 
erally known  by  the  name  of  Vincent,  were  first  described  by  Ranch - 
fus^  in  1893,  in  cases  of  ulcero-membranous  angina.  In  the  same 
year  Babes-  described  the  occurrence  of  these  same  organisms  in 
the  gums  in  scurvy,  Plaut,^  in  1894,  described  five  cases  of  ulcera- 
tive angina.  In  189G,  Vincent*  described  cases  of  hospital  gan- 
grene associated  with  the  spirillum'  and  fusiform  bacillus,  and  statcl 
that  they  were  also  found  in  ulcerous  angina.  In  1898,  Vincent  re- 
ported fourteen  more  cases.  In  1897,  Bernheim^  reported  a  series 
of  30  cases  of  stomatitis  and  angina  characterized  by  the  occur- 
rence of  the  same  organisms.  In  this  country,  Emil  Mayer,®  Berke- 
ley,' Arrowsmith,^  Halsted,"  Holm,^*'  OerteP^  and  others,  have 
contributed  excellent  papers  on  this  subject, 

Vincent's  spirilla  and  bacilli,  in  addition  to  being  present  In 
angina  and  cases  of  stomatitis,  have  been  found  in  mastoiditis 
(Yates"),  in  chronic  suppurative  otitis  media  and  meningitis 
(Held^^),  and  in  abscesses  of  the  lung,  liver,  and  spleen  by 
Schmorl."  They  have  also  been  identified  in  a  tonsillar  abscess  by 
Plant.  Arrowsmith  found  them  in  the  larynx.  They  are  present 
about  the  pulp  of  carious  teeth  and  are  often  found  in  the  crypts  of 
diseased  tonsils. 

Bacteriology: — According  to  Holm,^"  "the  spirilla  and  fusiform 
bacilli  have  been  regarded  by  most  writers  as  two  distinct  organ- 
isms. Recently  Ruth  Tunnicliffe's  studies  have  apparently  proved 
that  the  two  are  diflferent  forms  of  the  same  organism.  The  organ- 
ism is  extremely  polymorphous  and  presents  many  intermediate 
forms  between  the  typical  spirillum  and  the  fusiform  bacillus.     It 
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Stains  fairly  well  with  the  common  stains,  and  is  usually  said  to 
stain  best  with  carbol  fuchsin.  The  spirilla  are  very  easily  decolor- 
ized by  Gram's  method;  tha  bacilli  give  up  their  color  less  easily. 
The  fusiform  bacilli  may  be  readily  differentiated  from  diphtheria 
bacilli  by  Gram's  method  of  staining." 

According  to  Berkeley/  the  spirillum  and  bacillus  of  Vincent, 
like  the  diphtheria  bacillus,  micrococcus  lanceolatus,  and  other  or- 
ganisms, occur  as  saprophytes  in  the  mouth  in  health. 

The  number  of  cases  of  Vincent's  angina  encountered  in  the 
course  of  a  year  depends  to  a  great  extent  on  whether  the  physician 
is  on  the  lookout  for  this  particular  disease.  In  one  of  the  large 
institutions  of  New  York  City,  the  last  annual  report  mentions  over 
7,000  cases  of  diseases  of  the  pharynx  and  naso-pharynx  treated  in 
1912,  with  but  three  cases  of  Vincent's  angina.  This  looks  like 
carelessness  on  the  part  of  the  examining  physicians. 

Holm,^*'  the  bacteriologist  of  the  Michigan  State  Board  of  Health, 
reports  the  examination  by  culture  and  smear  of  265  cases  of  sus- 
pected diphtheria,  which  I  shall  report  in  detail:  Diphtheria  bacil- 
lus, 118  times ;  bacillus  fusiformis,  73  times ;  33  patients  were  males  • 
40  females.  The  lowest  age  was  2  years ;  the  greatest,  55 ;  the 
average  age  was  18  years.  All  but  4  cases  had  a  membrane  which 
involved  both  tonsils  in  38  cases  and  one  tonsil  in  31  cases.  In  15 
cases  the  membrane  extended  to  adjacent  structures.  The  color  of 
the  membrane  was  described  as  gray  or  grayish,  in  the  majority  of 
instances. 

Of  Holm's  entire  series  of  265  cases,  the  diagnosis  of  diphtheria 
was  made  on  clinical  grounds  in  99  cases.  The  bacteriological  re- 
port of  these  99  cases  showed  B.  diphtheria  present  in  64  cases ; 
absent  in  35  cases.  These  35  cases  of  pseudo-diphtheria  showed  B. 
fusiformis  27  times.  Of  the  73  cases  showing  B.  fusiformis,  diph- 
theria was  diagnosed  clinically  28  times.  As  a  matter  of  fact,  in 
only  one  of  these  28  cases  the  diphtheria  bacillus  was  present.  In 
the  other  27  cases  the  diphtheria  bacillus  was  absent.  These  fig- 
ures emphasize  the  similarity,  clinically,  of  Vincent's  angina  and 
diphtheria. 

Etiology : — Lowered  bodily  resistance,  diseased  tonsils,  teeth,  and 
gums,  act  as  predisposing  factors  in  the  production  of  Vincent'? 
angina.  The  exciting  tause  is  the  fusiform  bacillus  and  spirillum  of 
Vincent,  which  are  found  in  almost  pure  culture  at  the  height  of 
the  disease.  Vincent's  angina  is  usually  regarded  as  mildly  con- 
tagious. Mulholland^^  reported  twenty-four  cases  occurring  in  one 
ward  of  the  New  York  Foundling  Hospital,  in  children  under  5 
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years  of  age.  He  concludes  that  the  disease  is  fairly  contagious  in 
young  children,  and  that  its  communicability  is  favored  by  institu- 
tional life.  Curiously  enough,  none  of  the  nurses  who  attended  Tlie 
children  contracted  the  disease. 

Pathology: — The  membrane  of  Vincent's  angina  is  a  pseudo- 
membrane;  due  to  necrosis  of  the  superficial  layers  of  the  epithelium 
(Ballenger^^).  This  membrane  is  usually  gray  or  grayish  white. 
If  the  membrane  is  removed,  an  ulcerated  spot  is  seen,  which 
bleeds  easilv  when  touched  with  the  cotton  applicator. 


Figure    1.      Vincent's    angina,    left    tonsil. 

Vincent's  angina  may  be  associated  with  diphtheria  and  syphilis, 
and  is  often  accompanied  by  stomatitis.  In  February,  1913,  Dr.  F, 
E.  Sondern^'  read  a  preliminary  report  before  the  Section  on  Medi- 
cine of  the  New  York  Academy  of  Medicine,  entitled,  "Blood 
Changes  in  Vincent's  Angina."'  Dr.  Sondern  kindly  sent  me  a  copy 
of  this  paper  dealing  with  the  blood  changes  observed  in  seven 
cases  of  Vincent's  angina.  In  five  of  these  cases  the  characteristics 
noted  were,  "A  pronounced  relative  lymphocytosis  on  differential 
count,  resembling  that  of  a  chronic  lymphatic  leukemia  without  the 
leucocytosis  usual  in  that  disease.''  In  the  first  case,  he  has  records 
of  previous  blood  examinations  which  showed  normal  findings  up 
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to  seventeen  days  before  the  onset  of  the  Vincent's  angina.  On  the 
third  day  of  the  disease  the  blood  count  in  this  first  case  was  as  fol- 
lows:  Red  blood  cells,  4,800,000;  white  blood  cells,  12,800;  hemo- 
globin, 66  per  cent;  small  lymphocytes,  69.9  per  cent;  large  lym- 
phocytes, 23.2  per  cent;  polynuclears,  6.9  per  cent. 

Two  of  Sondern's  cases  started  as  cases  of  Vincent's  angina 
showing  the  usual  throat  lesion  and  the  same  relative  lymphocytosis 
without  leucocytosis.  The  condition  of  these  two  patients  gradually 
became  worse,  and  the  blood  picture  gradually  became  that  of  acute 


Figure  2.  Vincent's  angina.  Same  patient  six  weeks  later,  showing  re- 
currence  on   the   right  tonsil. 

leukemia,  from  which  both  patients  died.  In  neither  patient,  how- 
ever, did  the  leucocyte  count  become  very  high  (32,000  and  49,000). 
Sondern  concludes  from  these  cases  that  there  must  be  at  least  a 
suspicion  of  aposible  relationship  between  Vincent's  angina  and 
lymphatic  leukemia.  Unfortunately,  my  own  cases  were  observed 
before  Sondern's  report,  so  I  have  not  yet  had  an  opportunity  of 
verifying  these  blood  findings  personally. 

Symptoms: — There  are  two  types  of  cases:  First,  the  mild,  or 
tonsillar  type;  and,  second,  the  severe  cases  where  the  membrane 
extends  to  extra-tonsillar  structures. 
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In  the  mild  cases,  the  patient,  usually  a  young  adult,  complains 
of  chilly  sensations, — rarely,  a  chill, — at  the  onset,  pain  in  the  ton- 
sillar region  on  swallowing,  perhaps  general  malaise,  and  slight 
fever.  99°  or  99.5°  F.  The  submaxillary  or  cervical  glands  on  the 
affected  side  are  usually  enlarged.  These  mild  cases  react  readily 
^'^  local  treatment  and  usuallv  disappear  in  from  one  to  two  weeks. 

The  picture  here  shown  (Figure  1)  shows  the  throat  lesion  in  a 
patient  with  a  characteristic  history.  Joseph  D.,  single,  21  year^ 
of  age.  Twenty-one  days  ago  began  to  suffer  from  pam  in  the  Icit 
side  of  his* throat  on  swallowing.  He  also  noticed  some  swelling  of 
the  neck  on  the  affected  side,  and  has  been  slightly  feverish.  On 
examination,  the  upper  two-thirds  of  the  left  tonsil  was  found  to  be 
the  site  of  a  grayish-white  membrane,  which  upon  removal  showed 
an  eroded  area.  A  smear  demonstrated  typical  fusiform  bacilli  and 
spirilla  of  Vincent  in  immense  numbers.  The  lesion  yielded  in 
about  ten  days  to  local  applications  of  ten  per  cent  silver  nitrate. 
About  six  weeks  later  the  same  patient  returned  to  Dr.  Chappell's 
clinic  at  the  Manhattan  Eye,  Ear  and  Throat  Hospital  with  a  small 
patch  on  the  right  tonsil  (Figure  2).  Bacteriological  examination 
again  showed  Vincent's  organisms.  The  left  tonsil,  the  one  first  at- 
tacked, was  normal.  As  I  wished  to  try  the  effect  of  salvarsan  in 
this  disease.,  the  patient  was  given  a  full  dose  of  this  drug,  intra- 
venously, and  local  treatment  was  withheld.  The  lesion  promptly 
healed. 

The  severe  cases  of  Vincent's  angina  are  accompanied  by  exten- 
sive lesions,  often  involving  one  or  both  tonsils,  the  pharynx,  uvula, 
and  soft  palate.  The  breath  is  very  fetid,  the  pain  and  prostration 
extreme.  The  temperature,  though  generally  said  to  remain  fairly 
low,  sometimes  reaches  105°  F.  (Case  observed  by  Rolleston--). 
Reiche,-^  in  a  study  of  twenty-seven  cases  of  Vincent's  angina, 
found  the  spleen  easily  palpable  in  two  cases.  In  six  instances  it 
was  greatly  enlarged.  In  three  patients,  traces  of  albumin  were 
found  in  the  urine.    In  five  urinalyses  acetone  was  found,  twice. 

A  number  of  fatal  cases  of  Vincent's  angina  have  been  reported. 
Our  Secretary,  Dr.  Halsted,  has  recently  reported  two  fatal  cases 
in  The  Laryngoscope.  Stocklin-'  reports  a  fatal  case  in  a  female, 
22  years  old,  who  died  from  an  acute  fulminating  attack.  Bruce^* 
also  reports  two  fatal  cases,  one,  an  8-year-old  boy  with  an  ulcerous 
angina  of  the  left  tonsil  which  spread  over  the  entire  pharynx. 
This  patient  died  on  the  eighth  day  of  the  disease.  In  Bruce's  sec- 
ond case,  the  necrosis  extended  beyond  the  thyroid  cartilages  of 
the  larynx  and  the  child  succumbed  to  broncho-pneumonia.       Von 
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Ellerman^^  and  Eichmeyer-^  report  severe  cases  with  gangrenous 
lesions  in  the  mouth,  associated  with  septic  complications  which 
were  the  cause  of  death.  F.  Reiche"^  reports  a  case  occurring  in  a 
boy,  9  years  old,  with  a  pseudo-membrane  on  the  tonsils  and  ton- 
sillar pillars,  which  resulted  fatally  on  the  twenty-seventh  day  of 
the  disease,  death  being  due  to  myocarditis. 

Differential  diagnosis: — Vincent's  angina  must  be  distinguished 
from  diphtheria,  syphilitic  ulcerations,  and  streptococcus  anginas. 
The  resemblance  to  these  lesions  is  often  striking.  The  only  sure 
way  to  differentiate  is  to  make  a  careful  bacteriological  examina- 
tion by  both  smear  and  culture.  If  necessary,  a  Wassermann  test 
should  also  be  made. 

Halsted  has  called  attention  to  the  fact  that  the  deep  ulcerations 
occurring  after  scarlet  fever  and  diphtheria,  due  to  Vincent's  bacil- 
lus, are  often  erroneously  supposed  to  be  due  to  the  Klebs-Loeffler 
bacillus  or  streptococcus  which  caused  the  original  disease. 

The  prognosis  as  to  speedy  recovery  is  excellent  in  the  tonsillar 
*  cases,  which  usually  clear  up  in  from  ten  days  to  two  weeks.    When 
unilateral  the  disease  is  apt  to  reCur  on  the  opposite  tonsil.    Recur- 
rence took  place  in  two  of  the  four  cases  the  writer  treated  during 
the  past  year. 

In  the  severe  type,  the  prognosis  should  be  very  guarded,  as  many 
of  these  cases  show  but  little  improvement  with  the  remedies  at  our 
command.  Some,  as  we  have  noted,  even  result  fatally. 

The  prophylactic  treatment  of  Vincent's  angina  embraces  care 
and  attention  to  the  condition  of  the  teeth,  gums,  mouth  and  ton- 
sils. In  the  actual  treatment  of  the  throat  lesion,  various  anti- 
septics have  been  used,  such  as  hydrogen  peroxid,  tincture  of 
iodin,  Lugol's  solution,  applications  of  silver  nitrate,  chromic  acid, 
etc.  Orthoform  tablets  are  useful  in  alleviating  the  dysphagia.  Re- 
cently, salvarsan  has  been  used,  both  locally  and  intravenously,  the 
theory  being  that  Vincent's  angina  is  a  spirillum  disease.  In  the  one 
case  where  the  writer  administered  salvarsan,  the  lesion  promptly 
healed.  However,  this  case  was  such  a  mild  one  that  it  is  difficult 
to  judge  how  much  good  was  accomplished  by  Ehrlich's  compound. 
Perhaps  in  the  near  future  some  of  the  members  of  this  section 
will  have  opportunities  to  thoroughly  test  the  efficacy  of  salvarsan 
in  this  disease. 
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Plea  for  Entire  Removal  of  Enlarg^ed  and  Diseased  Tonsils.  B.  C. 

GiLE,  Pa.  Med.  Jour..  June.  1913. 
Gile  discusses  briefly  the  three  cliief  tonsillar  operations   (ton- 
sillectomy, obliteration  of  the  tonsillar  crypts,  and  tonsillectomy) 
and  compares  them,  leaning  in  favor  of  the  last,  though  he  points 
out  its  dangers  and  disadvantages.    Three  cases  are  reported. 
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CASe  EXHIBITING  LARYNGEAL  CRISES.* 

DR.    CLARENCE   E.    IDE,    LOS    ANGELES. 

On  October  3,  1912,  Mr.  C.  R.  H.,  telephone  switchboardman, 
aged  40,  consulted  me  because  of  the  onset  of  double  vision  three 
or  four  weeks  previously. 

He  reported  his  father  had  syphilis.  In  childhood  he  had  measles, 
chicken-pox  and  was  very  ill  at  the  age  of  7,  after  vaccination— 
"the  worst  sickness  he  ever  had."  At  the  age  of  18  he  had  chancres 
(supposed  then  to  be  soft),  a  papular  eruption  and  "severe  sore 
throat."  Has  been  married  fourteen  years;  has  one  son  who  is 
healthy;  wife  is  well;  has  had  no  miscarriages.  Reports  loss  of 
sexual  power  to  a  great  extent.  Has  erection  every  night  (loss  of 
inibition)  and  finds  it  necessary  to  rise  from  bed  for  emptying  of 
the  bladder. 

He  gave  history  of  trouble  with  eyes  for  twelve  or  thirteen  years. 
Glasses  had  been  changed  frequently  during  that  time^three  or 
four  times  during  the  last  six  years.  For  some  years  he  had  suf- 
fered from  a  "nervous  trouble"  such  that  for  the  last  three  or  four 
years  his  knees  had  been  apt  to  go  out  from  under  him.  For  ten 
years  he  had  had  a  "nervous  cough  in  glottis,"  would  cough  and 
cough  and  then  vomit.  For  five  or  six  years  he  had  suffered  from 
"sour  stomach."  For  eight  years  had  laryngeal  spasm  so  bad  that 
he  "would  turn  blue  and  drop  to  the  floor" — this  once  a  day  or  once 
a  week.  Gave  up  work  as  telephone  lineman  on  account  of  these 
attacks. 

There  have  been  shooting  pains  in  the  legs  and  through  the 
diaphragm.  The  left  knee  used  to  swell  and  become  painful.  Be- 
sides, there  had  been  difficulty  in  controlling  the  bladder,  involun- 
tary micturition  occurring  at  night. 

Here  is  a  case  presenting  a  history  of  chancres,  papular  eruption, 
severe  pharyngitis,  loss  of  sexual  power,  chordee,  incontinence  of 
urine,  Charcot  joint,  gastric  crises,  laryngeal  crises,  lightning  pain 
in  legs,  band  sensation  at  diaphragm. 

Status  praesens :  I  noticed  ataxic  gait  as  the  man  entered  the 
consulting  room.  For  the  last  three  days  there  has  been  occipital 
and  supra-orbital  pain.  For  a  month  there  has  been  double  vision. 
He  said:     "Doctor,  I  can  see  two  of  you,  but  I  am  not  drunk." 

♦This  case  is  reported  simply  because  it  presents  laryngeal  crisis. 
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There  are  scars  in  the  pharynx.  Examination  elicits  presence  of 
Romberg's  symptom,  Argyl-Robertson  pupil,  ataxia  of  hands,  ab- 
sence of  knee  jerk,  (patient  reported  that  knee  jerks  had  been  ab- 
sent for  1-i  years).  Patient  cannot  walk  at  all  with  eyes  closed,  in 
fact,  cannot  stand  without  legs  spread  apart. 

Eyes :  Has  bulging  or  "pop"  eyes.  Fundus  normal  (physiologic 
excavation  pronounced).  Vertical  meridian  of  left  eye  inclines  in- 
ward 5  degrees  with  Stevens'  clinoscope.  Vertical  streak  of  light 
with  Maddox  rod  inclines  outward  before  left  eye.  Left  hyper- 
phoria of  one  degree,  exophoria  of  6  degrees.  With  the  tropometer 
right  eye  moves  outward  50  degrees,  upward  40  degrees,  left  eye 
outward  30  degrees,  up  40  degrees,  in  60  degrees.  Refraction 
distance:  O.  D. — .50  sph.  with4-.25  cyl.  at  145°;  O.  S. — .2o  sph. 
with— .37  cyl.  at  180°.  Reading:  O.  D.+2.25  sph.  with+.25  cyl. 
at  145°;  6.  S.-f2.50  sph.  with— .37  cyl.  at  180°.  Diagnosis  of 
monoplegia  of  the  fourth  cranial  nerve  was  made  and  sat,  sol  K  I 
prescribed  at  once.  Wassermann  test  made  next  day  was  three 
times  positive. 

Patient  was  referred  to  Dr.  Rex  Duncan,  who  instituted  treat- 
ment at  once,  making  two  injections  of  salvarsan,  with  intramus- 
cular injection  of  mercury  in  the  interval  and  since.  On  October 
7,  the  clinoscope  showed  an  inward  declination  of  the  left  eye  of 
only  3  degrees.  On  January  10,  approximately  three  months  after 
his  first  visit,  the  patient  presented  himself  stating  there  was  no 
longer  double  vision,  but  complained  of  return  of  laryngeal  spasm, 
stating  that  the  attacks  appeared  to  follow  the  inhalation  of  dust. 
As  the  middle  turbinates  presented  sensitive  areas  these  were  cauter- 
ized with  chromic  acid,  to  remove  reflex  irritation.  On  ^March  11, 
patient  reported  that  when  he  talks  fast  or  gets  excited,  he  be- 
comes "choked  up,"  that  he  sneezes,  coughs  and  gags  all  at  once 
in  the  morning.     There  had  been  no  attacks  of  laryngeal  spasm. 

On  April  13,  1913,  the  patient  comes  with  gait  much  improved 
and  reporting  great  increase  of  weight  as  well  as  improvement  in 
all  directions. 

332-3  H.  W.  Hellman  Building. 


SOME  INTERESTING  ESOPHAGEAL  CASES.* 

DR.   W.  P.   MILLSPAUGH,  LOS  ANGELES. 

The  cases  which  I  shall  report  are  for  the  most  part  foreign  body 
cases,  in  which  the  esophagoscope  was  used  in  the  effort  to  remove 
the  foreign  body.  In  my  judgment  any  other  method  of  attempting 
to  remove  most  foreign  bodies  is  entirely  unjustified  except  in  lo- 
calities where  this  method  is  unavailable. 

This  specimen,  a  nine-inch  table  knife,  was  taken  from  the  first 
foreign-body  case  in  which  I  ever  attempted  removal.  An  insane 
woman  had  succeeding  in  getting  the  knife  into  her  esophagus,  I 
suppose,  as  a  sword-swallower  does  the  trick.  The  knife  stood, 
handle  upward,  with  its  tip  about  at  the  cardia.  I  should  like  to 
tell  you  how  I  grasped  the  handle  with  my  forceps  and  drew  the 
knife  out  of  the  esophagus  amid  the  plaudits  of  the  assembled  doc- 
tors and  nurses.  But,  instead,  I  am  obliged  to  confess  that  I  not 
only  failed  to  extract  it,  but  that  I  passed  my  tube  the  whole  length 
of  the  esophagus  and  never  once  recognized  the  knife.  Dr.  Alden 
did  a  gastrotomy  and  removed  it  through  the  wound.  It  gives  me 
some  cold  comfort  to  excuse  this  failure  by  explaining  that  this  was 
my  first  case  and  that  the  tube  I  used — the  only  one  I  had  at  that 
time — was  a  gastroscope,  80  centimeters  long,  so  that  my  eye  was 
nearly  a  yard  away  from  the  object.  But  I  am  not  proud  of  this 
case.    The  patient  recovered  promptly. 

One  of  my  early  cases  illustrates  one  of  the  dangers  of  eso- 
phagoscopy.  This  was  a  neurotic  man,  of  about  25,  with  a  fiis- 
tory  pointing  to  cardio-spasm.  He  was  given  one-fourth  grain  of 
morphin  with  atropin  hypodermically  and  the  pharynx  was  cocain- 
ized with  about  4  per  cent  cocain.  He  was  too  nervous ;  I  could  not 
make  the  introduction:  so  ether  was  given.  He  went  under  nicely, 
but  as  the  tip  of  the  esophagoscope  entered  the  gullet  he  ceased 
breathing  and  became  intensely  cyanotic,  the  pulse  becoming  ex- 
tremely feeble.  The  tube  was  instantly  removed,  the  head  of  the 
table  lowered  and  stimulants  applied.  For  several  hours  he  lay 
on  my  office  table  with  flickering  pulse  and  embarrassed  respiration, 
on  the  very  verge  of  death.  Finally  I  managed  to  get  him  into  my 
machine  and  get  him  home,  more  relieved,  I  think,  than  I  have  ever 
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felt  at  any  time  in  my  life.  The  man  had  a  rather  flabby  heart,  but 
not  such  as  would  ordinarily  deter  one  from  giving  an  anesthetic.  1 
suspect  that  idiosyncrasy  to  cocain  was  at  least  a  factor  in  his  col- 
lapse ;  and  I  would  sound  a  warning  note :  10  per  cent  cocain  is  free- 
ly used  in  these  cases ;  we  must  not  forget  the  nature  and  danger  of 
cocain. 

This  photograph  represents  a  tooth-plate  extracted  from  a  wcr- 
man's  esophagus  a  month  after  it  was  swallowed.  The  woman  was 
to  have  a  laparatomy ;  prior  to  the  operation  she  denied  having  any 
false  teeth,  but  when  she  came  out  from  the  anesthetic  the  two  up- 
per median  incisors  and  their  plate  were  missing,  while  the  patient 
complained  of  dysphagia.  No  x-ray  picture  was  taken ;  the  pa- 
tient was  a  phlegmatic  woman  of  very  moderate  intelligence  and 
she  got  along  so  well  with  fiuid  foods  that  even  at  the  end  of  the 
month  some  doubt  existed  as  to  the  presence  of  the  body  in  the 
esophagus ;  but  w^hen  the  53-centimeter  esophagoscope  was  intro- 
duced,, under  ether  anesthesia,  the  plate  was  readily  found,  almost 
opposite  the  manubrium  of  the  sternum.  The  flat  surface  presentT 
ed,  with  the  edges  well  embedded  in  the  swollen  mucosa.  I  failed 
after  several  efforts  to  get  hold  of  an  edge,  and  handed  the  instru- 
ments to  Dr.  Richardson,  who  finally  got  a  hook  behind  the  plate 
and  turned  it  until  an  edge  presented ;  he  then  grasped  this  with 
the  forceps,  and  tube,  forceps  and  plate  were  withdrawn  together. 
In  spite  of  the  length  of  time  the  plate  had  been  in  the  gullet,  in 
spite  of  its  decidedly  sharp  corners  and  edges,  and  in  spite  of  con- 
siderable force  used  in  withdrawing  it,  the  patient  immediately  re- 
covered. 

Tooth-plates  are  among  the  frequently  swallowed  foreign  bodies. 
This  specimen  is  a  plate  which  broke  in  a  man's  mouth  while  he 
was  eating.  Before  he  could  recover  it,  this  smaller  fragment  had 
got  a  good  start  down  the  esophagus  and  lodged  there.  I  saw  him 
only  a  few  hours  after  the  accident,  and  had  no  difficulty  in  remov- 
ing the  plate,  under  ether  anesthesia.  A  short  Jackson's  esophago- 
scope, which  I  had  made  especially  for  foreign  body  work,  makes 
the  manipulation  much  easier. 

While  on  the  subject  of  tooth-plates  I  will  mention  two  cases 
which  illustrate  the  ludicrous  and  pathetic  sides  of  this  work.  The 
one  case  was  an  old  man,  of  about  6,5,  who  felt  something  hard  in 
his  throat  while  eating  and  later  missed  his  teeth.  He  came  into 
the  Receiving  Hospital  and  Dr.  McCoy  and  I  explored  his  esophagus 
carefully  without  finding  any  teeth  or  any  evidence  of  traumatism. 
He  admitted  later  that  he  gone  to  the  back  door  and  spit  out  what 
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was  in  his  mouth,  and  as  the  x-ray  failed  to  locate  any  teeth  we 
concluded  that  he  probably  had  found  them  in  the  back  yard  on 
his  return  home.  This  newspaper  clipping  in  regard  to  this  case 
demonstrates  the  reporter's  idea  on  this  subject,  and  the  advisabil- 
ity of  doing  this  work  in  some  place  beyond  the  reach  of  reporters. 
The  examination  took  about  twenty-five  minutes  in  all ;  the  report- 
er describes  it  as  a  fishing  expedition  lasting  two  hours,  and  the 
illustration  looks  like  a  16-candle  lamp  suspended  in  the  stomach. 

The  second  pathetic  case  was  a  poor  woman  who  came  fifty  miles 
to  me  to  be  relieved  of  a  tooth-plate  which  she  was  supposed  to  have 
swallowed  seven  years  before.  Though  the  history  of  this  acci- 
dent and  subsequent  symptoms  was  doubtful  in  the  extreme,  yet  all 
her  trouble  since  that  time  had  been  ascribed  to  the  offending  tooth- 
plate,  including  a  far  advanced  pulmonary  tuberculosis  with  tuber- 
culosis of  the  ribs  which  had  necessitated  removal  of  three  of  the 
ribs.  She  brought  with  her  an  x-ray  print,  entirely  negative,  in 
which  two  or  three  white  water  splotches  in  the  gastric  region  had 
been  studied  and  outlined  as  probably  the  teeth.  I  did  not  feel  jus- 
tified in  exploring,  and  she  went  home  burdened  with  disappoint- 
ment. 

Coins  are  frequently  swallowed  by  children.  In  many  cases  the 
coin  passes  on  and  is  happily  recovered,  without  recourse  to  eso- 
phagoscopy.  But  often  the  coin  sticks  in  the  esophagus.  Two  such 
cases  have  come  into  my  hands,  and  behold  my  reward — two  opera- 
tions, two  fees,  total,  just  twenty-six  cents;  The  first  case  was  a 
boy  of  G,  who  swallowed  the  quarter;  the  coin  stuck  a  few  inches 
below  the  cricoid  where  I  easily  reached  it  through  a  short  tracheo- 
scope. It  slipped  from  the  bite  of  the  forceps  just  as  it  came  out 
of  the  esophagus  and  I  had  some  trouble  in  recovering  it  from  be- 
hind the  soft  palate. 

The  penny  was  swallowed  by  a  girl  between  3  and  4  years  of  age. 
I  failed  in  my  first  effort  to  recover  the  coin  because  I  gave  up  the 
effort  after  going  down  to  a  point  which  I  thought  was  well  below 
where  the  x-ray  plate  had  shown  the  coin ;  the  child  had  struggled 
a  good  deal  and  I  concluded  the  coin  had  been  dislodged  and  car- 
ried down.  But  a  second  plate  showed  it  still  in  position,  and  the 
second  effort  was  promptly  successful.  This  case  demonstrated 
another  of  the  dangers  of  esophagoscopy :  the  child  stopped  breath- 
ing at  the  instant  the  coin  was  drawn  from  the  gullet;  artificial 
respiration  was  necessary  for  several  minutes  before  spontaneous 
respiration  was  re-established.    And  this  in  a  robust  child! 
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Fragments  of  bone  are  among  the  most  dangerous  of  foreign  bod- 
ies ;  the}'^  should  be  removed  at  the  earliest  possible  moment.  I  have 
had  one  such  case.  The  patient  was  an  intensely  nervous  woman  from 
Phoenix ;  while  eating  chicken  she  swallowed  a  fragment  of  the 
wish-bone.  I  regret  that  I  cannot  show  you  this  specimen ;  it  con- 
sisted of  the  central  portion  of  the  wish-bone  with  a  short  stump 
on  one  side ;  on  the  other  side  was  a  piece  about  an  inch  long  end- 
ing in  an  extremely  sharp  point.  Fortunately  this  end  was  directed 
downward,  which  rendered  the  removal  of  the  body  relatively  easy 
and  safe.  This  was  done  under  local  anesthesia.  The  patient  re- 
covered promptly.  This  woman  wses  one  of  the  most  grateful  pa- 
tients I  have  ever  had :  as  I  held  up  the  bone  for  her  to  see  she 
grasped  my  hand  with  hysteric  fervor  and  repeatedly  declared  her 
admiring  gratitude.  This  was  so  intense  that  she  insisted  on  keep- 
ing the  bone  so  that  she  could  have  it  mounted  for  me !  But  alas, 
for  the  weakness  of  human  nature!  I  watched  her  for  several 
days  until  all  danger  was  past,  and  later  sent  her  a  modest  bill  for 
$50.00.  And  that's  the  last  I  have  ever  heard  from  Mrs.  H.  I 
didn't  even  get  the  bone ! 

The  last  case  I  am  reporting,  like  the  first,  is  not  presented  be- 
cause of  any  sense  of  personal  pride  which  I  feel,  but  because  it 
has  features  which  are  rare  if  not  unique.  It  is  a  case  of  stricture. 
The  patient,  a  frail  girl  of  about  23,  had  swallowed  a  considerable 
portion  of  an  ounce  bottle  of  pure  nitric  acid.  When  first  seen  by 
Dr.  Clarence  Ide,  the  patient  had  been  fed  only  by  rectum  for  at 
least  two  weeks.  She  was  extremely  weak  and  could  swallow  noth- 
ing. A  gastrostomy  was  imperative,  and  this  was  done  by  Dr.  E.  C. 
Moore,  after  which  the  patient  rapidly  gained  flesh  and  strength  to 
a  considerable  degree.  Under  Dr.  Ide's  treatment  the  horribly  in- 
jured pharynx,  naso-pharynx  and  fauces  slowly  healed  to  a  degree 
where  we  dared  to  try  to  enter  the  esophagus.  At  the  level  of  the 
cricoid  the  first  stricture — or  rather  the  upper  end  of  an  almost 
continuous  stricture-^was  encountered.  This  admitted  a  probe 
about  two  millimeters  in  diameter.  By  means  of  urethral  olivary 
bougies  this  was  dilated,  in  several  sittings,  until  it  admitted  a 
Lerche  esophageal  dilator.  This  admirable  instrumetit  materially 
hastened  the  dilation  at  this  point,  although  our  efforts  to  cut  and 
bite  away  the  tough  fibrous  tissue  practically  failed.  In  time  I  suc- 
ceeded in  passing  a  a-millimeter  bronchoscope  through  this  upper 
stricture  and  down  the  whole  length  of  the  instrument,  and  later  a 
7-millimeter  bronchoscope.  This  was  not  done  easily.  A  very  dis- 
tressing and  baffling  complication  was  the  condition  of  the  epiglot- 
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tis ;  this  had  been  badly  damaged  and  was  very  rigid ;  the  entrance 
to  the  larynx  was  narrowed,  and  the  folds  on  either  side  were  so 
shortened  that  the  epiglottis  was  drawn  back  toward  the  posterior 
pharyngeal  wall  in  such  a  manner  that  when  my  tube  entered  the 
esophagus  the  concavity  of  the  epiglottis  hugged  the  convexity  of 
the  esophagoscope  tightly  and  shut  off  the  patient's  breath.  Dr. 
Ide  succeeded  at  times  in  biting  away  sufficient  scar  tissue  to  tem- 
porarily relieve  this  situation,  but  usually  a  recurrence  had  taken 
place  by  the  time  of  the  next  seance.  A  further  handicap  was  the 
girl's  condition,  miserable  at  best;  one  lung  was  the  seat  of  a  slow 
tubercular  lesion.  Each  sitting  had  to  be  followed  by  an  interval  of 
two  to  six  days  to  allow  her  to  recover  strength.  All  efforts  to 
use  silk  elastic  bougies  to  maintain  the  stretching  were  frustrated 
by  the  epiglottis  hugging  the  bougie  exactly  as  it  hugged  the  eso- 
phagoscope. 

In  spite  of  these  difficulties,  on  two  occasions,  we  succeeded  in 
passing  the  7-millimeter  bronchoscope  down  to  a  point  about  10^4 
inches  from  the  teeth.  Through  this  whole  distance  the  gullet  was 
strictured  to  a  greater  or  less  degree,  the  lumen  having  somewhat 
the  shape  of  a  corkscrew  and  advance  of  the  instrument  bemg  pos- 
sible only  after  stretching  with  the  Lerche  dilator.  At  10^4  inches 
we  encountered  a  complete  occlusion  of  the  esophagus.  I  estimate 
from  the  height  of  the  patient  that  this  point  was  between  four  and 
five  inches  from  the  cardia,  and  I  judge  that  the  acid  had  done  its 
deepest  damage  at  this  point  because  it  had  been  arrested  above  the 
cardia  by  cardio-spasm. 

Drs.  Ide,  Geo.  McCoy  and  I,  in  consultation,  concluded  that  there 
was  one  desperate  chance  that  the  complete  occlusion  might  be  so 
short  that  an  instrument  passed  up  from  the  stomach  might  act  as 
a  sufficient  guide  for  the  thrusting  of  an  instrument  through  the 
occlusion  from  above.  Dr.  Moore  consented  to  attempt  the  work 
from  the  stomach  end.  Accordingly, -the  patient  was  anesthetized, 
a  tracheotomy  was  done  and  the  bronchoscope  was  introduced 
down  to  the  level  of  the  occlusion.  At  this  juncture  our  work  sud- 
denly terminated.  As  the  tube  advanced  we  noticed  an  area  of 
very  marked  pulsation  on  the  left  anterior  aspect  of  the  esophagus 
and  at  this  point  the  wall  presented  a  peculiar  greyish,  translucent 
appearance.  I  passed  this  point,  safely  as  I  thought,  and  came  to 
the  face  of  the  occlusion.  This  time  I  thought  I  discovered  a  slight 
opening  downward ;  I  inserted  the  dilator  and  opened  it  slightly  and 
with  very  moderate  force.  Immediately  there  was  a  gush  of  sev- 
eral drachms  of  fluid;  this  was  odorless  and  slightly  blood-tinged. 
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Hastily  wiping  the  fluid  out  of  the  tube  I  looked  in  and  was  horri- 
fied to  see  an  actively  pulsating  grey  body  in  a  cavity — undoubtedly 
the  heart,  seen  through  the  ruptured  pericardium.  Dr.  Ide  and  Dr. 
McCoy  looked  and  concurred,  and  we  stopped  immediately.  The 
foot  of  the  patient's  bed  was  elevated  to  aid  drainage  from  lungs 
and  esophagus,  and  we  waited  for  the  septic  pericarditis  to  mani- 
fest itself.  But  the  temperature  remained  normal  and  the  patient 
left  the  hospital  a  few  weeks  later  in  very  fair  condition.  The  latest 
report  was  that  she  was  gaining  right  along. 

It  is  a  distinction  given  to  very  few  men  to  have  looked  through 
the  esophagoscope  at  the  pulsating  heart.  We  assure  you  that  it  is 
not  a  pleasing  sight.  But  if  you  are  inclined  to  be  critical,  in  the  light 
of  the  outcome,  bear  in  mind  the  desperate  condition  of  this  woman 
and  the  utter  futility  of  the  ordinary  methods  of  dilation.  Bougies 
inserted  blindly  would  have  failed  absolutely,  or  would  have  surely 
perforated  the  esophageal  wall.  Any  form  of  guide  was  out  of  the 
question,  because  the  patient  could  not  swallow  one  single  drop  of 
fluid. 

I  have  tried  to  explain  to  myself  why  this  patient  did  not  die 
from  septic  pericarditis.  The  most  reasonable  explanation  seems 
to  me  that  neither  the  dilator  nor  the  esophagoscope  actually  pene- 
trated the  pericardium,  but  that  the  expanding  dilator  tore  an  open- 
ing in  the  pericardium  through  which  we  looked,  and  that  this  open- 
ing closed  promptly  when  the  instruments  were  withdrawn.  The 
flow  of  pericardial  fluid  from  within  outward  probably  helped  ma- 
terially by  carrying  away  the  bacteria  that  must  certainly  have  been 
carried  down  from  the  throat  by  the  instruments. 

This  patient  died  after  a  very  few  days'  illness,  four  months 
after  this  accident.  She  had  been  under  "Science"  treatment  during 
the  final  months  and  only  an  indefinite  history  of  the  terminal  ill- 
ness was  secured,  the  chief  symptoms  being  cough  and  dyspnea. 
Autopsy  showed  the  pericardium  entirely  free  from  acute  or  chron- 
ic inflammation,  and  the  tear  could  not  be  definitely  located.  A 
double  lobar  pneumonia  was  the  evident  cause  of  death.  The  in-, 
ner  surface  of  the  stomach  showed  an  infundibular  depression 
where  the  cardia  should  have  been.  A  probe  was  forced  into  this 
for  about  three-quarters  of  an  inch,  where  it  stopped.  Above  this 
point  was  a  solid  cord  for  some  inches.  The  upper  portion  of  the 
esophagus  was  so  firmly  adherent  to  the  vertebrae  that  it  was  torn 
to  shreds  in  removal,  and  whether  any  lumen  was  still  present  could 
not  be  determined. 

429  Laughlin  Building. 


REPORT  OF  THREE  CASES  OF  OTITIC  MENINGITIS 

TREATED  BY  DRAINAGE  OF  THE 

CISTERNA  MAGNA.* 

DR.  EDWARD  BRADFORD  D^NCH,   NEW  YORK  CITY. 

The  few  remarks  which  I  have  to  make  can  hardly  be  dignified  by 
the  title  of  "a  paper."  They  are  simply  a  report  of  a  personal  ex- 
perience with  an  operative  procedure,  proposed  just  about  one  year 
ago,  and  for  which  much  was  hoped.  I  refer  to  the  drainage  of  the 
cisterna  magna  for  the  relief  of  meningitis.  The  operation  is  not 
a  new  one,  as  a  procedure  for  draining  this  region  is  mentioned  by 
Cunningham  (Textbook  of  Anatomy,  1903,  p.  1164).  This  author 
not  only  describes  a  means  of  draining  the  cisterna,  but  also  of 
opening  the  fourth  ventricle.  To  Haynes,  however,  (Transactions 
of  the  American  Laryngological,  Rhinological  and  Otological  So- 
ciety, 1912),  is  undoubtedly  due  the  credit  of  perfecting  the  technic 
of  this  operation,  and  of  bringing  it  before  the  profession  as  a  defi- 
nite procedure  for  the  relief  of  meningitis. 

I  simply  wish  to  speak  of  three  cases  upon  which  this  operation 
was  performed.  It  is  not  necessary  to  give  a  detailed  history  of 
these  cases.  I  will,  therefore,  only  burden  you  with  a  brief  resume 
of  the  history  in  each  case : 

Case  I :  A  child,  dy^  years  of  age,  had  been  out  of  sorts  for  about 
a  month.  A  week  before  I  saw  the  child,  there  was  spontaneous 
discharge  from  the  left  ear.  Three  days  later  there  was  a  rise  in 
temperature.  For  the  twenty-four  hours  immediately  preceding 
my  visit,  the  child  had  complained  of  pain  in  the  head  and  in  the 
left  ear,  and  had  cried  out  at  irregular  intervals.  There  was  some 
discharge  from  the  left  external  auditory  canal.  An  examination  of 
the  ear  showed  a  large  perforation,  involving  the  entire  lower  por- 
tion of  the  drum  membrane,  the  mucous  membrane  of  the  tympanic 
cavity  being  red  but  not  polypoid  in  character.  A  bacteriological 
examination  of  the  discharge  showed  streptococci ;  no  tubercle  bacilli 
were  found  in  the  discharge.  There  was  no  tenderness  over  either 
mastoid.  The  right  ear  was  normal.  An  examination  of  the  child 
showed  slight  rigidity  of  the  entire  body,  but  this  was  not  marked. 
No   Babinski   sign.      Kernig   sign  present  on   right   side,   but   not 

*Read  before  the  American  Otological  Society,  Washington,  D.  C, 
May  6  and   7.   1913. 
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marked.  Knee-jerks  absent  on  each  side.  No  nystagmus,  slight 
internal  strabismus,  probably  congenital.  The  child  had  vomited 
several  days  ago,  but  there  was  no  vomiting  at  the  time  of  my  visit. 
The  temperature  on  admission  was  101°,  rectal;  pulse  108.  The 
case  looked  like  one  of  tubercular  meningitis,  and  was  seen  by 
Doctor  Holt  in  consultation.  Doctor  Holt  thought  that  on  account 
of  the  slight  elevation  of  temperature  and  the  absence  of  mastoid 
tenderness,  a  tubercular  process  was  the  most  probable  explanation 
of  the  condition.  He  agreed  with  me,  however,  that  in  the  presence 
of  meningeal  symptoms  and  a  suppurating  ear,  in  connection  with 
the  fact  that  aural  suppuration  had  evidently  been  of  longer  dura- 
tion than  was  suspected  by  the  parents, — as  proved  by  the  extensive 
amount  of  destruction  in  the  drum  membrane, — an  exploration  of 
the  mastoid,  with  free  exposure  of  the  dura,  w^ould  be  advisable. 

A  complete  mastoid  operation  was  immediately  done,  and  all  the 
cells  were  found  infiltrated  with  fluid.  The  dura  w^as  freely  ex- 
posed. Over  the  temporo-sphenoidal  lobe  and  over  the  left  cerebel- 
lar lobe  the  dura  was  tense.  The  von  Pirquet  test  was  negative.  On 
the  day  after  the  operation  the  temperature  fell  about  a  degree, 
and  the  rigidity  of  the  body  diminished  somewhat.  On  the  follow- 
ing day,  however,  that  is,  two  days  after  the  mastoid  operation,  the 
rigidity  became  more  marked,  and  the  temperature  rose  to  103°. 
The  pulse  ranged  from  IIG  to  150,  and  the  respirations  were  rather 
high.  Owing  to  the  fact  that  the  rigidity  had  increased,  the  child 
was  taken  to  the  operating-room,  and  the  cisterna  magna  drained 
in  the  median  line,  after  the  Haynes  method.  The  fluid  was  under 
considerable  pressure.  About  three  or  four  cubic  centimeters  of  the 
spinal  fluid,  mixed  with  blood,  was  obtained  for  pathological  ex- 
amination. This  showed  no  germs,  with  the  exception  of  one  dip- 
lococcus.  Immediately  after  the  drainage  of  the  cisterna  magna, 
the  child  seemed  to  improve  somewhat ;  the  rigidity  became  less  and 
the  temperature  gradually  fell,  until,  on  the  third  day  after  opera- 
tion, it  was  only  100°.  It  then,  however,  began  to  rise,  and  the 
child  died  seven  days  after  the  drainage  of  the  cisterna  magna. 
Some  of  the  spinal  fluid  evacuated  at  the  time  of  operation  was 
injected  into  a  guinea  pig,  and  this  animal  remained  perfectly 
healthy  six  w^eeks  after  inoculation,  thus  absolutely  ruling  out  the 
tubercular  process,  as  the  cause  of  the  infection. 

The  case,  then,  was  one  of  a  simple  otitic  meningitis,  following  a 
chronic  middle-ear  suppuration,  and  should  have  been  an  ideal  case 
for  the  procedure  which  we  are  discussing.  That  the  life  of  the 
patient  was  prolonged  by  the  operation,  I  believe,  but  the  operation 
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certainly  failed  to  do  more  than  postpone  the  fatal  termination  of 
the  disease. 

I  might  say  that,  in  certain  decompression  operations,  where  the 
subdural  space  has  been  drained  either  in  the  cerebellar  or  middle 
cranial  fossa,  or  in  both  regions,  life  has  been  prolonged  for  a 
number  of  days.  I  am  inclined  to  think,  however,  in  this  case,  that 
the  time  which  elapsed  between  the  drainage  of  the  cisterna  magna 
and  the  fatal  termination  of  the  disease,  was  rather  greater  than 
in  most  of  my  cases  of  decompression  operations  in  the  middle 
cranial  fossa. 

Case  2 :  Infant,  5  months  old,  who  was  operated  on  by  one  of  my 
assistants  for  a  subperiosteal  abscess.  This  child  was  suffering 
greatly  from  malnutrition,  and  was  a  poor  subject  for  operation. 
The  temperature  on  admission  was  10^;°  ;  it  fell  spontaneously  the 
next  day  to  100°,  and  then  rose  to  104'.  An  ordinary,  simple  mas 
toid  operation  was  performed.  The  temperature  the  day  after  rost 
to  105.5°,  then  dropped  to  102°.  Two  days  after  the  operation 
upon  the  mastoid  the  child  had  several  convulsive  seizures.  The 
child  was  taken  to  the  operating-room  and  the  cisterna  magna 
opened  in  the  typical  manner.  The  day  after  this  operation  the 
temperature  rose  to  100.5°,  but  then  slowly  came  down,  so  that  in 
the  evening  of  that  day,  it  was  only  100°,  and  the  following  day 
had  dropped  to  normal.  After  remaining  normal  for  about  twenty- 
four  hours,  it  began  to  rise  and  fluctuated  between  103.5°  and  100° 
until  the  child  died,  four  days  after  the  cisterna  magna  was  opened. 
The  infection  in  this  case  was  streptococcus.  The  spinal  fluid  ob- 
tained by  lumbar  puncture  was  negative  on  cultivation. 

In  this  second  case  the  operation  failed  to  be  of  the  slightest 
value;  in  this  instance,  also,  on  tapping  the  cisterna  the  cerebro- 
spinal fluid  was  found  to  be  under  considerable  pressure.  Drainage 
was  perfect  until  the  fatal  termination. 

Case  s  '•  Boy,  aged  8,  suffering  from  a  chronic  suppurative  otitis 
media  for  which  the  ordinary  radical  operation  was  performed  by 
one  of  my  assistants.  A  small  area  of  dura  was  exposed  in  the 
middle  cranial  fossa.  A  primary  skin  graft  was  applied  at  the  time 
of  operation,  and  the  posterior  wound  closed  in  the  usual  way.  The 
temperature  was  normal  at  the  time  of  operation,  but  immediately 
began  to  rise,  and  on  the  second  day  after  operation,  reached  105°. 
The  posterior  wound  was  opened  and  the  graft  removed,  but  the 
temperature  still  continued  to  rise.  The  blood  culture  showed  one 
colony  of  streptococci  at  the  end  of  twenty-four  hours,  but  this  was 
the  only  colony  which  showed  at  the  end  of  forty-eight  hours.     In 
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Other  words,  the  blood  was  negative.  The  differential  count  showed 
83  per  cent  of  polymorphonuclear  cells  on  the  second  day  after 
operation,  and  74.8  per  cent  on  the  fourth  day  after  operation.  The 
temperature,  however,  remained  high,  and  the  patient  gradually  sank 
into  a  semi-comatose  condition.  The  neck  became  rigid,  the  Kernig 
sign  positive;  there  was  no  Babinski.  Lumbar  puncture  showed 
some  pus  in  the  cerebro-spinal  fluid,  no  germs  present,  and  culture 
of  the  fluid  was  negative  at  the  end  of  twenty-four  hours.  The 
carbohydrate  content  of  the  fluid  was  practicallv  normal.  Globulins 
aere  not  present. 

Owing  to  the  fact  that  symptoms  of  meningitis  were  present,  that 
the  chemical  examination  of  the  cerebro-spinal  fluid  was  practically 
normal,  and  that  the  fluid  was  germ-free,  it  seemed  that  the  case 
was  particularly  suitable  for  drainage  of  the  cisterna  magna.  This 
was  performed  four  days  after  the  radical  operation.  The  fluid 
•vas  under  considerable  pressure.  The  ordinary  drain  was  inserted, 
ind  the  patient  returned  to  bed.  The  temperature  remained  high, 
but  the  patient  seemed  somewhat  brighter  for  the  next  two  days. 
He  died,  however,  on  the  fourth  day  after  drainage  of  the  cisterna 
magna. 

These  three  cases  would  seem  to  show  that  we  have  not  yet  dis- 
covered a  surgical  procedure  which  will  enable  us  to  combat  suc- 
cessfully that  dread  disease,  otitic  meningitis.  I  do  not  mean  to 
condemn  the  operation  upon  the  results  obtained  in  such  a  small 
number  of  cases.  The  operation  is  easy  of  performance,  and  cer- 
tainly drains  the  subdural  space  as  effectually  as  does  any  other 
procedure.  It  is  possible  that  with  more  extended  experience,  this 
operation  may  be  a  step  toward  the  solution  of  the  successful  treat- 
ment of  otitic  meningitis. 

I  have  nothing  to  add  regarding  the  technic  of  the  operation, 
except  to  say  that  the  elaborate  armamentarium,  suggested  by  Doc- 
tor Haynes,  in  his  able  article,  is  entirely  unnecessary.  I  have  been 
able  to  perform  this  operation  with  the  ordinary  mastoid  instru- 
ments, and  to  perform  it  quickly.  I  believe  that  the  procedure 
should  be  given  a  thorough  trial,  but  the  results  obtained  from  my 
limited  experience  have  certainly  not  been  encouraging. 

15  East  Fifty-third  Street. 


TRAUMATIC  ATRESIA  OF  THE  EXTERNAL  AUDITORY 

MEATUS  OF  THE  LEFT  EAR  WITH  MASTOID 

COMPLICATIONS.* 

DR.    ERNEST  DANZIGER,    NEW    YORK. 

Mr.  H.  B.,  28  years  of  age,  bookkeeper,  presented  himself  at  my 
ofifice  on  December  14,  191 1,  with  the  following  history:  Seven- 
teen years  ago,  while  playing  on  a  railroad  track  between  two 
freight  trains,  one  car  started  to  move  and  his  head  was  caught 
between  the  bumpers  of  the  cars. 

The  left  half  of  his  face  was  lacerated  and  the  left  ear  complete- 
ly torn  off  his  head.  He  was  carried  to  the  nearest  physician,  who 
sewed  the  parts  back  into  place.  Since  the  accident  he  had  a  par- 
alysis of  the  facial  nerve,  the  middle  and  the  lower  branch  just 
slightly  reacting.    His  hearing  on  that  side  was  decidedly  impaired. 

Nine,  days  before  I  saw  him  he  had  suffered  from  an  attack  of 
tonsillitis,  accompanied  by  some  pain  in  the  affected  ear,  which 
since  had  somewhat  abated  and  varied  in  its  intensity.  He  had  a 
temperature  of  100°,  a  slight  edema  behind  and  almost  above  the 
ear,  pain  upon  pressure  over  the  antrum.  He  hears  conversation 
voice  at  about  five  or  six  feet ;  Rinne  shows  increased  bone-conduc- 
tion. He  lateralizes  tuning-forks  toward  the  affected  side.  He  has 
no  spontaneous  nystagmus,  a  normal  rotation  reaction  of  the  vesti- 
bular apparatus;  the  caloric  test  is  negative  due  to  some  abnormal 
conditions,  which  I  will  point  out  now : 

Inspection  shows  the  left  ear  about  three-quarters  of  an  inch  low- 
er than  the  right  one,  looking  into  the  meatus  shows  it  absolutely 
obstructed  by  an  atresia,  which  has  a  very  minute  opening  in  the 
uppermost  part  of  the  occluding  membrane;  the  lower  part  of  the 
atresia  seems  to  be  bony.  The  opening  just  admits  the  point  of  a 
silver  probe.    There  is  no  discharge. 

Not  being  able  to  make  a  clinical  diagnosis,  I  had  recourse  to 
differential  blood-counts  made  twelve  hours  apart,  which  promptly 
threw  me  off  the  right  track :  The  first  blood-count,  December  15, 
20,000  W.,  72  polys;  twelve  hours  later,  13.00  W.,  65  polys;  twelve 
hours  later,  10,000  W.,  60  polys.  I  assume;d  the  evidence  of  an 
acute  infection,  which  was  rapidly  subsiding  and  decided  on  a  wait- 
ing course. 

♦Read  at  the  meeting  of  tKe  Otolog-cal  Section  of  the  New  York  Academy 
cf  ..^efiiC.re,   i'e,.iua,iy   14.   1913. 
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December  20:  The  edema  behind  ear  had  slightly  increased,  no 
discharge  through  the  fistula  in  the  meatus.  Dr.  Whiting  saw  the 
case  in  consultation  and  also  corroborated  with  me  in  my  attitude 
of  waiting.     He  recommended  irrigation  through  a  small  cannula. 

December  22:  Patient  had  a  slight  discharge  from  ear,  which 
can  be  expressed  by  pressure  over  the  mastoid. 

December  27:  After  receiving  permission  from  the  patient  to 
make  a  post-auricular  incision  with  the  understanding  that  I  could 
do  what  I  deemed  necessary,  I  found  the  following  condition :  The 
usual  curv'ed  incision  was  made,  and  after  pushing  back  the 
periosteum  I  found  a  large  defect  in  the  cortex  over  the  antrum. 
The  latter  contained  a  good-sized  cholesteatoma,  which  extended 
along  the  upper  posterior  border  of  the  petrous  portion,  almost  into 
the  posterior  fossa,  the  cholesteatomatous  mass  also  filled  the  aditus 
and  partly  the  tympanum.  The  drum  was  destroyed  and  of  the 
ossicles  the  incus  was  found  and  removed.  The  dura  was  exposed 
at  the  tegmen  tympani.  At  the  time  of  the  accident  there  must  have 
been  a  fracture  of  the  bony  meatus,  the  floor  of  which  was  very 
much  thickened.  The  membranous  meatus  did  not  lead  into  the 
tympanum,  but  almost  terminated  in  front  of  the  maxillary  joint. 
The  fistulous  opening  just  communicated  with  the  floor  of  the  bony 
meatus. 

When  attempting  the  plastic,  I  found  the  ear  so  low  that  the  flaps 
could  not  be  got  into  the  proper  position.  I  chiselled  enough  of  the 
hypo-tympanum  away  so  as  not  to  enter  the  maxillary  joint  and 
finally  succeeded  in  packing  the  flaps  against  denuded  bone,  but  the 
cavities  cannot  be  overlooked,  as  the  new  meatus  runs  upward  and 
backward  in  an  angle  of  more  than  45  degrees. 

He  was  discharged  with  a  dry  ear  on  April  20,  191 2.  On  April 
22,  he  had  a  chill,  with  temperature  of  104°  and  a  redness  of  the 
retro-auricular  scar.  At  the  same  time  he  developed  a  spontaneous 
nystagmus  when  looking  toward  the  aflfected  side.  Ruttin  has  de- 
scribed such  nystagmus  as  occurring  in  erysipelas.  It  is  due  to  a 
collateral  edema  of  the  labyrinth.  He  developed  a  severe  attack  of 
erysipelas,  and  when  I  saw  him  four  weeks  later,  he  had  a  slight 
mucoid  discharge  from  the  ear,  which  gradually  diminished.  His 
hearing  is  decidedly  better  than  before  the  operation.  He  hears 
whisper  for  one-half  to  one  foot;  conversation,  twelve  feet;  tuning- 
fork  he  does  not  hear  by  air-conduction  but  by  bone-conduction, 
except  the  high  forks. 

63  West  Ninetieth  Street. 


INJURIES  OF  THE  LABYRINTH.* 

DR.  JULIUS  AUERBACH,   NEW  YORK  CITY. 

Recently  I  have  had  a  number  of  cases  of  labyrinthine  trauma 
come  under  my  observation,  two  of  which  I  would  like  to  report  for 
the  interesting  features  which  they  present.  Both  of  these  cases 
were  produced  by  indirect  violence;  in  one  the  lesion  involved  the 
static  as  well  as  the  cochlear  portion  of  the  labyrinth,  in  the  other, 
the  cochlea  alone  was  involved,  the  static  labyrinth  remaining  in 
function. 

Traumas  of  the  labyrinth  are  not  rare  and  may  be  classified  chief- 
ly into:  (1)  direct  injuries,  such  as  those  produced  by  a  bullet  or 
stab- wound,  or  accidental  injury  during  operation;  and  (2)  indirect 
injuries  which  include  those  cases  in  which  labyrinthine  irritation 
and  degeneration  is  produced  by  the  action  of  sudden  or  continued 
noises,  and  also  those  cases  due  to  a  force  applied  to  the  bones  of 
the  cranium.  Clinically  these  cases  offer  difficulties  in  diagnosis  at 
the  time  of  the  injury,  as  the  symptoms  of  labyrinthine  disturb- 
ance are  then  masked  by  the  more  pronounced  symptoms  of  brain 
injury,  be  that  a  fracture  or  concussion;  it  is  only  when  the  acute 
symptoms  following  the  injury  have  subsided  that  the  local  laby- 
rinthine symptoms  will  make  themselves  evident.  Case  1  illustrates 
this  point. 

Case  I :  G.  P.,  aged  28.  Nine  months  ago,  while  riding  on  a 
bicycle,  he  collided  with  an  automobile  and  was  rendered  uncon- 
scious. He  was  removed  to  the  hospital  where  he  regained  con- 
sciousness at  the  end  of  thirty-six  hours.  At  this  time,  according 
to  the  patient's  story,  he  was  said  to  have  been  suffering  from  a 
fracture  at  the  base  of  the  skull.  He  remained  in  the  hospital  for 
three  weeks,  during  which  time  he  suffered  from  headaches  and 
dizziness  and  noticed  that  he  could  not  hear  on  the  right  side. 
Previous  to  the  injury,  his  hearing  was  perfect,  and  he  had  never 
suffered  from  any  ear  trouble.  For  two  weeks  after  leaving  the 
hospital  he  suffered  continually  from  dizziness  and  had  to  seek  sup- 
port owing  to  the  marked  staggering.  These  symptoms  have  grad- 
ually disappeared,  and  now  his  sole  complaint  is  deafness  in  the 
right  ear  for  which  he  seeks  relief. 

•Read  at  the  meeting  of  the  Clinical  Society  of  the  New  York  Nose, 
Throat  and  Surgical  Hospital,  March  11,  1913. 
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Otoscopic  Examination : — The  drum  membranes  of  both  sides  are 
normal  in  appearance.  All  the  landmarks,  including  the  light  re- 
flexes, are  present.    Both  tubes  are  patent. 

Functional  Tests: — Left  ear:  Conversation  voice  8  m.  -\-.  Whis- 
pered speech,  5  m.  Acoumeter,  3  m.,  c^  and  c*  both  heard,  Rinne 
positive.  Right  ear:  Totally  deaf  to  loud  voice  and  noises  (tested 
with  the  Barany  noise  apparatus).  Weber,  uncertain  lateralization. 
Scarcely  any  bone-conduction,  and  then  is  not  certain  whether  he 
feels  or  hears  the  tuning-fork  over  the  mastoid.  Stenger  test  shows 
complete  unilateral  dea-fness. 

Static  Labyrinth :  No  spontaneous  nystagmus.  Xo  disturbance 
of  equilibrium.  Turning  ten  times  to  the  right  =  horizontal  nys- 
tagmus to  the  left,  duration  twenty-four  seconds.  Turning  ten  times 
to  the  left  =^  horizontal  nystagmus  to  the  right,  duration  six  sec- 
onds. Caloric  reaction  with  cold  water  left  ear,  rotatory  nystagmus 
to  the  right  after  application  of  the  stream  for  two  and  a  half  min- 
utes. Cold  water  right  ear,  same  temperature  as  used  in  the  left  and 
applied  for  five  minutes,  no  reaction.    Pointing  test  normal. 

We  have  here,  then,  a  case  of  complete  unilateral  deafness  with 
complete  destruction  of  the  vestibular  apparatus,  and  while  nine 
months  have  elapsed  since  the  injury,  there  is  no  sign  of  any  return 
of  hearing;  nor  is  there  any  likelihood  of  there  being  any  return  of 
hearing,  because  from  what  we  know  of  the  anatomo-pathologic 
changes  which  take  place  in  these  lesions  it  is  safe  to  assume  that 
by  this  time  organization  with  connective-tissue  and  new  bone- 
formation  has  taken  place. 

Less  clear  and  not  as  well  understood  are  the  anatomic  changes 
which  take  place  at  the  time  of  injury.  The  works  of  Barnick. 
Lange  and  Sakai  have  thrown  much  light  upon  the  pathological  pro- 
cesses that  take  place  in  the  inner-ear  spaces  following  traumas,  as 
these  observers  had  special  opportunities  for  post-mortem  studies  on 
cases  of  recent  injury  to  the  cranium.  Before  entering  into  a  de- 
scription of  the  pathological  antomy  of  labyrinthine  traumas  I  wish 
to  cite  the  clinical  history  of  another  case  which  came  under  niv 
observation  on  the  service  of  Dr.  Felix  Colin  at  the  C.erman  Hos 
pital. 

Case  2:  J.  B.,  aged  35>.  driver  of  a  brewery  wagon,  and  addicted 
to  the  free  use  of  alcohol,  but  with  no  previous  ear  trouble  of  any 
kind,  was  pushed  and  fell  to  the  sidewalk  on  the  back  of  his  head 
four  months  ago.  He  was  dazed  for  a  few  moments,  and  on  rising 
to  his  feet  felt  dizzy,  and  staggered  and  vomited  when  he  reached 
home.     The  dizziness  and  staggering  gait  lasted  for  four  days  and 
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then  gradually  disappeared.  At  this  time  he  noticed  that  he  could 
not  hear  on  the  right  ear  and  experienced  whistling  noises  from  the 
same  side.  Since  then  he  has  remained  totally  deaf  on  the  right 
side  and  noises  persist. 

Otoscopic  Examination: — Left  ear:  External  auditory  meatus 
narrowed  due  to  a  diffuse  external  otitis ;  drum  membrane  dull ; 
light  reflex  diminished ;  pressure  in  front  of  the  auricle  produces 
pain.  Right  ear :  Drum  membrane  normal  in  color ;  landmarks  all 
present;  no  undue  retraction;  both  tubes  patent.  Nasal  examina- 
tion negative.    Pharynx  congested. 

Functional  Tests: — Left  ear:  (Tested  with  Barany  noise  appar- 
atus) Conversation  speech  7  m.  Whispered  speech,  3  m.  Acou- 
meter,  2  m.  Weber  lateralized  to  the  left.  Rirlne  negative  with 
lengthened  bone-conduction;  c^  (sixty-four  vibrations)  not  heard; 
c*  positive.  Right  ear :  Totally  deaf  to  loud  voice  and  noises. 
Rinne  is  negative  infinitive  with  very  much  shortened  bone-conduc- 
tion. Watch  on  the  mastoid  not  heard,  c^  and  c*  not  heard.  Gal- 
ton  whistle  not  heard.  Stenger  test  and  reading  test  show  complete 
unilateral  deafness. 

Static  labyrinth :  No  spontaneous  nystagmus.  Equilibrium  slight- 
ly disturbed.  Turning  ten  times  to  the  right  =  horizontal  nystag- 
mus to  the  left,  duration  thirty  seconds.  Turning  ten  times  to  the 
left  =  horizontal  nystagmus  to  the  right,  duration  twenty-eight  sec- 
onds.   Calo/ic  reaction  with  hot  and  cold  water,  positive. 

Here  a  trauma  to  the  cranium  four  months  ago  resulted  in  com- 
plete destruction  of  the  cochlear  function  of  the  right  side,  while  the 
static  labyrinth  escaped.  The  two,  tests  which  the  writer  depends 
upon  chiefly  in  establishing  the  diagnosis  of  complete  unilateral 
deafness  and  also  the  ones  which  enable  him  to  rule  out  the  possi- 
bilities of  simulated  deafness  or  exaggerated  deafness  are  the  Steng- 
er test  and  the  reading  test  with  the  aid  of  the  Barany  noise  ap- 
paratus. The  former  test  depends  upon  the  established  law  that 
of  two  tuning-forks  of  equal  number  of  vibrations,  the  one  held 
nearer  the  ear  will  completely  obliterate  the  sound  of  the  fork  held 
at  a  greater  distance  from  the  ear.  As  applied  clinically,  the  forks 
(preferably  the  small  a^)  are  struck  simultaneously,  the  patient  not 
knowing  that  two  forks  are  used.  The  normal  hearing  person  will 
hear  only  the  fork  which  is  held  closer  to  the  ear.  The  totally  deaf 
patient  will  hear  the  fork  from  the  normal  ear  although  one  tuning- 
fork  will  be  held  closer  to  the  deaf  ear.  The  simulator,  not  know- 
ing that  two  forks  are  used,  will  not  hear  the  tuning-fork  from  his 
good  ear  when  one  fork  is  held  closer  to  the  side  of  simulated  deaf- 
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ness,  at  once  disclosing  that  he  must  hear  from  the  side  to  which  the 
fork  is  closely  applied. 

In  the  application  of  the  reading  test,  the  patient  is  given  some- 
thing to  read,  and  asked  to  read  it  in  his  usual  tone  of  voice.  With 
the  noise  apparatus  applied  to  the  ear  the  patient  unconsciously 
raises  his  voice  to  compensate  for  the  noise  made  by  the  apparatus 
in  the  ear.  With  the  apparatus  going  in  his  deaf  ear,  this  makes  no 
impression  upon  him  whatsoever  (if  really  deaf)  and  the  voice  is 
not  raised  during  reading.  It  is  self-evident  that  the  raising  of  the 
▼oice  is  performed  unconsciously  on  the  part  of  the  patient. 

Of  the  further  anatomo-pathological  changes  of  the  labyrinthine 
spaces  following  injury  little  was  definitely  known  until  compara- 
tively recently,  as  most  of  the  post-mortems  were  observed  in  cases 
where  deafness  occurred  months  or  years  following  the  injury.  In 
these  cases  there  were  invariably  found  new- formed  connective  tis- 
sue and  bone  with  more  or  less  obliteration  of  the  normal  spaces  and 
secondary  degeneration  of  the  cochlear  and  vestibular  nerves.  Theo- 
dore reported  a  case  where  the  only  microscopic  change  was  that 
of  nerve  degeneration  with  no  other  sign  of  injur\.  From  the  ab- 
sence of  all  other  microscopic  pathological  changes,  it  seems  highly 
probable  that  he  was  dealing  with  a  case  of  nerve  deafness. 

In  Case  1  there  can  be  little  doubt  that  there  was  a  fracture  at 
the  base  of  the  skull  involving  the  petrous  portion  of  the  right  tem- 
poral bone  with  destruction  of  the  labyrinth  and  resultant  deafness. 
In  less  severe  injuries,  as  in  Case  2,  also  with  resultant  deafness, 
the  cause  of  this  destruction  of  function  of  hearing  is  not  quite  so 
clear.  The  writer  can  also  recall  three  other  cases  of  head  injuries 
resulting  in  deafness,  in  two  of  which  the  deafness  was  well-marked 
but  not  complete  and  only  temporary,  while  in  the  third,  a  trauma 
inflicted  on  the  head  of  an  old  lady,  73  years  of  age,  who  had  been 
partially  deaf,  caused  her  to  become  totallv  deaf  after  the  injury.  It 
is  now  two  years  since  the  trauma,  and  the  hearing  is  nil. 

Numerous  theories  have  been  set  up  to  explain  the  lesions  in 
those  cases  where  a  fracture  of  the  labyrinthine  capsule  was  not 
demonstrable.  Lange  is  of  the  opinion  that  in  cases  of  recent  concus- 
sion of  the  labyrinth  the  anatomical  changes  are  the  same  as  in  cases 
of  toxic  or  infectious  neuritis  of  the  eighth  nerve.  Schwartze  thinks 
that  in  mild  cases  of  concussion,  molecular  changes  take  place  in  the 
nerve  elements  or  that  a  passive  hyperemia  in  the  labyrinth  is  pro- 
duced as  a  result  of  a  transitory  paralysis  of  the  vaso-motor  nerves. 
Politzer  thinks  that  the  anatomic  changes  are  those  of  hemorrhages 
in  the  labyrinth  in  some  cases,  while  in  others  there  is  a  paralysis  of 
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the  nerve  endings.  Gradenigo  attributes  the  deafness  following 
trauma  to  hemorrhages  in  the  labyrinth  and  especially  into  the 
cochlea.  Oppenheim  places  the  lesion  in  the  central  nuclei  of  the 
eighth  nerve. 

Barnick  has  found  in  his  histologic  examination  of  temporal  bones 
after  recent  injuries,  blood  extravasations  into  the  maculae  acusticae 
and  into  the  vestibular  end-plates.  The  findings  of  K.  Sakai  in 
five  cases  of  recent  bilateral  fracture  of  the  temporal  bone  show 
that  in  no  single  case  was  the  bony  labyrinthine  capsule  involved. 
There  were  in  eight  specimens  extravasations  of  blood  out  of  the 
oval  window  and  in  seven  specimens  extravasations  of  blood  from 
the  round  window ;  in  only  one  instance  was  there  a  tear  in  the 
ligamentum  annulare.  In  all  the  cases  there  were  hemorrhages  into 
the  vestibular  and  cochlear  branches  of  the  eighth  nerve  and  in  ad- 
dition there  were  tears  in  the  nervus  cochlearis  eight  times,  in  the 
ramus  vestibularis,  four  times.  In  the  membranous  portion  of  the 
vestibule,  the  utricle  and  saccule  and  in  the  semi-circular  canals 
there  were  hemorrhages  in  five  instances. 
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Bronchoscopy  and  Esophagoscopy.  A.  E.  Bulson,  Jour.  Ind.  State 
Med.  Assn.,  April,  1913. 
After  briefly  discussing  the  history  gf  bronchoscopy,  Bulson 
enumerates  the  various  instruments,  pointing  out  their  individual 
advantages  and  disadvantages.  He  feels  that  this  operation  should 
only  be  performed  in  the  hospital ;  in  chfldren  under  10  years,  cocain 
should  be  used  (10-20  per  cent  solution).  If  general  anesthesia  is 
required,  the  combination  of  oxygen  and  chloroform  is  of  value. 
Bulson  details  aids  to  diagnosis  and  reports  two  cases  which  pre- 
sent interesting  features.  Ed. 
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Insufflation  anesthesia.  Every  physician  has,  in  his  junk  closet, 
instruments  that  have  been  tried  and  found  wanting.  Prominent 
among  this  junk  are  various  sorts  of  apparatus  for  anesthesia. 
With  this  in  mind,  we  were  very  skeptical  when  we  first  heard  of 
insufflation  anesthesia.  After  witnessing  a  demonstration  by  Els- 
berg,  however,  we  changed  our  mind  and  were  open  to  conviction. 
Having  since  used  Elsberg  insufflation  anesthesia  for.  bronchoscopy, 
esophagoscopy,  gastroscopy,  thyrotomy  and  some  other  operations, 
we  cannot  withhold  our  unqualified  commendations.  Since  the  dis- 
covery of  ether  anesthesia,  no  great  advance  had  been  made  until 
the  insufflation  method  was  developed.  In  our  p^ersonal  work,  we 
were  somewhat  prepared  by  the  use  of  the  insufflation  of  chloro- 
form, as  suggested  by  Dr.  T.  Drysdale  Buchanan,  and  for  certain 
purposes  that  cannot  be  improved  upon  in  bronchoscopy.  For  eso- 
phagoscopy, however,  ether  insufflation  with  the  Elsberg  apparatus 
introduces  an  element  of  safety  which  has  never  pertained  to  eso- 
phagoscopy under  general  anesthesia  before,  except  in  the  hands 
of  the  most  skillful.  The  number  of  deaths  on  the  table  from  ar- 
rest of  respiration  during  inexpert  esophagoscopy  under  general 
anesthesia  is  appalling.  This  occurred  especially  in  foreign-body 
cases  where  the  bulk  of  the  tube  and  the  bulk/ of  the  foreign  body 
together  compressed  the  trachea  when  the  esophagoscope  overrode 
the  foreign  body.  We  are  not  prepared  to  advocate  the  Elsberg 
anesthesia,  or  any  other  method,  to  overcome  the  faults  of  technic 
in  esophagoscopy ;  but  it  certainly  insures  safety,  as  far  as  respira- 
tory arrest  is  concerned,  to  have  a  silk-woven  catheter  in  the  trachea 
insuring  the  supplying  of  air  to  the  lungs,  and  assuring  the  impossi- 
bility of  complete  obliteration  of  the  tracheal  lumen,  for  enough 
lumen  must  exist  at  both  sides  of  the  tube  to  permit  the  return-flow 
of  air.  We  do  not  hesitate  to  say  that  for  those  who  wish  to  use 
general  anesthesia  for  esophagoscopy  that  a  death  on  the  table  is 
practically  impossible  with  ether  insufflation.     Of  course,  the  pres- 
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ence  of  the  catheter  in  the  trachea  would  render  possible  trauma 
by  the  tube-mouth,  but  only  by  the  grossest  technical  faultiness. 
For  gastroscopy,  no  anesthetic,  general  or  local,  is  needed  to  enable 
the  skillful  to  put  the  gastroscope  into  the  stomach,  but  once  there, 
in  the  absence  of  the  complete  relaxation  of  general  anesthesia,  the 
gastroscope  remains  fixed  because  of  the  muscular  activity  of  the 
diaphragmatic  musculature.  To  gain  full  relaxation  of  this  muscu- 
lature and  of  the  abdominal  wall,  in  order  that  the  gastroscope  may 
be  freely  movable,  two  things  are  essential.  First,  as  demonstrated 
by  Henry  Janeway,  the  elevation  of  the  knees  of  the  patient,  so 
that  flexion  will  relax  the  abdominal  wall ;  and,  second,  the  relaxa- 
tion of  deep  general  anesthesia.  For  this  second  purpose,  we  can 
state  from  actual  experience,  nothing  is  equal  to  the  insufflation 
method  with  the  Elsberg  apparatus.  Doubtless  the  other  forms  of 
apparatus  are  equally  advantageous,  but  we  speak  from  personal  ex- 
perience when  we  mention  the  Elsberg.  Thyrotomy  can  be  readily 
done  under  local  anesthesia  by  those  who  fully  understand  the  tech- 
nic  of  infiltration.  Much  time,  however,  will  be  saved  by  insuffla- 
tion anesthesia  and  the  strong  return-flow  keeps  the  blood  and  secre- 
tions from  gaining  an  entrance  to  the  lower  air  passages.  This 
return-flow  is  in  every  way  more  advantageous  for  the  purpose 
than  the  use  of  the  tampon  cannula,  or  even  the  excellent  plan  of 
Moure  using  the  ordinary  cannula  with  a  gauze  tampon  in  place 
above  the  cannula.  It  is  surprising  how  little  room  the  insufflation 
catheter  introduced  through  the  mouth  requires  in  the  opened 
larynx.  It  lies  close  along  the  posterior  wall  in  a  region  which  it 
is  not  necessary  to  invade,  because  thyrotomy  is  apt  to  be  unsuc- 
cessful in  malignancy  if  the  involvement  has  reached  the  party  wall. 
Should  it  be  necessary  in  benign  conditions  to  operate  upon  this 
wall  it  is  very  easy  to  displace  the  catheter  sideways.  In  malignant 
cases,  if  it  is  found  that  the  growth  is  not  removable  by  thyrotomy 
and  that  a  laryngectomy  is  necessary,  it  is  very  easy,  after  amputat- 
ing the  trachea,  to  insert  the  insufflation  catheter  into  the  cut-end 
of  the  trachea  and  thus  carry  out  a  complete  laryngectomy  with  the 
anesthetist  entirely  out  of  the  way  and  with  no  loss  of  time.  Taking 
it  all  in  all,  Elsberg,  Janeway  and  others  who  have  contributed  to  the 
development  of  insufflation  anesthesia  have  made  a  very  important 
contribution  to  the  technic  of  laryngology  and  doubtless  to  rhinology 
as  well.  An  excellent  resume  of  the  subject  is  given  in  Keen's  Sur- 
gery, Vol.  6. 

Dr.  Otto  C.  Gaub  and  Dr.  W.  P.  Barndollar,  in  a  recent  case, 
demonstrated  the  great  advantage  of  the  intra-tracheal  insufflation 
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method  of  anesthesia  in  an  extirpation  of  a  naso-pharyngeal 
fibroma,  which  was  so  large  that  it  pressed  the  soft  palate  forward 
on  the  tongue  and  produced  dangerous  dyspnea.  If  to  this  had 
been  added  the  free  flow  of  blood  usual  in  such  cases,  the  patient 
would  have  been  asphyxiated.  On  the  contrary,  in  this  case  from 
the  moment  the  insufflation  was  started  the  patient's  color  was  good. 
All  blood  and  clots  came  back  out  of  the  mouth  and  the  operation 
only  required  a  few  minutes  because  it  was  uninterrupted.  The 
presence  of  the  catheter  in  the  mouth  produced  no  inconvenience 
whatever.  The  day  of  tracheotomy  preliminary  to  the  extirpation 
of  naso-pharyngeal  fibromata  is  past. 


Cancer  of  the  Esophagus.  A.  Bassler,  Jour.  A.  M.  A.,  April  26, 
1913,  p.  12b3. 
A  new  method  of  radiographic  examination  of  the  esophagus  for 
the  early  diagnosis  of  cancer  is  described.  The  object  is  to  hold 
the  bismuth  in  the  esophagus  by  plugging  its  lower  end.  A  bag 
filled  with  w^ater  is  drawn  up  tightly  against  the  cardiac  orifice,  and 
when  this  has  been  accomplished,  a  mixture  of  bismuth,  acacia  and 
water  is  run  into  the  esophagus  and  the  radiogram  taken.  The 
method  is  described  in  detail  and  illustrated.  By  this  method  ir- 
regularities of  the  w-alls  of  the  gullet  can  be  observed  and  a  diagno- 
sis of  carcinoma  made  before  stenosis  is  present.  When  stenosis  is 
present  the  method  is  not  practical  or  necessary  for  diagnosis. 


Clinical  Results  of  Nasal  Treatment  in  Asthma.  W  .  J.  Abbott, 
Cleveland  Med.  Jour.,  March,  1913,  p.  184. 
In  all  of  the  forty-four  cases  of  bronchial  asthma  there  was  some 
hypertrophy  of  the  mucosa  near  or  over  the  middle  turbinate ;  in 
all  but  two  cases  reduction  of  this  hypertrophy  resulted  in  improve- 
ment. The  author  also  holds  that  empyemata  of  some  of  the  nasal 
sinuses  are  directly  responsible  for  the  asthmatic  symptoms  and 
states  that  in  a  large  percentage  of  cases  ethmoiditis  is  present  in 
and  has  a  causal  relation  to  bronchial  asthma.  Therapy  and  prog- 
nosis are  discussed  and  several  cases  reported  to  illustrate  the  satis- 
factory results  of  treatment,  Ed. 
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^  Regular  Meeting,  December  11,  1912. 

Dr.  Ross  Hall  Skillern,   Chairman. 

discussion  of  dr.  o'reilly's  paper.   .  .  . 
(Continued  -from  page  880.) 

Dk.  Geo.  M.  Coates:  Personally  I  have  had  no  experience  with  the 
Kahler  instruments,  but  admire  their  looks  very  much.  The  use  of  the 
extension  tubes  seems  to  me  to  be  an  excellent  device.  I  have  had  good 
results  with  the  Jackson  tubes,  however,  and  have  not  been  bothered  by 
the  small  lamps  burning  out  or  overheating.  The  objection  that  they 
soon  become  covered  with  blood  or  mucus  does  not  hold  good,  because  the 
amount  of  secretion  that  would  obscure  the  light  would  also  obscure  the 
vision  and  would  have  to  be  mopped  out  anyhow.  I  like  the  new  forceps 
very  much,  for  the  old  Jackson  handle  was  very  imperfect  and  frequently 
acted  badly. 

Db.  a.  C.  H.  Rowand:  Dr.  O'Reilly's  paper  and  his  able  demonstration 
suggest  a  wide  and  valuable  field  of  usefulness.  It  is  apropos  to  the 
proceeding  paper  of  Dr.  Ridpath's  on  "Papillomas,"  as  it  presents  a  very 
ready  means  of  reaching  and  removing  them.  In  Europe  it  is  more  often 
resorted  to  than  in  this  country,  the  facilities  for  operation  being  greater 
abroad  than  at  home.  When  the  technic  of  the  application  of  the  bron- 
choscope has  been  more  fully  mastered  and  its  introduction .  becomes  a 
routine  procedure,  it  would  be^  like  turning  the  search  light  into  Stygean 
depths  where  monsters  abound  in  fancied  security  preying  upon  poor 
suffering  hunianity  at  their  own  dire  will  and  pleasure. 

It  may  not  be  too  fanciful  to  designate  as  monsters  such  pathological 
conditions  as  papillomas,  malignant  neoplasms,  abscesses  (tuberculous  or 
otherwise)  hemorrhages,  enlarged  bronchial  glands  (often  the  inviting 
cause  of  much  distressing  cough,  foreign  bodies,  all  more  or  less  jeopard- 
izing the  life,  health  and  comfort  of  mankind. 

Dr.  O'Reilly  demonstrates  to  us  that  by  means  of  direct  bronchoscopy 
we  can  observe  these  conditions,  remove,  destroy  or  ameliorate  their  de- 
structiveness.  The  case  cited  in  which  a  tack  was  lodged  in  a  bronchus 
of  the  right  middle  lobe  surrounded  by  an  abscess,  in  which  by  introduc- 
tion of  the  "scope"  the  abscess  wall  was  'ruptured,  allowing  the  foreign 
body  to  be  expelled  in  a  subsequent  fit  of  coughing,  demonstrates  the 
utility  of  the  bronchoscope.  Gangrene  of  the  lung  would,  in  all  prob- 
ability, have  followed  the  continued  retention  of  the  tack. 

This  afternoon  I  witnessed  the  extraction  of  a  papilloma  by  means  of 
the  bronchoscope  by  Dr.  O'Reilly.  After  many  and  repeated  attempts  had 
been  made  by  other  means,  the  spatula  was  introduced  as  far  as  the  vocal 
cords,  bringing  into  view  the  growth  lodged  in  the  posterior  commissure. 
In  an  easy  and  leisurely  manner,  without  much  discomfort  to  the  patient, 
the  growth  was  removed  in  portions,  allowing  the  chords  to  approximate. 
The  patient  (a  young  girl)  had  been  troubled  with  almost  complete 
aphonia,  and  I  feel  assured  that  after  the  subsidence  of  the  irritation  the 
voice  will  be  restored  to  normal  condition. 

Safety  pins  with  their  points  upwards  can  be  removed  through  the 
bronchoscope  by  means  of  a  clever  apparatus  (Lerche)  which  throws  a 
loop  over  the  pin,  closing  it  and  then  extracting  it.  This  speaks  well  for 
the  bronchoscope  and  its  extensions,  as  by  no  other  means  could  the  pin 
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be  reached  with  safety.     Hemorrhagic  spots  can  be  reached  and  treated 
by  direct  application. 

Enlarged  bronchial  glands  can  be  reduced  or  removed.  Tuberculous 
foci,  malignant  growths  and  other  diseased  conditions  can  be  brought 
under  direct  observation  and  treatment  by  means  of  the  "scope"  and  its 
extensions.  It  is  evident  from  the  loregoing  illustrations  that  the  bron- 
choscope has  come  to  stay  and  that  many  conditions  now  obscure  can  be 
reached  and  treated  with  every  confidence  of  successful  recovery. 

Db.  Fielding  O.  Lewis:  I  have  listened  with  a  great  deal  of  pleasure 
to  the  paper  just  presented  by  Dr.  O'Reilly,  as  I  have  been  especially  in- 
terested in  the  use  of  the  Kahler  instrument  during  the  past  year.  The 
syringe  shown  by  Dr.  O'Reilly  for  the  cocainization  of  the  larynx  seems 
to  be  a  very  ingenious  instrument,  which  I  have  not  used.  I  have  found, 
however,  that  the  Sajous  forceps,  as  recommended  by  Jackson,  are  very 
satisfactory. 

A  point  in  cocainization  that  I  think  very  essential,  is  to  thoroughly 
cocainize  the  pharynx,  its  lateral  walls,  and  the  base  of  the  tongue,  after 
which  the  speculum  is  easily  introduced  and  the  larynx  sprayed,  as  Dr 
O'Reilly  described. 

In  connection  with  this,  I  should  like  to  mention  an  interesting  case  I 
saw  a  few  days  ago.  The  patient,  a  pregnant  woman  whose  time  was 
overdue,  was  brought  to  the  hospital  complaining  of  having  a  fish-bone 
lodged  in  her  throat,  the  chief  symptom  complained  of  by  the  patient  wa? 
a  sharp  cutting  sensation,  felt  in  the  esophagus,  on  a  line  with  the  up 
per  border  of  the  sternum.  Under  local  anesthesia  the  Kahler  esophagu 
scope  was  easily  introduced  and  the  bone  found  sticking  in  the  walls  of 
the  esophagus,  about  midway  between  the  entrance  of  the  esophagus  and 
the  stomach.  The  bone  was  easily  extracted  by  a  simple  grasping  forcep. 
My  experience  has  been  somewhat  limited  to  foreign  bodies  in  the 
trachea  and  bronchi,  but  I  have  seen  a  great  many  foreign  bodies  in  the 
esophagus.  As  to  non-malignant  growths  of  the  upper  respiratory  tracts, 
I  have  found  that  some  cases  are  easily  removed  by  the  direct  method, 
while  others  are  very  difficult  and  in  those  cases  where  the  reflexes  are 
bar--:  to  abolish,  the  indirect  method,  after  training  the  larynx,  is  most 
satisfactory. 

We  have  now  such  a  case  at  the  hospital,  a  man  who  has  a  fibroma 
attached  to  the  right  side  and  almost  occluding  the  lumen  of  the  larynx 
We  were  unable  to  abolish  his  reflexes  sufliciently  to  introduce  the  biting 
forcep  or  snare  by  the  direct  method,  but  after  a  few  days  training  of 
the  larynx,  we  have  been  able  to  remove  most  of  the  growth  by  the  in- 
direct method. 

Dr.  O'Reilly  :  In  answer  to  Dr.  Lewis,  I  wish  to  say  that  in  cases 
where  the  reflexes  are  hard  to  abolish  anesthesia  of  the  pharynx  and  epi 
glottis  and  lateral  walls  is  insufficient.  With  thorough  cocainizatioj 
of  these  parts  all  reflexes  should  be  absolutely  abolished  for  the  time  be 
Ing,  and  the  inspection  of  non-malignant  growths  or  section  of  malig 
nant  growth  for  pathological  examination  can  be  made  with  ease. 

In  answer  to  Dr.  Mackenzie,  of  the  preference  of  the  Jackson  broncho- 
scope over  the  Kahler,  I  cannot  agree  with  him,  as  In  my  experience  the 
field  is  better  illuminated  with  the  Kahler  which  has  its  lamp  at  the 
proximal  end,  while  the  Jackson  has  it  at  the  distal  end,  and  in  my 
hands  the  Kahler  is  very  much  easier  fcjf  the  operator  to  handle  than 
the  Jackson  "scope." 


BOOK  RKVIEWS. 

Le   renrouement  chez   les  chanteurs.     Etude   physio-pathologique   de    la, 
voix  chante.  (Hoarseness  in  Singers.)     By    Doctor   Henry    Lavieixe, 
Bordeaux.    Pp.  122;  A.  Destout  Aine  and  Cie,  Bordeaux,  1912. 
The  monograph  deals  (1)   with  the  physical  conditions  of  the  normal 
singing  voice, — its  intensity,  its  pitch,  timber  and  resonance,  the  various 
kinds  of  voices  and  their  classification,  the  physiological  culture  of  the 
singing  voice;   and   (2)   the  treatment  of  hoarseness, — physical  agents  of 
hoarseness,   pathological   and   professional   causes,   medico-surgical   treat- 
ment,  re-education   of  the  voice,   preventive   measures,   general   hygiene. 
A  full  bibliography  is  appended. 

Diagnostic  et  traiten^ent  des  retrecissements  cicatriciels  de  I'esopliage. 
(Report  on  Diagnosis  and  Treatment  of  Cicatricial  Contractions  of 
tiie  Esopliagus.)  M.  Guisez,  Paris.  Presented  Oct.,  1912,  to  the 
Twenty-fifth  French  Congress  of  Surgery.  Pp.  103,  illustrated. 
Assn.  Francaise  de  Chirurgie,  Paris,  1912. 

The  author  calls  cicatricial  contraction  of  the  esophagus  a  pathological 
condition,  due  to  permanent  alteration  of  the  tube,  characterized  by  a  cic- 
atricial degeneration  of  the  walls  with  varying  progressive  symptoms, 
which  tend  eventually  to  complete  obliteration  of  the  tube.  Next  in 
frequency  to  cancer  of  the  esophagus,  the  author  regards  cicatricial 
stenosis,  and  in  his  book  discusses  it  from  various  points  of  view:  (1) 
Diagnostic  (clinical  and  physical  symptoms).  Esophagoscopy.  (2)  Ther- 
apeutic: Dilatable  and  non-dilatable  cases.  Various  methods  of  dilata- 
tion: Surgical  procedures, — Gastrostomy,  external  esophagotomy,  esoph- 
ago-gastrotomy. 

Le  nerf  larynge  superieur  et  sa  nevrotomie.     (Superior  Laryngeal  Nerve.) 

Drs.  Georges  Liebault  and  Rene  Celles,  Bordeaux.  Pp.  35,  with  7 
illustrations  in  the  text.  Feret  et  Fils,  Ed.,  Bordeaux,  1913. 
The  first  chapters  treat  of  the  anatomy  of  the  L.  S.,  from  its  origin 
to  its  point  of  entrance  into  the  larynx.  The  following  chapters  con- 
sider the  author's  operative  technic  of  exposing  the  nerve  which  they 
divide  into  the  two  steps  of  locating  and  exposing  the  external  carotid, 
and  locating  and  exposing  the  superior  laryngeal  nerve,  its  denudation 
and  resection. 

The  monograph  has  six  clearly  executed  plates  illustrating- anatomy 
and  operative  procedures. 

Les    stenoses    inflammatoires    chroniques    de     la     region    cardiaque    d4 

I'esophage.     (Clironic   Inflammatory  Stenoses  of  the  Cardiac   Region 

of  the  Esophagus.)       Dr.   Georges   Liebault,   Bordeaux.     Pp.    132,    ilr 

lustrated,   Imprimeries  Gounouilhou,  Bordeaux,  1913. 

In  the  first  section  of  this  book  the  author  considers  the  anatomy  of 

the  inferior  portion  of  the  esophagus  with  particular  emphasis  on   the 

clinical  view. 

In  the  second  part  chronic  in^ammatory  stenosis  forms  the  subject 
with  emphasis  on  its  pathogenesis,  as  suggested  by  the  anatomy  of  the 
cardiac  region.  Therapeutic  measures  applicable  to  the  affection  are 
considered  at  length.  Detailed  reports  of  twenty-seven  cases  follow, 
some  of  which  have  been  elsewhere  described  in  medical  literature. 
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ORIGINAL    COMMUNICATIONS 

(Original   Communications  are  received  with  the  understandingX 
that  they   are   contributed   exclusively  to  The  Laktmcoscopk./ 


USE  OF  NORMAL  HORSE-SERUM  AS  A  MEANS  OF  CON= 
TROLLING  HEMORRHAGE  IN  OTO=LARYNGOLOGY.* 

DR.   MAX  A.  GOLDSTEIN,   SAINT  LOUIS. 

The  development  of  radical  and  more  extensive  surgery  of  the 
nose  and  throat  in  the  past  decade,  the  frequency  with  which  the 
surgery  of  this  area  is  undertaken  even  by  insufficiently  experienced 
operators,  the  liberal  vascular  distribution  in  the  mucous  mem- 
branes supplying  the  tissues  of  these  fields  of  operation,  and  the 
peculiar,  soft  and  elastic  anatomical  structures  involved  in  this  spe- 
cial surgery  have  made  the  question  of  hemorrhage  and  its  most 
effective  control  a  consideration  of  extreme  importance. 

This  is  especially  true  in  the  extensive  surgery  of  the  nasal  sep- 
tum where  most  liberal  resections  of  bone  and  cartilage  are  fre- 
quently undertaken;  in  the  complete  evisceration  of  the  ethmoid 
labyrinth  where  the  ramifications  of  cells  are  frequently  followed 
instrumentally  into  the  sphenoid  areas  and  close  to  the  orbit;  in 
the  thorough  and  intense  curettage  of  the  pharyngeal  vault  and 
lateral  walls  for  the  removal  of  adenoid  tissue ;  and  finally  in  the 
formidable,  complete  enucleation  of  the  faucial  tonsil  which  has 
supplanted  the  older  tonsillotomy. 

In  accepting  this  more  classical  form  of  surgery  in  our  practical 
work  as  the  practice  of  to-day  we  have  also  assumed  a  greater  re- 
sponsibility with  our  patients ;  for  we  have  exposed  wider  fields  to 

•Read  at  the  nineteenth  annual  meeting  of  the  American  Laryngrological, 
Rhlnological  and  Otolos:lctil  Societ.v,  Washington.  D.  C.  May   9,   1913. 
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infection,  necessitated  greater  areas  of  repair  and  reconstruction 
and  oifered  more  opportunities  for  hemorrhage. 

Technically  the  general  surgeon  has  a  comparatively  easy  task  in 
the  control  of  hemorrhage  when  the  bleeding  vessel  can  be  readily 
located  and  ligated ;  the  nose  and  throat  surgeon  encounters  many 
handicaps  in  the  control  of  hemorrhage  because  it  is  difficult  to  lo- 
cate the  bleeding  vessel  as  in  the  deeper  curettement  of  the  ethmoid 
cells  or  sphenoid  cavity  where  strips  of  gauze  are  packed  more  or 
less  blindly  into  the  bleeding  cavity;  it  is  at  times  inaccessible,  as 
we  have  all  experienced,  in  the  mechanical  control  of  hemorrhage 
in  the  vault  of  the  pharynx  following  adenectomy  where  the  com- 
plete tamponade  of  the  post-nasal  spaces  and  the  anterior  nares  is 
at  best  a  somewhat  clumsy  procedure;  in  the  radical  tonsillectomy 
where  the  bleeding  is  frequently  from  many  smaller  capillaries  in 
the  wounded  faucial  pillars  rather  than  from  an  important  vessel, 
and  where  chemical  styptics,  specially  prepared  tampons,  mechanical 
tonsils  hemostats,  or  even  ligature  of  the  faucial  pillars  must  be  un- 
dertaken. 

Experience  teaches  us  that  many  of  these  troublesome  and  nerve- 
racking  hemorrhages  may  frequently  be  avoided  by  a  more  careful 
preliminary  preparation  of  the  patient.  Simple  adenoid  curette- 
ment was  formerly  undertaken  in  our  numerous  clinics  and  even 
in  private  practice  as  an  uneventful  routine  work.  Patients  were 
operated  summer  or  winter,  with  or  without  anesthesia  (local  or 
general)  and  sent  home  shortly  afterwards  in  dust,  wind  and 
weather.  Tonsillotomy  was  performed  as  lightly  as  the  spraying 
of  the  mucous  membranes  or  syringing  of  the  ear,  and  the  patient 
was  permitted  to  walk  home  or  ride  in  a  crowded  street  car  with- 
out any  thought  of  serious  consequences.  This  was  so  frequently 
followed  by  earache,  suppurative  otitis,  infections  of  the  tonsillar 
regions,  hemorrhage  and  other  complications  of  a  similar  character 
that  a  reaction  in  the  interest  of  the  patient  was  found  imperative. 

To-day  a  greater  discretion  is  exercised  in  the  conduct  of  these 
operations,  and  adenectomy  and  tonsillectomy  are  justly  regarded 
as  surgical  hospital  cases.  The  patient  is  given  preliminary  atten- 
tion similar  to  other  surgical  cases,  is  kept  quiet,  in  bed,  after  the 
operation,  and  the  surgicar  field  carefully  inspected  from  time  to 
time. 

Where  the  surgeon  obtains  previous  knowledge  of  the  hemor- 
rhagic or  hemophilic  diathesis  in  a  case  to  be  operated,  constitution- 
al measures  are  also  undertaken  to  guard  against  any  possibility 
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of  serious  bleeding  following  operation.  The  time-honored  therapy 
of  administering  calcium  salts  for  a  definite  period  preceding  the 
operation  has  been  given  much  attention.  In  the  experience  of  the 
writer,  it  has,  with  few  exceptions,  proved  of  no  practical  value. 

Gelatin-feeding  is  another  classic  therapy  which,  when  persistent- 
ly administered  for  many  weeks,  may  be  of  some  value  in  the  con- 
duct of  a  case  of  definite  aneurysm,  but  can  hardly  be  a  matter  of 
miportance  for  the  control  of  hemorrhage  in  nose  and  throat  sur- 
gery. 

The  advent  of  serology  and  the  study  of  the  chemical  and  biologi- 
cal changes  in  the  blood  has  opened  another  avenue  of  research 
which  may  be  destined  as  an  invaluable  agent  in  the  preparation  of 
patients  before  operation  and  where  hemorrhage  is  a  possibility  and 
where  its  physiological  control  may  be  more  definitely  exhibited. 

As  early  as  1897,  Bienwald  reported  the  successful  control  of 
hemorrhage  in  a  hemophilic  patient  following  the  injection  of  blood- 
serum.  After  a  lapse  of  over  five  years  Welsh  re-awakened  the 
interest  of  the  profession  in  this  valuable  therapy  by  the  unusual 
results  which  he  obtained  in  the  treatment  of  hemorrhage  in  the 
new-born.  The  literature  of  the  past  two  years  contains  numerous 
contributions  on  the  use  of  the  sera  of  a  large  number  of  animals 
exhibited  to  control  hemorrhage  of  varying  degrees  in  many  locali- 
ties. There  has  been  such  a  complicity  of  suggestions  on  the  use 
of  sera  and  such  a  melange  of  conclusions  that  it  is  now  rather  diffi- 
cult to  evolve  a  simple  procedure  and  establish  fixed  principles  in 
the  employment  of  this  therapy. 

It  has  been  definitely  recognized  that  the  coagulation-principle  of 
the  blood  is  dependent  on  the  action  of  thrombin,  the  so-called 
fibrin  ferment,  on  fibrinogen,  one  of  the  normal  elements  of  the 
blood,  in  the  presence  of  calcium.  This  has  led  to  the  theory  that 
delayed  coagulability  or  absence  of  coagulability  might  be  due  to 
the  lack  of  sufficient  calcium  salt  in  the  blood,  and  prompted  the 
method  of  feeding  calcium  salts  to  the  patient  in  whom  hemorrhage 
was  feared  or  in  whom  hemorrhage  had  ensued.  This  theory  has 
been  abandoned,  and  the  exhibition  of  calcium  salts  is  no  longer  the 
essential  factor  that  it  was  ten  years  ago. 

The  study  of  thrombin  and  anti-thrombin,  bodies  and  anti-bodies, 
and  the  fibrino-plastic  elements  of  the  blood  have  superceded  the 
older  theories  in  the  question  of  hemorrhage  and  its  possible  con- 
stitutional control. 

There  are  many  local  and  constitutional  causes  of  hemorrhage, 
but  those  that  concern  us  especially  within  the  limitations  of  this 
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paper  are  hemorrhage  due  to  diminished  or  delayed  blood-coagula- 
tion, increase  of  blood-pressure,  and  the  various  hemorrhagic  and 
hemophilic  diatheses ;  for  it  is  assumed  that  the  usual  operations  on 
the  nose  and  throat  are  not  undertaken  in  the  presence  of  febrile, 
infectious,  and  pathological  constitutional  conditions. 

With  the  resources  of  many  valuable  monographs,  such  as  those 
of  Solis-Cohen,  Lescohier,  White,  Clowes  and  Busch,  Rudolf, 
Duke,  Hunter,  Packard  and  others  at  hand,  I  have  attempted  to 
formulate  a  systematic  plan  of  observation,  technic  and  therapy, 
the  results  of  which  justify  my  presentaion  of  this  subject  in  a  some- 
what empirical  form. 

My  conclusions  are  based  on  a  series  of  fifty  cases  which  have 
been  selected  at  random  from  private  and  clinic  practice,  irrespec- 
tive of  age  or  sex,  or  of  the  character  of  operation  performed. 

The  accompanying  record-card  facilitates  the  collection  of  sys- 
tematic data. 


Name  Date 

Address    ..  ; Age Sex. 

Diagnosis    

Anesthetic    

Operation    ; 


Blood  Pressure: 
Systolic 

m.m. 

Date 

Date 
m.m 

m.m. 

Date 

Diastolic 

m  m. 

m.m 

m.m. 

Hemog-lobin 

% 

% 

% 

Coa£?ulation     Time 

min. 

.    .  ____ 

niin 

min. 

Urine: 
Albumin 



Sugrar 

:::::;::::::  ::::::::::  :::::::::::: 

1..- 

HISTORY : 
Hemophilia. 

Chlorosis,   pernicious  anemia,  leukemia,   purpura,   scurvy,   malaria. 
Acute  infections:  typhoid,  pneumonia,  rheumatism,  diphtheria. 
Exanthemata. 
Tuberculosis. 
Lues. 

Nephritis,   arterio-sclerosis,  diabetes,  jaundice,   gout,   cancer. 
Menstrual   irregularities. 
Previous  serum  or  vaccine  injections. 
Other  diseases  and  fui'ther  data. 

The  following  details  were  carried  out  in  each  case : 

Within  twenty-four  hours  previous  to  the  time  of  operation, 
(1)  a  physical  examination  of  the  patient  was  made;  (2)  the 
systolic  and  diastolic  blood-pressure  test  was  recorded;  (3)  the 
hemoglobin  per  cent  noted;  (4)  the  coagulation  time  ascertained 
of  blood  obtained  from  the  lobe  of  the  ear;  (5)  where  the  time- 
limit  of  the  coagulation  exceeded  seven  minutes  a  hyperdermic 
injection  of  10  ccm.  of  normal,  sterile  horse-serum  was  given ; 
(6)  in  each  case  where  the  serum  injection  was  made  the  coagu- 
lability of  the  blood  was  again  tested  just  prior  to  the  time  of  opera- 
tion. 
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The  physical  examination  of  the  patient  included  a  careful  in- 
quir\'  into  a  possible  hemophilic  diathesis,  hemato-pathology,  pre- 
vious exanthemata,  typhoid  fever  or  diphtheria,  menstrual  irregu- 
larities, and  the  previous  employment  of  sera  or  vaccine  injections. 

In  the  determination  of  the  systolic  and  diastolic  blood-pressure 
the  Tycos  sphygmomanometer  was  employed.  The  hemoglobin  test 
was  the  simple  method  of  Tallquist.  Where  an  abnormal  blood- 
count  or  hema-pathology  was  suspected  a  microscopic  examination 
of  the  blood  was  undertaken  at  the  same  time.  The  method  em- 
ployed for  measuring  the  coagulation-time  of  the  blood  was  a 
modification  of  the  simple  method  suggested  by  Duke.  This  ap- 
paratus was  selected  because  of  its  simplicity,  transportability,  and 
fair  accuracy.  The  description  of  my  modification  of  Duke's  equip- 
ment and  the  details  of  its  use  are  furnished  by  Dr.  T.  O.  Edgar, 
whose  assistance  in  these  observations  I  acknowledge  with  thanks : 

"The  time  of  coagulation  in  this  test  is  based  on  the  observation  that 
a  drop  of  blood  on  a  glass  slide  will,  when  a  certain  stage  in  the  process 
of  coagulation  is  reached,  maintain  the  same  contour  regardless  of  the 


Figure  1.     D.  Glass  disks.     S.  Glass  slide. 

obliquity  of  the  slide  upon  which  it  is  resting.  The  appartus  used  is 
that  devised  by  Duke  and  consists  of  a  thick  glass  slide  (Figures  1  and 
2)  on  which  is  mounted  two  glass  disks  5  mm.  in  diameter  and  about 
1  mm.  in  height.  The  blood  may  be  obtained  after  the  usual  technic  from 
the  finger  or  from  the  lobe  of  the  ear.  The  latter  procedure  has  been 
used  in  this  work.  If,  after  the  site  of  puncture  is  cleansed  carefully 
with  soap  and  water  and  dried  with  alcohol,  a  thin  film  of  vaseline  is  ap- 
plied to  the  surface  of  the  skin,  the  influence  of  contact  of  the  blood  with 
the  skin  will  be  lessened  and  the  accuracy  to  that  extent  increased. 

"In  order  to  maintain  as  uniform  a  temperature  as  practical,  the  glass 
slide  is  placed  in  an  inverted  Petri  dish  and  the  latter  floated  in  any 
large  dish  of  glass  or  metal.  An  ordinary  wash-basin  will  answer  the 
purpose.  An  ordinary  chemical  thermometer  is  placed  in  the  bottom  of 
the  basin  for  temperature  observations.  To  prevent  the  thermometer  from 
rolling,  an  ordinary  pinch-cock  or  any  other  simple  device  way  be  uti- 
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lized.  The  temperature  of  the  water  is  maintained  at  38oC.  or  39oC.  by- 
adding,  from  time  to  time,  a  little  hot  water  from  a  pitcher  kept  within 
convenient  reach.  When  all  is  ready,  the  slide  and  both  sections  of 
the  Petri  dish  are  placed  for  a  few  minutes  in  the  water  at  38°  C.  so  as 
to  impart  to  them  the  desired  temperature.  The  slide  is  quickly  dried, 
the  ear  punctured  with  a  sharp  lance  and  a  drop  of  blood,  when  suffici- 
ently large,  allowed  to  touch  the  top  of  one  of  the  disks.  The  remaining 
blood  is  immediately  wiped  from  the  ear  and  a  second  drop,  obtained  in 
the  same  manner,  placed  on  the  other  disk.  These  two  disks  should  have 
been  numbered  '1'  and  '2'  by  marking  with  glass-marking  pencil  or 
otherwise.  Each  drop  of  blood  when  mounted  should  be  about  2  mm.  in 
height,  and  if  varying  much  from  this  height,  should  be  replaced  with- 


Figure  2.     D.  Glass  disk.     B.  Drop  of  blood.     S.  Glass  .slide. 

out  delay  by  a  fresh  drop.  The  flow  of  blood  should  be  free  so  as  to  ob- 
viate the  necessity  of  any  squeezing  of  the  ear.  Having  noted  the  time 
of  obtaining  each  drop  of  blood,  the  slide  is  at  once  placed  in  the  Petri 
dish  and  floated  as  in  Figure  3.  At  the  end  of  five  minutes  and  each  min- 
ute thereafter,  the  Petri  dish  containing  the  slide  is  taken  out  of  the  water 
and  held  slantingly  to  observe  the  effect  on  the  contour  of  the  drop.  Be- 
fore coagulation  has  occurred  a  drop  of  blood  will."  when  placed  in  this 
manner,  lose  the  perfectly  convex  contour  it  has  when  horizontal  (Fig- 
ure 3),  and  assume  a  shape  as  shown  in  Figure  2.  As  soon  as  one  of  the 
drops  maintains  its  contour  regardless  of  the  obliquity  of  the  slide,  the 
time  is  noted.  If  both  drops  are  approximately  of  the  same  height  the 
average  elapsed  time  required  by  each  drop  may.  be  taken  as  the  time  of 
coagulation.     As  an  additional  aid  to  show  the  approach  of  the  desired 


GOLDSTEIN:    llORSi;  SilRL -\1    loCOMROL  HEMORRHAGE. 


961 


point,  one  will  observe,  when  the  drop  is  viewed  by  transmitted  light, 
that  a  small  opaque  mass  of  fibrin  appears  and  the  latter  always  seeks  the 
lower  edge  of  the  drop  when  the  slide  is  tipped  to  one  side;  but  when 
the  point  of  coagulation  is  reached  this  mass  remains  near  the  center 
and  its  location  in  the  drop  is  not  affected  by  tipping  the  slide. " 

In  the  consideration  of  the  appended  table  of  the  records  of  the 
fifty  cases  tested  in  this  manner  a  number  of  definite  conclusions 
may  be  drawn : 

There  is  a  definite  and  consistently  constant  reduction  of  the 
coagulation-time  of  the  blood  observed  in  this  first  series  of  fifty 
cases,  irrespective  of  age,  constitutional  dyscrasia,  blood-pressure  or 
hemoglobin  per  cent,  after  the  injection  of  normal  horse  serum. 
This  reduction  varies  from  one-half  minute  to  three  minutes  by 
tests  in  which  the  blood-drop  is  maintained  as  nearly  as  practically 
possible  in  its  usual  physiological  associations — namely,  at  uniform 
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Figure  3.  A.  Large  basin  or  glass  dish  containing  water.  W.  Water. 
T.  Thermometer.  Po.  Petri  dish  (outer  portion).  Pi.  Petri  dish  (inner 
portion).     S.  Glass  slide.     D.  Glass  disk.     B.  Drop  of  blood. 

body  temperature  and  free  from  air,  dust  or  other  extraneous  in- 
fluence. It  must  be  emphasized  that  this  quite  accurately-timed 
coagulation  period  is  considerably  decreased  when  the  blood  is  al- 
lowed to  coagulate  under  ordinary  conditions.  So,  for  example, 
the  remaining  blood-drop  on  the  lobe  of  the  ear,  exposed  to  the  air, 
thermal  and  chemical  changes  and  static  influences,  coagulates  long 
before  the  blood-drop  that  is  being  observed  in  the  apparatus  here 
described. 

Five  of  this  series  of  cases  were  operated  under  general  anes- 
thesia ;  forty  of  this  series  of  cases  were  operated  under  local  anes- 
thesia; five  of  this  series  of  cases  were  operated  without  any  anes- 
thesia. I  operate  under  local  anesthesia  wherever  possible,  both  in 
adults  and  children ;  use  no  adrenalin ;  no  infiltration  anesthesia, 
simply  carefully  pencilling  or  swabbing  with  5  to  10  per  cent 
cocain.  freshly  prepared   for  each  case.     The  five  cases  operated 
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1.  A.L.      M.  45  100     95  6%  "Sup.   O.   M.  Chr. 

2.  K.V.     F.  8  85  9  7  Hyp.   Tons. 

3.  R.K.      M.  20  110     100  6%  Hyp.    Tons. 

4.  A.B.      M.  6  100     95  10  7  Hyp.  Tons.   &  Ad. 

5.  G.V.      M.  30  120                  98  11  8  Peritons.    Abscess. 

6.  D.S.       F.  25  110     100  8%  6%  Defl.    Sept. 

7.  D.C.      F.  35  125     85  11  SVa  Hyp.   Tons. 

8.  A.B.      F.  20  125     ......       80  10  8  Hyp.   Tons. 

9.  L.B.      F.  22  120     90  6%  Hyp.   Tons. 

10.  H.H.     M.  8  120     90  10  7%  Hyp.   Tons. 

11.  H.C.      M.  35  125     95  6%  Defl.   Sept. 

12.  D.H.      M.  45  125     95  7  6%  Chr.    Ethmoiditis 

Tl3.  A.S.       M.  30  120     70  12  11)  Defl.    Sept.;   Hemophilic 

10) 
9) 

1|-  T.M.     F.  25  125     93  7  Hyp.   Turb;. 

15.  N.P       F.  10  125     95  8%  7  Hyp.   Tons. 

16.  N.W,    M.  12  115     95  8  6%  Hyp.   Tons. 

17.  J.D.       M.  5  100     95  5%  Adenoids 

18.  L.M.      M.  7  no     90  6%  Adenoids 

19.  S.W.     F.  8  120     90  7  Hyp.   Tons.    &  Ad. 

Av  '^■^-     F-  16  125     95  8  6%  Hyp.    Turb. 

t21.  S.F.      F.  10  125     90  «%  8%  Hyp.   Tons.  &  Ad. 

22.  C.S.       F.  32  130     100  7  Hyp.   Tons. 

23.  J.F.       F.  28  135     100  10  8%  Hyp.   Tons. 

24.  R.D.      M.  5  110     90  7  Ad.    &   Hyp.   Tons. 

•25.  D.G.      M.  12  110     75  11  10)  Adenoids,    Hemophilic 

9) 

26.  S.J.       M.  13  120-    95  7  Hyp.   Tons. 

27.  L.S.       F.  27  125     90  9  71/2  Hyp,    Tons. 

28.  H.W.     M.  24  125     95  8%  7  Def.    Sept. 

on-  IC-^-      ^-  52  71/2  6%  Hyp.    Tons. 

30.  H.C.      M.  50  71/2  6  Defl.    Sept. 

31.  E.D.      M.  38  7%  7  Lues,    10    years   ago. 

32.  P.G.      F.  19  6  . ..  Hyp.   Tons. 

33.  V.C.      F.  24  110     90  7  6  Hyp.   Tons. 

34.  P.H.      M.  7  120     95  7%  6%  Hyp.    Tons. 

35.  M.P.     F.  8  120     95  6%  Hyp.    Tons.   &   Ad. 

36.  T.S.       F.  8  130     90  8  5%  Hyp.   Tons.   &   Ad. 

37.  D.B.      M.  3  85  7%  fAd,  &  Tons.;  Lymph.  Dlath. 

38.  M.B.     F.  4% 90       7  (No    Anesthesia 

39.  A.R.      M.  3  90  7%  6%  Her.    Syph. 

40.  R.J.       M.  11  95        6  Hvp.    Tons.    &.    Ad. 

41.  S.F.      F.  10  125     90  8  7%  Ad.   &   Tons.    (Same  as  21). 

42.  A.P.      F.  28  125      90  8%  7 

43.  P.W.     F.  4  90        8  7  Lymph.    Diath, 

44.  R.W.    F.  3  90        7%  7  Lymph.    Diath. 

45.  H.L.      F.  6  95  7 

♦46.  A.B.      M.  5  90  7  V 

47.  H.W.    F.  4  6 1/2  6  Her.    Svph. 

48.  R.C.      M.  45  9%  61/.  Def.  Sept.;  Diph.  2  yrs  ago. 

49.  S.R.      F.  11  8  6%  Diph.,   1   year  ago. 

50.  N.B.      M.  15  8%  6  Diph.,    9   months  ago. 

•Microscopic  blood    examination    made    in  this  case. 

tLymphatic  diathesis;  mental   defective;   operation  deferred;  see  Case  41. 

tMicroscopic  blood  examination  made  in   this  case.      Since  this  table  has 

been  compiled  six  additional  injections  of  sterile  horse-serum  have  been 
administered  in  this  case,  the  recurrent  bleeding  has  ceased,  and  no  anaphy- 
laxis has  occurred 
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without  any  anesthesia  were  of  the  lymphoid  diathesis  or  status 
lymphaticus,  a  condition  in  which,  in  my  opinion,  anesthesia  is  abso- 
lutely contraindicated. 

The  greatest  reduction  in  coagulation  time  (2J/2  to  3  minutes) 
was  noticed  in  three  cases,  all  of  which  had  contracted  diphtheria 
within  two  years  of  the  time  of  testing,  and  all  of  which  had  been 
injected  with  diphtheria  anti-toxin  during  the  diphtheritic  attack. 
This  may  be  significant  of  some  potent  change  in  the  blood,  con- 
tinued for  some  time  and  still  influencing  the  coagulation  period. 

In  one  case  where  lues  was  acquired  ten  years  ago,  and  two  cases 
of  hereditary  lues,  the  coagulation-time  was  very  short,  by  compar- 
ison, before  and  after  using  the  serum  (one-half  minute  in  each 
case).  Possibly  this  also  demonstrates  a  reduced  fibrino-plastic  in- 
fluence because  of  the  associated  lues. 

In  the  lymphoid  types,  also,  the  short  coagulation  time  was  very 
marked.  In  four  of  the  cases  in  which  the  serum  was  used,  the 
reduced  coagulation-time  did  not  exceed  one^  minute. 

In  no  case  has  there  been  active  bleeding  of  any  kind  after  the 
patient  left  the  operating- table.  There  has  been  no  secondary'  hem- 
orrhage. In  the  tonsillectomies,  not  even  the  formerly  frequently 
obser\-ed  surface  oozing  has  been  noticed ;  in  the  septal  resections 
the  dressings  (I  pack  both  nares  for  24  hours)  were  markedly  less 
sanguinous  and  I  have  found  less  occasion  to  repack  for  trouble- 
some oozing  or  slow  bleeding  which  I  often  formerly  had  when  re- 
moving the  first  dressings. 

Most  of  these  cases  are  taken  from  private  practice  and  I  have 
had  ample  occasion  to  watch  them  carefully. 

There  is  no  doubt  of  the  efficacy  of  fresh,  normal,  sterile  horse- 
serum  as  a  direct  agent  to  reduce  the  coagulation-time  of  the  blood, 
as  is  evidenced  in  such  a  large  percentage  of  this  series  of  cases. 
Packard,  in  commenting  on  the  stability  of  serum-injection  for  the 
control  of  hemorrhage  in  a  hemophilic  boy  on  whom  he  had  per- 
formed a  bilateral  tonsillectomy,  records  the  injection  of  several 
doses  of  plain  horse-serum  without  eflfect,  and  demonstrates  the  im- 
provement of  this  patient  after  an  injection  of  freshly-drawn  rab- 
bit's serum. 

Such  results  may  depend  on  the  age  of  the  serum,  for  there  is 
undoubtedly  deterioration  in  potency  after  a  certain  period.  The 
selection  of  an  efficient  serum  is  as  important  in  this  therapy  as  is 
the  selection  of  a  fresh  antitoxin  in  diphtheria. 

The  serum  that  I  have  used  in  these  investigations  has  been  kindly 
prepared  for  me  by  the  research  laboratories  of  the  Parke  Davis 
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Company  and  of  the  H.  K.  Mulford  Company,  in  10  ccm.  contain- 
ers, syringe-form,  equipped  with  sterile  hypodermic  needles,  ready 
for  use.  Serum  for  this  purpose  should  bear  the  date  of  prepara- 
tion, and  should  not  be  more  than  three  months  old,  for  it  is  likely 
that  changes  in  the  anti-bodies  may  be  exhibited  in  old  serum  simi- 
lar to  those  which  have  been  described  in  antitoxins. 

There  is  another  source  of  faulty  therapy  in  the  use  of  sera  for 
the  control  of  hemorrhage.  Several  observers  have  reported  their 
experience  with  sera  in  individual  cases  of  hemorrhage  and  have 
expressed  doubt  as  to  the  efficacy  of  such  sera.  It  must  be  empha- 
sized, however,  that  in  these  cases  the  serum  was  used  after  the 
hemorrhage  had  ensued  and  not  prior  to  the  operation  or  time  of 
hemorrhage.  The  effect  of  heterogenous  sera  as  an  agent  to  control 
hemorrhage  is  not  always  demonstrable  within  a  few  hours  after  in- 
jection but  requires  a  longer  period  of  time  (twelve  to  twenty-four 
hours)  for  the  modification  of  the  fibrino-plastic  elements  which  it 
influences.  Such  sera,  therefore,  must  by  preference  be  used  as  a 
preventative  therapy  and  injected  from  twelve  to  twenty-four  hours 
prior  to  the  operation  and  not  as  an  emergency  measure  or  "court 
of  last  resort''  when  all  other  resources  have  failed. 

Anaphylaxis  is  a  complication  which  I  have  always  had  in  mind, 
for  in  several  instances  of  hemophilia  I  gave  three  successive 
jections  in  one  case  and  four  in  another.  These  injections  were 
from  twelve  to  twenty-fours  hours  apart  and  were  continued  until 
a  reduction  in  the  coagulation-time  of  the  blood  was  definitely  ob- 
served. All  of  these  injections  were  made  prior  to  the  time  of 
operation.    No  symptoms  of  anaphylaxis  have  been  observed. 

In  two  cases  (one  a  child  of  6  and  the  other  an  adult  of  24)  a 
latent  rash  or  urticaria  was  noted.  In  the  child  it  was  a  dififuse  rash 
first  appearing  six  days  after  the  injection  of  the  serum  and  lasting 
for  about  thirty-six  hours;  in  the  adult  a  roseolar  rash  was  found 
about  the  neck  and  shoulder  on  the  second  day  following  the  injec- 
tion, of  about  twenty-four  hours'  duration. 

While  these  investigations  have  not  yet  been  extensively  enough 
conducted  to  permit  of  any  hard  and  fast  lines  being  drawn  for  the 
employment  of  serum  as  an  independently  effective  agent  for  the 
control  of  hemorrhage  in  all  cases  of  surgery  of  the  nose  and  throat. 
yet  I  feel  justified  in  the  claim  that  when  used  systematically  as  a 
prophylactic  or  preventative  measure  as  herein  set  forth,  and  in 
conjunction  with  a  simple  and  fairly  accurate  method  of  noting  the 
coagulation-time  of  the  blood,  together  with  the  determination  of 
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the  blood-pressure,  we  have  a  most  potent  and  valuable  ally  in  the 
control  of  hemorrhage. 

Clinically  I  can  offer  only  my  own  experience  in  disposing  of  the 
question  of  hemorrhage  before  and  since  my  use  of  sera.  Formerly, 
whether  I  used  the  guillotine  in  any  of  its  modifications,  tonsil-knife 
and  tenaculum-forceps,  scissors,  or  the  various  forms  of  snares  in 
a  tonsil  enucleation.  I  was  never  certain  when  or  where  I  might  be 
called  back  to  the  patient  to  combat  a  troublesome  hemorrhage. 
To-day  I  use  the  serum-therapy  as  above  outlined  as  a  routine 
procedure  and  systematically  test  the  coagulation-time  in  each  case 
and  whenever  the  coagulation-time  exceeds  seven  (7)  minutes,  the 
serum  is  injected.  When  I  have  taken  this  precaution,  avoided  the 
use  of  adrenalin  and  the  active  mechanical  disturbance  of  tissues  by 
infiltration  anesthesia,  completed  the  tonsil  enucleation  with  the 
Pierce-Mueller  snare,  dissector  and  volsellum  forceps,  I  feel  that 
my  patient  can  be  safely  left  without  fear  of  hemorrhage. 

3858  Westminster  Place. 


Treatment  of  Vincent's  Angina.  J.  Citron,  Berl.  kliii.  Wchnschr., 
April  7,  1913. 
A  trituration  of  salvarsan  in  glycerin  (0.1  to  5  ccm.)  was  applied 
locally  for  three  days  in  two  of  Citron's  cases  with  a  resulting  per- 
manent cure  of  the  lesions  at  the  end  of  five  days.  Ed. 


Angioma  of  Larynx,  Especially  its  Relation  to  Chronic  Laryngitis, 
with  a  Report  of  a  Case  in  a  Child  Nine  Months  Old,  Follow- 
ing Measles.     Review  of  Literature.        John  Phillips,  Am. 
Jour.  Dis.  of  Child,  Feb.,  191 3. 
The  case  reported  was  a  child,  9  months  old,  who,  following 
measles,  developed  hoarseness,  difficulty  in  breathing,  and  a  croupy 
cough.     The  symptoms  gradually  increased,  pneumonia  developed 
and  the  child  died.     On  examining  the  larynx,  post-mortem,  there 
was  only  a  slit  between  the  cords,  the  space  being  filled  up  with  an 
irregular  growth,  reddish-gray  in  color,  which  extended  down  into 
the  larynx.    The  microscopic  examination  showed  it  to  consist  prin- 
cipally of  a  mass  of  thin-walled  vessels  filled  with  blood. 

Halsted. 


HISS  LEUCOCYTE  EXTRACT  IN  COMPLICATIONS  OF 
NASAL  AND  AURAL  SURGERY.* 

DR.  W.   H.   HASKIN,   NKW  YORK  CITY. 

In  1910,  my  associate,  Dr.  J.  G.  Dwyer,  published  a  most  val- 
uable paper  on  the  use  of  vaccines,  serums  and  the  Hiss  leucocyte 
extract,  and  it  is  with  the  further  use  of  this  extract  that  this  paper 
will  deal.  In  the  death  of  Prof.  Hiss  the  profession  has  lost  one 
of  its  most  brilliant,  enthusiastic  and  scientific  members.  His  first 
report  on  this  extract  was  published  in  the  Journal  of  Medical  Re- 
search, in  November,  1908,  and  gave  in  detail  the  results  of  his  ex- 
periments and  the  exact  method  for  the  preparation  of  the  extract. 
His  work  had  extended  over  a  period  of  two  years,  so  that  even 
in  his  first  paper  he  only  offered  a  thing  that  had  actually  been  test- 
ed and  had  given  results. 

It  has  been  asked  a  thousand  times,  "Why  hasn't  he  published  his 
further  work?"  The  only  answer  is  that  he  was  almost  totally 
deaf  and  suffered  with'  the  extreme  diffidence  that  these  unfortun- 
ates so  often  have,  and  also,  it  is  probable,  that  he  knew  that  he  was 
a  doomed  man  for  nearly  four  years,  dying  as  he  did  from  multiple 
melanotic  sarcoma,  which  had  destroyed  one  eye  about  a  year  and 
a  half  before  his  death.  He  has  left  a  monument  with  us  which  is 
sure  to  prove  one  of  our  greatest  mainstays.  '  It  may  be  that  his  ex- 
tract as  prepared  to-day  will  not  continue  in  use,  but  there  is  no  ques- 
tion -but  that  the  principles  upon  which  he  worked  and  formed  his 
theories  are  absolutely  logical  and  that  any  further  investigations 
along  this  line  will  be  the  direct  result  of  his  legacy,  and  therefore 
credit  should  be  given  him  for  his  discovery.  After  his  assistant. 
Dr.  Hans  Zinnser,  went  to  CaHfornia  in  1909,  Prof.  Hiss  became 
still  more  diffident  and  retired  almost  entirely  into  the  seclusion  of 
his  laboratory.  He  told  me  several  months  before  his  death,  that 
had  not  Dr.  Dwyer  come  into  his  life,  any  further  work  with  the 
extract  would  probably  have  stopped  in  1910.  A  very  strong  friend- 
ship arose. between  them  in  1910  and  for  the  first  time  Prof,  Hiss 
had  a  man  follow  up  the  clinical  use  of  his  preparation  in  whom  he 
had  entire  confidence  so  that  the  many  trials  in  actual  practice  have 
been  due  to  Dr.  Dwyer's  enthusiasm  and  devotion  to  Prof.  Hiss 
who  never  would  go  out  to  see  a  case  himself  but  always  sent  his 

•Read  at  the  nineteenth  annual  meeting  of  the  American  Laryngological, 
Rhinological  and  Otological  Society.  "Washington,  D.  C,  May  8,  1913. 
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new-found  friend.  As  Dr.  Dwyer  has  been  with  me  both  in  my 
office  and  hospital  work  ever  since  he  entered  practice,  it  is  very 
natural  that  I,  too,  have  become  an  ardent  believer  in  the  efficacy  of 
this  product,  and  have  asked  to  read  this  paper  only  after  being 
told  that  it  could  not  be  presented  by  Dr.  Dwyer  to  whom  so  much 
of  the  credit  is  due  for  the  brilliant  results  that  have  been  pro- 
cured. 

It  is  necessary  to  read  Prof.  Hiss"  theoretical  considerations  which 
led  to  his  experimental  work  upon  leucocyte  extracts  and  infec- 
tions, in  order  to  fully  understand  the  rationality  of  his  work.  He 
says  that :  "In  thinking  over  this  work  I  came  to  the  conclusion 
that  in  many  diseases  we  are  probably  dealing  with  an  immunity  a 
large  part  of  whose  mechanism  is  individually  cellular,  not  only  in 
the  sense  of  phagocytosis  and  digestion,  but  in  the  neutralization  of 
poisons  given  rise  to  by  the  disintegration  of  the  bacteria — a  me- 
chanism in  which  the  protecting  cells  must  intervene  and  unaided 
by  bodies  in  the  plasma  neutralize  within  themselves  the  poisonous 
products  of  the  invading  micro-organisms.  It  was  this  thought  that 
gave  rise  to  the  further  idea  of  aiding  the  leucocytes  by  furnishing 
them  as  directly  as  possible  with  the  weapons  which  were  being 
taken  away  from  them  in  their  fight  with  invading  micro-organisms 
and  to  thus  protect  them  from  destruction  and  give  them  an  oppor- 
tunity to  recuperate  and  carry  on  successfully  their  struggle  against 
the  invading  germs.  These  weapons,  whatever  might  be  their  na- 
ture, I  assumed  might  possibly  be  furnished  by  an  extract  of  the 
active  substances  of  the  leucocytes  themselves  (substances  not 
ordinarily  given  up  to  the  plasma  or  serum)  and  I  also  assumed 
that  extracts  would  be  more  efficacious  than  living  leucocytes  them- 
selves, introduced  into  the  infected  animal,  since  being  diffusible 
they  would  probably  be  distributed  impartially  to  all  parts  of  the 
body  by  the  circulatory  mechanism  and,  as  quickly  as  absorption 
would  permit,  relieve  the  fatigued  leucocytes  and  protect,  by  any 
toxin-neutralizing  or  other  power  they  might  possess,  the  cells  of 
highly  specialized  functions. 

This  idea  of  immunity  differs  from  one  that  simply  assumes  thr 
cells  as  the  source  of  all  immune  bodies  (which  logically  seems  to 
^>e  the  case)  in  that  it  takes  into  consideration  the  presence  and 
production  in  the  leucocytes  of  agents  which  are  not  normally  given 
up  to  the  plasma,  but  which  are  constantly  able  to  reproduce  them- 
selves and  carry  on  the  functions  of  digestion  or  neutralization 
simply  for  the  benefit  and  protection  of  the  individual  cell,  while  not 
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being  secreted  or  excreted  by  the  cells  for  the  more  general  benefit 
of  the  cell  community  at  large. 

"Thus  we  have  a  differentiation  of  immune  agents  into  those 
which  by  virtue  of  their  liberation  and  over-production  by  the  cells, 
such  as  the  anti-toxins,  amboceptors,  and  agglutinins,  etc.,  are  free 
in  the  plasma  and  thus,  when  active,  are  immediately  available  for 
the  protection  of  all  the  body  cells ;  and  into  those  agents  by  which 
certain  cells  primarily  nourish  and  protect  themselves,  and  are  dhly 
of  benefit  to  the  cell  community  at  large  by  virtue  of  the  direct  in- 
tervention of  these  cells  between  the  invading  germs  and  their  pro- 
ducts and  the  highly  specialized  cells  requiring  protection.  It  seems, 
then,  that  when  these  sources  of  protection  are  overtaxed  or  fail  to 
act  efficiently,  on  account  of  some  inherent  weakness  or  untoward 
circumstance  of  location,  that  the  most  reasonable  course  is,  if  pos- 
sible, to  support  the  chief  army  of  attack  as  indicated  by  a  study  of 
the  exudates  and  pathological  changes  in  the  disease  in  man  and 
animals,  and  to  endeavor  to  supply  those  products  which  are  most 
heavily  taxed  in  the  fight,  in  other  words,  to  introduce  into  the  in- 
fected animal  or  man  the  substances  composing  the  chief  cells  or 
all  the  cells  of  an  exudate  in  the  most  available  form  and  as  little 
changed  by  manipulation  as  possible.  Such  substances,  if  they  be- 
come free  from  the  cells  by  extraction,  might  serve  to  neutralize 
poisons  in  the  blood,  might  alone  or  in  combination  with  bodies  al- 
ready in  the  blood  act  deleteriously  on  the  bacteria,  and  thus  pro- 
tect and  augment  the  activities  of  the  flagging  leucocytes  by  supply- 
ing them  with  their  own  weapons  in  the  fight  "against  the  invading 
organisms.  And  further,  the  extracts  of  such  exudates  from  prev- 
iously immunized  animals  might  even  better  serve  this  purpose, 
since  their  cells  probably  have,  in  their  own  fight  against  the  same 
organisms  gained  increased  powers,  as  is  evidenced  by  the  ability 
of  such  immunized  animals  to  safely  dispose  of  immense  numbers 
of  organisms  without  serious  harm  or  loss  of  weight.  Also,  as  a 
further  adjuvant,  immune  sera  might  be  found  serviceable  in  some 
cases,  especially  early  in  the  disease  and  when  non-immune  cells 
are  being  used,  although  it  is  our  belief  that  sufficient  immune  bod- 
ies (bactericidal  or  bacteriolytic)  are  often  present,  and  in  sufficient 
amount  even  early  in  the  disease,  if  the  animal  economy  has  not 
been  entirely. overwhelmed  by  an  enormous  primary  dose  of  the  in- 
fecting organisms  or  their  poisons." 

His  paper  gives  the  results  of  the  curative  influence  of  the  ex- 
tract in  animals  with  staphylococcus,  streptococcus,  pneumococcus, 
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meningococcus  and  typhoid  bacillus ;  it  also  reports  the  result  of  its 
use  in  twenty-four  cases  of  meningitis  in  man,  and  its  use  in  acute 
lobar  pneumonia  in  man. 

His  original  results  have  been  so  fully  borne  out  since  then  in 
over  400  cases  of  various  infections,  most  of  them  desperate  ones, 
that  it  seems  as  though  the  time  for  doubt  has  gone  and  that  we 
should  all  learn  when  and  how  to  use  it  to  the  best  advantage  of  the 
patient  and  not  turn  to  it  only  as  a  last  resort.  Even  a  month  ago 
two  of  our  most  prominent  otologists  asked  me  to  tell  them  about 
this  vaccine.  It  is  not  a  vacine  or  antitoxin  in  any  sense  of  the 
words  and  should  not  be  confused  with  them  as  is  constantly  done. 
My  own  experience  with  three  desperate  cases,  all  being  in  the  hos- 
pital at  the  time,  gives  most  marked  evidence  of  its  value." 

Case  i:  On  February  18,  1913,  Sol.  Z.,  aged  1  year,  was  brought 
to  my  office,  being  referred  by  Dr.  H.  S.  David.  The  child  had  been 
very  ill  for  over  five  weeks  running  temperatures  up  to  105°,  and 
with  both  ears  discharging  very  profusely.  The  physician  in  charge 
had  opened  the  drums  several  times,  but  failed  to  realize  the  gravity 
of  the  case  and  Dr.  David,  being  a  friend  only,  advised  the  parents 
to  see  me.  Examination  showed  undoubted  involvement  of  both 
mastoids,  with  extreme  contraction  of  both  pupils  and  a  very  sus- 
picious, rigid  contraction  of  the  muscles  of  the  neck.  He  was 
sent  to  the  Manhattan  Hospital  at  once  and  operated  upon  within 
two  hours.  Both  processes  were  completely  disintegrated  and  the 
sinus  on  the  left  side  appeared  to  be  almost  necrotic  for  about  half 
an  inch.  An  attempt  was  made  to  draw  oflF  some  spinal  fluid  but 
the  syringe  filled  with  blood,  or  at  least  a  dark  fluid  which  coagulat- 
ed very  rapidly.  At  the  time  this  gave  us  some  uneasiness,  but  Dr. 
Ende,  of  the  Central  Islip  Hospital  for  the  Insane,  assured  Dr. 
Dwyer  that  this  was  not  an  infrequent  occurrence  in  his  work  at 
the  hospital,  and  I  have  seen  another  such  case  since  then.  Blood 
was  drawn  during  the  operation  for  culture  and  proved  to  be  nega- 
tive. All  possible  speed  was  used,  in  order  to  lessen  the  shock  as 
much  as  possible,  and  the  patient  was  taken  off  the  table  at  the  end 
of  thirty-five  minutes.  That  night  the  temperature  rose  to  106°  and 
the  leucocyte  extract  was  given  and  continued  daily  for  seven  days. 

The  temperature  became  lower,  but  remained  around  102°  for 
several  days.  A  pediatrist  was  called  in  on  the  seventh  day  to  de- 
termine whether  there  might  not  be  some  general  systemic  condi- 
tion that  was  keeping  up  the  temperature,  but  he  found  nothing. 
The  child  improved  slowly  but  on  the  twenty-fifth   day  a  large 
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trophic  slough  was  discovered  over  the  torcula  and  a  day  later  an- 
other  smaller  one  appeared  near  it  on  the  left  side.  Up  to  this  time 
both  mastoid  wounds  had  been  doing  very  well,  but  then  healing 
seemed  to  stop  and  the  granulations  became  very  flabby  and  un- 
healthy. The  extract  was  again  administered  for  three  days  with 
remarkable  effect,  toth  the  wounds  and  the  sloughs  assuming  a 
healthy  appearance  and  going  on  from  that  time  to  complete  heal- 
ing at  the  end  of  the  fifth  week.  This  brief  report  cannot  convey 
any  idea  of  the  desperate  conditions  we  had  to  deal  with  and  that 
the  child  recovered  is  entirely  due  to  the  power  of  the  extract  in 
giving  strength  to  the  overtaxed  body  of  this  profoundly  infected 
child. 

Case  2:  John  K.,  aged  3  years,  was  brought  to  Dr.  McKernon's 
clinic  on  March  19,  1913,  with  a  large  subperiosteal  abscess  of  ten 
days'  duration,  and  was  operated  upon  the  same  afternoon  (staphy- 
lococlus  aureus).  His  temperature  at  the  time  of  operation  was 
103°,  but  fell  to  normal  the  following  day  and  remained  there  until 
the  fourth  day.  He  then  became  suddenly  ill  and  the  temperature 
rose  to  104°,  pulse  136,  and  respirations  38,  and  this  was  accom- 
panied by  a  constant  cough.  An  examination  of  the  chest  showed 
marked  crepitations  over  the  lower  right  lung  and  a  blood  count 
showed  43.000  leucocytes,  75  per  cent  polynuclear  and  35  per  cent 
mononuclear  cells.  Ten  cc.  of  the  extract  was  given  at  once  and 
repeated  on  the  next  day.  It  sounds  like  a  fairy  tale  for  me  to  tell 
you  that  the  temperature  fell  at  the  end  of  forty-eight  hours  and 
that  the  lung  conditions  cleared  up  without  going  on  to  consolida- 
tion, but  that  is  what  happened  and  the  same  thing  has  happened 
in  two  other  cases  in  which  Dr.  Dwyer  was  called  and  administered 
the  extract.  This  child  recovered  rapidly  and  the  mastoid  wound 
was  healed  at  the  end  of  the  third  week. 

Case  J :  This  case  is  the  most  remarkable,  however,  as  it  shows 
the  cure  of  a  streptococcus  capsulatus  mucosus  bacteremia  without 
operative  measures.  Jacob  P.,  aged  6  years,  was  brought  to  Dr. 
McKernon's  clinic  on  February  19,  1913,  with  the  history  of  pain 
in  the  right  ear  of  several  days'  duration  but  with  no  discharge. 
The  previous  history  was  negative.  His  father  said  that  he  had 
been  having  high  fever  and  when  seen  the  temperature  was  104° 
As  there  was  no  vacant  bed  in  the  hospital,  a  paracentesis  was  per- 
formed but  no  fluid  escaped,  although  the  membrane  was  very  red 
and  had  appeared  to  bulge.  On  the  following  day  he  was  admitted 
into  the  hospital  with  a  temperature  of  104°.     The  pain  in  the  ear 
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had  subsided  and  there  was  no  tenderness  over  the  mastoid,  nor 
was  there  any  thickening  of  the  canal  walls  or  other  indication  far 
operation  except  the  high  septic  temperature.  His  blood  count 
showed  16,000  leucocytes  with  7G  per  cent  polymorphonuclear  and 
23  per  cent  mononuclear  cells.  On  February  19,  he  complained  of 
severe  pain  in  his  left  shoulder  but  this  shifted  to  the  right  hip  and 
groin  on  the  next  day,  and  Dr.  Hutton,  the  attending  physician,  was 
ask-ed  to  examine  him.  He  reported:  "That  in  the  absence  of  any 
history  it  appeared  to  be  a  case  of  inflammatory  rheumatism,  but 
that  the  possibility  of  periostitis  and  osteomyelitis  were  not  remote 
possibilities."  Sodium  salicylate  was  given  for  three  days  but  with- 
out any  effect.  On  February  21,  the  blood  count  showed  25,000 
leucocytes,  with  71  per  cent  poly  nuclear  and  29  per  cent  mono- 
nuclear cells.  A  blood  culture  was  ordered,  but  owing  to  some  error 
was  not  taken  until  February  23,  at  w^hich  time  the  blood'  count 
showed  24,000  leucocytes,  with  81  per  cent  polynuclear  and  19  per 
cent  mononuclear  cells. 

On  February  22,  a  marked  endocarditis  was  discovered  affecting 
the  aortic  valves.  Dr.  Phillips  saw  the  case  with  me,  being  the  only 
surgeon  in  the  hospital  at  the  time,  and  advised  against  any  oper- 
ative measures.  I  should  say  that  Dr.  Rae  had  seen  the  case  with 
iTip  or  two  occasions  and  had  also  advised  against  operating,  as  we 
had  nothing  but  the  high  temperature  to  indicate  involvement  of 
the  mastoid.  By  February  23,  there  was  marked  thickening  around 
the  right  groin  and  Dr.  Berg,  of  Mt.  Sinai  Hospital,  was  called  to 
see  him.  He  found  the  condition  to  be  a  profound  sepsis,  but  ad- 
vised against  any  operative  procedure  at  the  hip  for  the  time  being' 
at  least.  On  February  24,  our  pathologist  reported  a  marked  bac- 
teremia, the  cultures  showing  numerous  growths  of  an  hemolytic 
streptococcus,  this  was  later  differentiated  as  the  capsulatus  mu- 
cosus.  The  leucocyte  extract  was  then  given  daily  in  10  cc.  doses. 
An  improvement  was  at  once  noted  and  there  was  a  daily  drop  in 
the  temperature,  as  shown  by  the  chart.  On  February  27,  the  leu- 
cocyte count  showed  11, ^OO  leucocytes,  with  75  per  cent  polynuclear 
and  25  per  cent  mononuclear  cells,  this  being  a  most  remarkable 
change  showing  the  increased  resisting  power  of  the  blood  by  the 
decrease  in  the  total  leucocytosis  as  well  as  the  decrease  in  the 
I^olynuclear  and  the  increase  in  the  mononuclear  cells,  which  Prof. 
Hiss  claimed  to  be  the  most  active  bodies  in  resisting  invasion  by. 
organisms.  On  February  28,  after  only  five  days  use  of  the  ex- 
tract, a  blood  culture  was  found  to  be  absolutely  negative,  even 
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after  forty-eight  hours  in  the  incubator,  on  four  different  media.  On 
March  2  and  3  he  was  given  more  of  the  extract  aUhough  there 
was  no  special  indication,  it  being  administered  to  aid  the  leucocytes 
in  their  efforts  in  throwing  off  the  results  of  the  profound  sepsis 
which  had  been  present. 

On  March  G  another  blood  count  and  culture  were  made  and 
proved  that  the  bacteremia  had  been  overcome  without  any  doubt, 
the  culture  being  again  absolutely  negative,  and  the  differential 
count  showing  a  still  further  improvement,  as  follows':  leucocytes, 
13,000 ;  polynuclears,  GT.5  per  cent ;  mononuclears,  31  per  cent,  and 
1.5  pfer  cent  transitional  forms.  With  this  improvement  in  the  char- 
acter of  the  blood  there  was  a  corresponding  change  in  the  child 
himself.  The  heart  murmur  had  almost  disappeared,  his  appetite 
was  good,  he  was  happy  and  became  a  ward  favorite  with  his  sun- 
ny smile  and  good  nature ;  but  although  all  the  swelling  around  the 
hip  and  groin  had  gone,  he  could  not  bend  the  hip  to  sit  up,  com- 
plaining of  severe  pain.  On  March  31,  Dr.  Phelps  kindly  applied 
a  plaster  casing  around  the  body  and  the  right  thigh  and  after  an- 
other blood  culture  and  count  showed  well,  (that  is,  good  resist- 
ance and  negative  for  bacteria),  he  was  discharged  and  was  taken 
home.  Just  what  was  present  in  or  around  the  hip  no  one  could 
say.  An  x-ray  showed  nothing  and  an  exploratory  puncture  was 
unsuccessful  in  withdrawing  any  fluid.  This  case  is  remarkable 
and  also  unique  in  that  it  is  the  only  case  on  record,  so  far  as  I 
know,  of  a  cure  of  an  actual  streptococcic  bacteremia  without  anv 
operative  measures  having  been  used.  There  is  no  doubt  but  there 
would  have  been  a  fatal  result  in  this  case  had  it  not  been  for  the 
efficacy  of  the  extract,  for  no  one  can  appreciate  the  actual  pro- 
found sepsis  of  the  patient  except  those  who  watched  him  from  day 
to  day. 

It  was  felt  that  two  of  these  cases  w'ould  terminate  fatally,  and 
the  abortion  of  the  pulmonary  consolidation  in  the  third  was  a 
most  unusual  and  unexpected  ending.  As  the  extract  was  the  only 
remedy  used  in  all  three  cases,  their  recovery  was  surely  due  sole 
ly  to  its  influence.  In  two  other  cases  of  pneumonia,  occurring  in 
the  practice  of  other  physicians,  the  attacks  were  cut  short  in  much 
the  same  manner  as  in  the  one  reported  above,  the  extract  being 
administered  very  early  in  the  attack,  so  that  it  seems  as  though  its 
future  use,  when  given  early  enough,  will  prove  a  great  biessmg. 
Dr.  Dwyer  has  kindly  prepared  a  record  of  cases  in  which  the  ex- 
tract has  been  used  in  the  practice  of  a  large  number  of  physicians. 
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each  of  whom  have  sent  in  their  bedside-notes  with  the  reports  of 
their  cases.  He  personally  saw  most  of  the  cases  before  giving  the 
first  dose,  and  the  writer  has  marvelled  at  the  recovery  of  many  of 
them  after  hearing  of  their  original  condition. 

In  erysipelas  and  in  true  lobar  pneumonia  it  acts  in  many  cases 
as  though  it  were  a  true  specific,  the  relief  to  the  patient  being  felt 
very  quickly  after  the  first  injection.  It  should  not  be  necessary 
for  me  to  say  that  it  is  not,  strictly  speaking,  a  specific  for  any- 
thing. There  is  invariably  a  fall  of  temperature  with  a  marked  im- 
provement of  the  heart  beat.  Delirium  generallv  disappears  rapidly 
and  the  patient  tells  of  his  relief  and  feeling  of  increased  strength 
from  the  beginning.  During  the  past  year  over  1,000  rabbits  were 
used,  each  giving  an  average  of  30  ccm.  of  the  extract.  As  the 
average  dose  has  been  10  ccm.,  this  will  give  some  idea  of  how 
extensively  it  has  been  used,  and  I  wish  it  were  possible  to  read 
some  of  the  many  personal  letters  that  have  been  sent  by  the  physic- 
ians who  have  used  it.  Even  the  faculty  of  the  College  of  Physic- 
ians and  Surgeons,  in  whose  laboratory  all  of  the  extract  has  been 
prepared,  had  no  idea  of  the  extent  to  which  it  had  been  used  or  of 
the  brilliant  results  obtained,  until  after  Prof.  Hiss'  death  and  Dr. 
Dwyer  was  asked  to  give  them  a  full  report  of  the  work  that  had 
been  done.  For  years  Prof.  Hiss  bore  the  entire  expense  of  pre- 
paring and  furnishing  his  preparation,  for  he  refused  to  proclaim 
his  work  until  clinical  results  would  prove  its  value.  It  should  be 
borne  in  mind  that  this  is  not,  in  any  sense,  either  a  vaccine,  anti- 
toxin or  specific.  It  has  no  connection  whatever  with  any  bacteria, 
but  is  purely  a  physiological  extract  and  emulsion  of  the  leucocytes 
themselves,  which,  on  being  injected  into  the  cellular  tissues,  is 
taken  up  into  the  circulation  and  furnishes  food  to  the  overtaxed 
and  exhausted  leucocytes  in  the  body,  thus  allowing  them  to  renew 
their  fight  in  overcoming  the  eflfects  of  the  toxins  and  even  the  living 
organisms  which  may  be  present  in  the  system. 

The  necessary  dosage  for  any  one  or  for  all  cases  cannot,  as  yet, 
be  given  definitely.  No  two  cases  ever  present  exactly  the  same 
clinical  pictures,  so  that  each  case  must  be  a  problem  in  itself  and 
the  successful  use  of  the  extract  will  depend  upon  an  intelligent 
administration  after  careful  examination  of  the  heart  and  in  many 
cases  upon  the  correct  interpretation  of  a  differential  blood  count, 
which  will  always  show  the  resisting  power  of  the  blood.  The 
writer  feels  that  a  large  number  of  patients  would  be  greatly  helped 
in  their  convalescence,  if  careful  counts  were  made  frequently  and 
the  extract  were  administered  whenever  diminished    resistance  was 
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shown  by  such  counts.  One  important  factor  in  its  favor  is  that  it 
has  never  been  known  to  have  produced  any  bad  effects ;  it  invari- 
ably increases  resistance,  and  even  in  those  patients  who  have  not 
been  saved  the  fatal  end  has  been  delayed  many  days.  No  medicine 
has  ever  been  put  to  more  severe  tests  than  has  this  extract,  Dr. 
Dwyer  not  being  called  to  see  the  cases,  generally,  until  they  were 
almost  in  extremis  and  it  was  felt  that  nothing  could  save  them. 

Now  that  proof  of  its  great  value  in  most  desperate  cases  is  un- 
doubted, it  is  to  be  hoped  that  the  rationality  of  its  use  will  be 
recognized  by  all,  and  that  the  many  laboratories  connected  with 
our  hospitals  will  take  steps  to  prepare  the  extract  for  themselves 
and  so  be  able  to  keep  a  supply  constantly  on  hand  to  be  used,  not 
as  a  last  resort,  but  to  prevent  the  complete  overpowering  effects 
upon  the  patients  of  toxins  or  bacteria,  and  their  products,  that,  with 
the  aid  of  the  extract,  he  should  be  able  to  throw  off  before  his 
resistance  becomes  so  lowered  that  nothing  can  save  him.  The 
method  of  preparation  was  given  in  detail  by  Prof.  Hiss  in  his 
first  paper,  that  of  1908,  and.  is  practically  the  same  at  the  present 
date  except  that  it  has  been  found  that  it  could  be  put  out  in  twice 
the  original  strength  without  injury  to  the  cellular  tissues  and  for 
the  past  two  years  that  has  been  done. 

Dr.  Dwyer  has  kindly  prepared  the  following  table :  "This  series 
of  39  cases  occurring  in  nasal  and  aural  diseases  have  been  treated 
with  the  leucocyte  extract:  1.  Sinus-thrombosis,  without  positive 
blood-culture,  11  with  9  recoveries  and  2  deaths.  2.  Sinus-throm- 
bosis with  streptococcus  in  the  blood-culture,  3  recoveries  and  2 
deaths.  3.  Sinus  thrombosis  with  streptococcus  mucosus  capsulatus 
in  the  blood-culture,  1  ending  in  death.  4.  Septicemia:  (a)  Strepto- 
coccus mucosus  capsulatus,  1  ending  in  recovery;  (b)  streptococcus 
pyogenes  with  acute  endocarditis,  3  and  all  recovered;  (c)  pneumo- 
coccus,  with  acute  middle  ear,  pneumonia  and  endocarditis,  1  case 
with  recovery.  5.  Clinical  septicemia  with  endocarditis,  following 
mastoiditis,  3  cases  with  2  recoveries.  G.  Meningitis:  (a)  Serous 
meningitis,  3  cases  all  recovered;  (b)  purulent  meningitis,  with  the 
organism  demonstrated  in  the  cerebro-spinal  fluid,  3  deaths  and  1 
recovery.  7.  Mastoiditis  complicated  by  pneumonia,  3  cases,  all 
recovered.  8.  Frontal  sinusitis,  complicated  by  clinical  meningitis, 
1  case  with  recovery.  9.  Streptococcus  sore  throats,  5  with  quick 
recovery  in  each. 

This  series  is  limited  strictly  to  aural  and  nasal  diseases  and  their 
complications,  but  in  addition  to  the  above  we  have  a  whole  series 
of  cases  of  septicemia  and  such  conditions  due  to  infections  in  other 
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parts  of  the  body  and  our  results  on  the  whole  are  just  as  favorable. 
We  have,  besides,  a  series  of  148  cases  of  all  kinds  of  erysipelas 
and  will  give  the  analysis  of  the  results  obtained  in  this  series  of 
cases. 

STATISTICAL    ANALYSIS    OF    ERYSIPELAS    CASES. 

Average         Termination 
Age  of  No.  of       Time  of  Duration  of  of  Cases 

Patient  Cases     Treatment         Treatment     Recovery  Death 

Infants  Early*     5  4       days  3  2 

(up   to   1   year) 12       Late         7  6       days  5  2 

Children  E:arly       5  1.5    days  5 

(1-15)    years)    14       Late         9  3       days  9 

Adults  Early     44  2.2    days  44 

(15-50    years)    110       Late       66  3.5    days  66 

Over  50   years 12       Early       5  1.5    days  5 

Late         7  3.7    days  6  1 

Total     148       Early     59  2.3    days  57  2 

Late       89  4.05  days  86  3 

•Early — Treatment  begun  within  three  days  of  appearance  of  lesion. 
Late — Treatment  begun  later  than  three  days  after  appearance  of  lesion. 

RECAPITULATION. 
Total  number  of  cases  treated — 14S;  recovered  143;  mortality  3.39%. 
General  average  duration  of  treatment — 3.18  days. 
Number  of  recoveries  under  1  year  old — 8  out  of  12. 
Per  cent  of  recoveries  under  1  year  old — 66.6%. 
General  mortality  rate — (all  cases)  3.39%.  ^ 
Mortality  among  patients  over  1  year — .73%;  recoveries  99.27%. 

40  East  Fortv-first  Street. 


Carcinoma  of  the  Tongue  Following  Epidermolysis  Bullosa  (Dys- 
trophic Form).      Klausner.     Arch.   f.   Dermatol.,    Bd.    116, 
Heft  1,  1913. 
In  a  girl  of  25  years  suffering  from  epidermolysis  bullosa,  carci- 
noma of  the  tongue  developed.     The  author  feels  that  supersensi- 
tiveness  and  disturbances  in  the  anlage  of  the  epithelium  which 
occasionally,  in  cases  of  epidermolysis  bullosa,  lead  to  thickening  of 
the  mucous  membrane  or  leucoplakia  were  in  this  case  responsible 
for  the  glossal  carcinoma.  Ed. 


REPORT  OF  A  CASE  OF  NASAL  POLYPI  INVOLVING 

THE  ORBIT,  FRONTAL  SINUS  AND  ANTERIOR 

FOSSA  OF  THE  SKULL.* 

DR.    WM.    R.    CHAMBERLIN,    CLEVELAND,    OHIO. 

The  following  case  is  unique  in  my  own  experience.  In  a  rather 
•careful  review  of  the  literature  I  have  been  unable  to  find  any  simi- 
lar condition  described.  I  therefore  venture  to  report  it  more  or  less 
fully. 

Wm,  G.,  aged  41,  was  referred  to  me  on  October  18,  1912,  on  ac- 
count of  a  discharging  sinus  beneath  the  left  eyebrow.  The  history 
which  he  gave  was  as  follows :  Several  years  before,  masses  of 
polypi  had  been  removed  from  both  sides  of  the  nose,  affording 
him  relief  from  the  nasal  obstruction  of  which  he  had  complained. 
After  a  time  this  obstruction  again  became  marked  and  three  months 
before  consulting  me  he  first  noticed  a  discharge  from  beneath  the 
left  eyebrow.  There  was  no  history  of  pain  and  the  trouble  had 
not  prevented  him  from  performing  his  daily  work,  that  of  laborer 
in  a  steel  mill. 

Examination  revealed  a  rather  pronounced  exophthalmos  of  the 
left  eye,  considerable  swelling  of  the  soft  parts  above  it  and  a  fis- 
tula immediately  beneath  the  center  of  the  eyebrow.  Through  this 
fistula  there  discharged  a  thin,  grayish  yellow  pus.  A  probe  intro- 
duced into  the  fistula  revealed  some  denuded  bone  and  passed  into 
what  was  apparently  an  unusually  large  frontal  sinus.  Both  nasal 
fossae  were  completely  filled  with  polypi.  Inasmuch  as  the  patient 
was  otherwise  in  good  health  and  had  experienced  no  great  discom- 
fort from  the  trouble  in  question  an  attempt  was  made  to  free  the 
left  fossa  under  cocain  anesthesia  at  the  office.  Enormous  masses 
of  polypi,  as  well  as  a  portion  of  the  ethmoid  labyrinth  were  re- 
moved. It  was  not  possible,  however,  to  remove  all  of  the  polypi, 
on  account  of  the  bleeding  which  obscured  the  field.  The  patient 
returned  to  his  home  and  was  not  seen  until  the  third  day  follow- 
ing the  operation,  when  he  reported  a  fair  degree  of  breathing- 
space  on  the  left  side.  The  drainage  through  the  nose,  however, 
had  not  caused  any  decrease  in  the  swelling  above  the  eye. 

Four  days  after  the  first  operation  he  was  sent  to  Lakeside  Hos- 
pital  for  operation  under  general  anesthesia.     X-ray  plates  were 

♦Read  at  the  annual  meeting  of  the  American  LaryngologicaL  Rhinolog- 
ical  and  Otological  Society,  Washington,  D.  C,  May  8,  1913. 
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made  upon  his  admission,  in  both  the  lateral  and  antero-posterior 
planes.  These  plates  gave  a  distinct  shadow  extending  from  the 
median  line  to  the  lateral  skull-wall  and  from  the  anterior  wall  to 
a  line  passing  just  anterior  to  the  external  auditory  meatus,  appar- 
ently filling  most,  if  not  all.  of  the  anterior  fossa  of  the  skull. 

A  Killian  operation  had  been  contemplated  but,  on  account  of  the 
condition  shown  in  the  radiographs,  it  was  decided  to  open  the  skull 
cavity  through  the  frontal  sinus  and  to  rely  upon  the  findings  as  a 
guide  to  the  operative  procedure.  A  curvilinear  incision  through 
the  eyebrow  was  made  and  carried  down  to  the  bone.  Skin  and 
periosteum  were  then  reflected  upward  as  far  as  possible.  On  re- 
moving a  portion  of  the  anterior  sinus  wall,  above  the  inner  can- 
thus,  a  plate  of  bone  was  encountered  lying  free  and  quite  movable. 


Figurt  1. 


lit  fore  oporation. 


Figure  2. 


This  proved  to  be  the  posterior  wall  of  the  sinus  and  was  removed 
as  a  sequestrum.  Masses  of  tissue  resembling  the  convolutions  of 
the  brain  immediately  bulged  through  the  opening.  There  was  no 
pulsation,  however,  while  the  color  was  that  of  the  ordinary  nasal 
polyp.  To  aflford  greater  working  space  a  vertical  incision,  joining 
the  first  incision  at  right  angles,  was  carried  upward  for  4  cm.  while 
the  anterior  cranial  wall  was  resected  over  an  elliptical  area  3x5 
cm.  Xot  knowing  where  the  dura  might  be  encountered  or  what 
its  condition  would  be,  tiie  tumor  mass  was  removed  very  carefully 
piecemeal  with  broad  blunt  forceps.  The  mass  removed  appeared 
to  be  the  ordinary  nasal  polypi  and  measured  fully  one- fourth  liter 
in  amount.  The  only  point  of  origin  within  the  skull-cavity  was  a 
pedicle  fully  one  cm.  in  diameter,  and  situated  at  about  the  center 
of  the  internal  or  median  wall.     When  this  was  severed  there  was 
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some  bleeding  but  this  soon  stopped  without  ligation.  After  the 
mass  had  been  entirely  removed  a  cavity  was  disclosed,  lined  with 
smooth  walls  and  apparently  co-extensive  with  the  anterior  fossa 
of  the  skull.  The  forefinger  introduced  into  the  cranial  opening 
failed  to  reach  its  posterior  boundary. 

Attention  was  now  directed  to  the  orbital  roof,  which  was 
removed  wherever  necrosed  bone  was  discovered,  A  large-sized 
curette  was  then  readily  passed  through  what  was  evidently  the 
fronto-nasal  duct  and  masses  of  polypi  removed  from  it.  After 
curetting,  this  passage  was  about  1^  cm.  in  diameter  and  seemed 
ample  for  drainage. 

On  account  of  the  length  of  the  operation,  about  one  and  a  half 
hours,  and  the  condition  of  the  patient,  which  was  not  very  favor- 


Figure  ;].     After  operation. 

able,  it  seemed  best  to  reserve  any  further  operative  interference 
for  a  subsequent  time.  The  wound  was  therefore  pa^cked  with 
gauze  and  a  wick  carried  through  the  enlarged  fronto-nasal  duct  in- 
to the  nose.  After  the  usual  outer  dressing  the  patient  was  returned 
to  the  ward  in  good  condition.  Recovery,  with  the  exception  of 
delirium  tremens,  which  developed  on  the  second  day  and  contin- 
ued for  forty-eight  hours,  was  uneventful  and  the  patient  left  the 
hospital  at  the  end  of  one  week.  The  eyeground  was  examined  by 
Dr.  W.  E.  Bruner,  who  found  nothing  abnormal.  There  was  appar- 
ently no  ill  effect  from  the  sudden  relief  of  the  intra-cranial  pres- 
sure. Dr.  Ruh,  the  resident  pathologist,  who  examined  portions  of 
the  mass  removed  reported  them  to  be  mucous  polypi. 

Up  to  December  33,  the  patient  reported  at  the  office  three  times 
weekly  for  dressings.     The  external  opening  had  gradually  grown 
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smaller  until  there  was  a  union  of  the  outer  skin  with  the  inner 
epithelium,  leaving  a  permanent  opening  about  one  cm.  in  diameter. 
No  attempt  was  made  to  close  this,  as  the  drainage  through  the  nose 
has  not  been  entirely  free.  At  first  gauze  was  carried  through  the 
fronto-nasal  opening  into  the  nose,  but  rubber  tubing  about  ^  cm. 
was  soon  substituted  for  the  gauze.  On  January  1  the  patient  re- 
turned to  his  work,  reporting  once  a  week  for  dressing  and  exam- 
ination, the  other  dressing  being  done  by  his  family  physician.  On 
December  4  enormous  masses  of  polypi,  together  with  most  of  the 
middle  turbinate  and  ethmoid  labyrinth  had  been  removed  from  the 
right  fossa,  and  on  February  1  more  polypi  and  part  of  the  middle 
turbinate  from  the  left  fossa. 

The  orbital  sinus  continued  to  discharge  for  a  time  after  the  pa- 
tient left  the  hospital  but  finally  closed  and  has  remained  firmly 
healed  up  to  the  present.  The  patient  is  now  in  the  best  of  health 
and  has  worked  steadily  every  day.  Advantage  was  taken  of  an 
enforced-  vacation  in  attempting  to  render  the  nasal  drainage  more 
free  by  the  use  of  Sullivan's  rasps.  This  is  now  fairly  free  but  not 
sufficiently  so  that  the  closure  of  the  external  opening  can  be  con- 
sidered safe.  It  may  indeed  be  necessary  to  have  him  return  to  the 
hospital  and  secure  nasal  drainage  by  the  typical  Killian  method. 
When  the  nasal  drainage  is  unobstructed  the  external  opening  can 
be  easily  closed,  and  no  doubt  with  safety  to  the  patient. 

There  are  several  points  of  interest  in  regard  to  the  foregoing 
case  The  first  is  the  entire  absence  of  symptoms  following  the  los.-? 
or  compression  of  so  large  a  brain  mass.  There  was  no  history  of 
headache  or  paralysis  while  the  mentality  seemed  good.  The  second 
is  tl'.e  presence  of  polypi  in  this  situation.  ^lucous  polypi  :n  the 
frontal  sinus  are,  of  course,  common,  but  their  encroachment  upon 
the  cranial  contents  is  most  unusual.  The  absence  of  infection  is 
striking.  The  third  point  of  interest  is  the  ultimate  outcome.  Will 
this  cavity  fill  with  granulations  and  so  become  obliterated  or  will  it 
persist?  My  own  belief  is  that  it  will  remain  practically  the  same 
size  that  it  is  at  present.  Through  the  anterior  opening  a  good  view 
has  been  constantly  obtainable  by  means  of  a  large-sized  aural  spec- 
ulum. The  walls  are  smooth  and  though  there  has  been  some  push- 
ing forward  of  the  posterior  wall  this  has  been  too  gradual  to  make 
the  complete  obliteration  of  the  cavity  seem  probable.  The  dis- 
tance from  the  outer  surface  to  the  posterior  wall,  as  measured  by 
the  probe  is  now  5  cm.,  while  the  distance  to  the  extreme  posterior 
external  angle  measures  7  cm. 

Osborn  Building. 


A  NEW  AND  EFFICIENT  TREATMENT  OF  ATROPHIC 

RHINITIS.* 

DR.    K.    K.    WHEELOCK,    EORT   WAYNE,    INDIANA. 

I  have  treated  atrophic  rhinitis  for  many  years  without  special 
benefit  to  patients  except  snch  as  follows  the  use  of  cleansing  solu- 
tions and  the  local  application  of  argyrol.  These  patients  have  been 
only  temporarily  relieved  of  the  fetor  and  dried  accumulations  of 
mucous.  Every  one  who  is  familiar  with  nasal  diseases  recognizes 
in  atrophic  rhinitis  a  condition  which  has,  so  far,  baffled  the  efforts 
of  all  men  in  all  climes  to  cure.  I  need  but  quote  St.  Clair  Thom- 
son on  prognosis  to  voice  the  position  of  all  authorities  on  the  out- 
look, up  to  the  present  time,  of  the  treatment  of  atrophic  rhinitis. 
He  says  "Diseases  of  the  Nose  and  Throat"  (Edition.  1912)  :  "This 
affliction  is  the  opprobrium  of  rhinology  and  it  would  be  rash  to 
promise  a  cure  in  any  well-marked  case.  At  the  same  time  the 
patient  can  generally  be  comforted  with  the  assurance  that  treat- 
rrient  will  remove  the  ofifensiveness  of  the  complaint  and  render 
her  tolerable  to  her  fellows ;  but  the  treatment  must  be  kept  up  in- 
definitely. 

The  etiology  of  atrophic  rhinitis  is  as  obscure  as  the  knowledge 
of  the  successful  treatment  has  been  hitherto  unavailing.  W'e  may 
divide  the  general  causes  into:  (1)  structural,  such  as  relate  to 
narrowness  and  openness  of  the  nostrils;  (2)  secondary  eflfects  of 
sinus  disease;  (3)  bacterial  infection;  (4)  constitutional  syphilis, 
tuberculosis,  atrophic  neurosis,  etc.  Such  a  diversity  in  the  factors 
of  causation  argues  a  want  of  knowledge  of  etiology. 

Pathology:  The  striking  result  is  atrophy  of  the  mucous  mem- 
brane which  becomes  merely  a  covering  for  the  bony  framework 
of  the  uares  and  the  lines  of  the  turbinates  stand  out  in  startling 
osseous  clearness.  The  ciliated  epithelium  changes  into  stratified 
epithelium;  the  capillaries  and  venous  spaces  are  obliterated;  the 
Avails  of  the  small  vessels  are  thickened;  there  is  a  round-cell 
infiltration  about  the  mucous  glands  and  the  whole  structure  is 
changed  into  dense  connective  tissue.  We  have,  then,  the  general 
atrophy  of  epthelium,  basement  membrane,  glands  and  bone  as  well 
as  lymphoid  cells  and  blood-vessels.  No  wonder  there  seems  no 
help. 

*Read  at  the  meeting-  of  the  Port  Waj  ne  Medical  Society,  April   1,    1913. 
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I  will  not  dwell  upon  the  symptoms.  Let  it  suffice  to  say  that  in 
Germany  the  condition  is  called  "Stinknase;"  in  France  "La  pun- 
aise."  The  disease  is  four  times  more  frequent  in  women  than  in 
men.  St.  Clair  Thomson  says  '"as  a  rule  she  has  anosmia,  but  up 
to  the  time  of  the  loss  of  the  sense  of  smell  the  odor  is  worse  dur- 
ing the  catamenial  period."  Associated  with  atrophic  rhinitis  there 
are  ocular  disturbances  as  well  as  constitutional  symptoms  which 
may  be  both  infective  and  psychical.  ]\Iy  cases  have  markedly  im- 
proved in  physical  health.  In  November,  1912,  I  began  the  use  of 
''scarlet  red"  in  the  treatment  of  two  cases  of  atrophic  rhinitis 
which  had  been  under  observation  for  some  months  without  no- 
table improvement.  After  the  continuation  of  the  medicine  for  two 
weeks  I  noted  a  marked  improvement.  In  the  first  place  the  ac- 
cumulation of  the  secretion  became  much  less  in  quantity  and  the 
character  of  the  secretion  changed  markedly.  From  a  heavy  dark- 
brown  crust  requiring  to  be  removed  with  forceps  it  became  a 
mucoid,  diffluent  collection  which  could  be  discharged  by  blowing. 
In  the  second  place  from  a  membrane  stretched  tightly  over  the 
bony  scrolls  and  walls  of  the  nares,  presenting  a  shiny  dry  appear- 
ance, the  mucous  surface  became  thick  and  velvety  as  compared  to 
the  former  state.  The  patient  began  to  see  art  improvement  which 
was  manifested  by  less  and  less  secretion.  In  these  two  cases,  one 
a  male,  Air.  L.,  the  other  a  female,  Miss  S.,  we  had  the  remark- 
able condition  of  a  large  and  bulky  growth  of  membrane  over  the 
inferior  and  middle  turbinates  in  marked  contrast  to  the  appear- 
ance previous  to  the  treatment.  The  covering  before  the  treatment 
with  "scarlet  red"  was  a  thin,  pale,  dry  parchment-like  membrane 
drawn  over  the  turbinates,  the  nasal  walls  and  vault  of  the  pharynx. 
The  vault  of  the  pharynx  could  be  readily  seen  through  the  nares. 
The  membrane  seems  now. not  only  to  have  an  epithelial  covering 
but  also  to  possess  a  thick  basement  layer.  It  is  evidently  more 
vascular.  The  faucial  wall  cannot  now  be  seen  through  the  nares 
owing  to  the  thickened  membrance  of  the  turbinates.  Under  a  weak 
solution  of  cocain  and  adrenalin  the  turbinates  shrink  and  behave 
as  does  the  normal  mucous  membrane. 

My  method  of  treatment  is  to  remove  all  crusts  by  lavage  with 
a  warm  solution  and  forceps,  dry  the  membrane  with  cotton,  then 
apply  the  salve  over  every  millimeter  of  the  membrane  with  an  ap- 
plicator wound  with  cotton.  The  oro-pharynx  is  also  treated  in 
the  same  manner.  No  ill  effects  have  followed  the  free  use  of  the 
medicine.  At  first  I  made  the  application  twice  a  week.  Now 
after  three  months'  use  I  find  once  in  two  weeks  to  be  sufficient. 
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Clinically  the  cases  show  marked  improvement  while  sympto- 
matically  the  patients  wish  to  consider  themselves  well.  The  sense 
of  smell  has  returned  and  where  before,  the  act  of  eating  was  mere- 
ly perfunctory  it  is  now  attended  with  satisfaction.  Both  have 
gained  in  weight  and  the  chronic  indigestion  from  which  Mr.  L. 
suffered  has  disappeared. 

My  third  case,  Miss  K.,  was  taken  on  January  17,  and  the  tur- 
binates are  filling  out  with  epithelium,  new  blood-vessels  and  prob- 
ably basement  membrane  as  well.  In  her  case  the  appearance  of  the 
oral  fauces  is  so  changed  that  it  would  be  difficult  to  say  we  had  an 
atrophic  rhinitis  to  deal  with.  Sensation  has  returned  to  the  nasal 
mucous  membrane.  When  I  first  began  the  treatment  of  these 
cases  with  "scarlet  red"  the  application  of  the  salve  to  the  mucous 
membrane  v/as  attended  with  no  apparent  distress,  now  there  is 
every  evidence  of  acute  irritation  as  is  shown  by  the  patient's  com- 
plaints as  well  as  by  lacrimation.  It  seems,  then,  that  the  nerve  fila- 
ments have  also  been  regenerated. 

It  may  be  unnecessary  to  review  the  literature  of  analin  and  its 
combinations ;  so  I  shall  refer  the  reader,  who  is  interested,  to  Dr. 
John  Staige  Davis'  articles  published  in  the  Annals  of  Surgery, 
January,  1910,  and  May,  1911.  Dr.  Davis  makes  reference  to  sixty 
cases  of,  granulating  sores  treated  by  "scarlet  red"  and  refers  to 
Fisher's  first  use  of  it,  together  with  the  conclusions  which  other 
observers  have  drawn  from  its  use.  I  am  sure  that  clinically  a  new 
epithelium  has  been  formed  in  my  cases  of  atrophic  rhinitis,  a  new 
basement  membrane  has  been  formed,  new  blood-vessels  have  de- 
veloped and  new  nerve-filaments  have  appeared. 

How  long  the  regenerated  tissue  will  remain  as  now  seen,  time 
will  determine.  My  patients  have  received  such  marked  benefit 
from  the  use  of  "scarlet  red"  that  I  cannot  but  share  their  en- 
thusiasm and  offer  this  treatment  as  the  best  for  the  relief  of  these, 
hitherto,  hopeless  cases. 

1020  Harrison  Street. 


Syphilis  of  the  Nose  and  Throat.  H.  H.  Martin,  South.  Med. 
Jour.,  Jan.,  1913,  p.  19. 
In  this  article  the  initial,  secondary  manifestations  of  syphilis, 
especially  in  the  new-born,  are  very  briefly  discussed.  As  effective 
therapy  the  author  mentions  "black-wash,"  a  mixture  of  calomel 
and  lime  water.  j^^ 


THE  INFLUENCE  OF  SOUNDS  OF  DIFFERENT  PITCH, 

DURATION  AND  INTENSITY  IN  THE  PRO= 

DUCTION  OF  AUDITORY  FATIGUE.* 

DR.  WALTER  A.  WELLS,  WASHINGTON,  D.  C. 

It  seems  to  be  a  universal  law  in  biology  that  when  any  living 
substance  is  required  to  be  active  a  certain  length  of  time  the  phe- 
nomenon of  fatigue  sets  in,  manifested  by  a  depression  of  irrita- 
bility and  a  lessened  capacity  for  work;  if  in  spite  of  these  symp- 
toms, and  the  sensation  of  fatigue  which  generally  accompanies  and 
is  intended  by  nature  as  a  reminder  of  the  evil  effects  and  a  warn- 
ing to  desist,  the  stimulation  is  continued,  the  ultimate  result  is  ex- 
haustion, marked  by  complete  incapacity  for  further  activity.  In 
the  case  of  voluntary  function  this  is  the  ultimate  stage,  because 
there  can  be  no  further  activity  in  an  organ  which  refuses  to  respond 
to  stimulus. 

A  muscle  that  is  exhausted  cannot  be  stimulated  to  further  ac- 
tion by  an  effort  of  the  will.  In  the  case  of  those  functions  which 
receive  stimuli  involuntarily  from  the  outside  world  these  stimuli 
might  be  continued  in  spite  of  exhaustion,  resulting  ultimately  in  a 
third  and  still  more  advanced  stage — viz.,  degeneration  and  destruc- 
tion. In  the  case  of  the  auditory  function,  we  have  both  clinical  and 
experimental  proof  of  the  degeneration  of  Corti's  organ  from  exces- 
sive stimulation. 

We  have  known  for  a  long  time  not  only  that  sudden  very  in- 
tense noises  of  the  character  of  violent  detonations  may  produce 
labyrinthine  concussion,  but  also  that  certain  occupations,  such  as 
that  of  coopers,  tin-smiths  and  boiler-makers,  which  are  attended 
with  constant,  loud  and  disagreeable  noises,  may  produce  absolute 
deafness  due  to  nerve  degeneration.  Recently,  Wittmaack,  Marx 
and  Yoshii  have  made  experiments  to  prove  that  continuous  intense 
noises  are  capable  of  producing  degenerative  change  in  Corti's  or- 
gan, but  they  have  not  agreed  in  their  interpretation  of  these  find- 
ings with  regard  to  their  bearing  upon  the  Helmholtz  theory  of  au- 
dition. 

Because  ordinary  fatigue  is  more  easily  demonstrated  in  the  mus- 
cular fibers  than  in  any  other  part  of  the  body,  physiologists  have 
generally  selected  this  element  for  their  experimental  studies  of 
fatigue  phenomena.    And  so,  by  their  painstaking  researches,  some 

•Read  at  the  nineteenth  annual  meeting  of  the  American  Laryngrologrical, 
Flhlnologlcal   and   Otologrical   Society,   Washington,   D.   C,   May   10,    1913. 

969 


990 


WELLS  :     SOUND  AND  AUDITORY  FATIGUK. 


highly  interesting  facts  have  been  evolved  governing  the  phenomena 
of  fatigue  and  exhaustion  as  displayed  by  muscle.  All  are  agreed  at 
the  same  time  that  the  nervous  system,  although  eluding  the  appli- 
cation of  the  same  fine  analysis,  is  no  less  subject  to  fatigue  than 
other  parts.  This,  however,  is  not  equally  true  of  all  parts,  for 
while  nerve  fibers  are  so  resistant  to  fatigue  that  one  author  (Wild- 
enskii)  goes  so  far  as  to  assert  that  they  are  indefatigable,  it  is  the 
consensus  of  opinion  that  nerve  cells  fatigue  with  unusual  readi- 
ness. 

The  extreme  delicacy  of  Corti's  organ  is  such  that  a  priori  fatigue 
might  be  expected  to  result  with  but  slight  provocation.  The  auditorv 
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Figure   1. 

nerve  and  papillae  are  exposed,  as  no  where  else  in  the  body,  to  a 
liquid  which  readily  varies  in  its  physiological  composition  and  ten- 
sion. We  know,  most  of  us  from  our  personal  sensations,  how  by 
mere  emotional  efifects  we  may  get  a  surtension  of  the  labyrinthine 
fluid  that  can  make  us  aware  of  the  pulsatile  tinnitus  from  the  caro- 
tid. The  frequency  of  tinnitus  of  all  kinds  is  an  evidence  of  the 
irritability  of  the  cochlear  part  of  the  labyrinth,  just  as  the  common 
occurrence  of  vertigo  from  slight  causes  indicates  the  sensitive  na- 
ture of  the  nerve  fibers  and  cells  distributed  to  the  semi-circular 
canals. 

As  the  function  of  audition  is  a  very  complex  one,  which  re- 
quires for  its  perfect  operation  the  concomitant  activities  of  several: 
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kinds,  it  may  be  inferred  that  auditory  fatigue  is  similarly  a  com- 
plex phenomenon,  made  up  of  different  and  diverse  factors,  the  re- 
lative importance  of  which  it  is  indeed  a  difficult  matter  to  deter- 
mine. 

First  of  all  our  thought  naturally  centers  upon  that  marvelous 
peripheral  organ,  situated  in  the  cochlea,  where,  according  to  Muel- 
ler's law  of  specific  energies  of  the  senses,  if  not  the  most  import- 
ant certainly  a  very  essential  part  of  the  work  is  performed.  But 
the  delicate  mechanism  of  the  middle  ear  must  not  be  overlooked, 
for,  as  a  muscular  action  comes  into  play  in  its  duty  of  transmission 
and  delivery  of  the  sound-waves  in  the  most  effective  manner,  fa- 
tigue effects  here  must  be  expected.  i\nd  it  is  especially  in  mus- 
cular action  that  the  phenomena  has  been  observed  and  demonstrat- 
ed. That  the  tensor  tympani  contracts  under  the  reflex  stimulus  of 
sound  was  shown  some  time  ago  by  Hensen  and  Bockendahl,  and 
in  this  they  have  been  confirmed  since  by  other  investigators.  Pol 
lak  found  that  though  sound  was  conveyed  to  one  ear,  a  correspond- 
ing reflex  contraction  would  also  occur  in  the  tensor  tympani  of  the 
other  side.  It  is  noteworthy  -that  his  experiments  seemed  to  show 
that  the  higher  in  pitch  the  sound  stimulus,  the  more  marked  was 
the  resulting  contraction. 

The  hypothesis  seems  fairly  rational,  that  it  is  the  special  func- 
tion of  this  little  muscle  to  bring  about  different  degrees  of  curva- 
ture and  tension  in  the  membrana  tympani,  in  response  to  the  im- 
pact of  vibrations  of  varying  degrees  of  frequency,  so  that  this  mem- 
brane might  be  attuned  as  it  were  to  respond  with  a  maximal  sen- 
sitiveness to  sounds  of  different  pitch.  ^May  we  hazard  the  con- 
jecture, without  experimental  support,  that  the  stapedius,  inner- 
vated as  we  know  by  an  entirely  different  nerve,  responds  for  its 
part  only  to  differences  in  amplitude,  contracting  with  greatest  force 
to  sounds  of  greatest  intensity. 

From  its  attachments,  we  can  infer  that  contraction  by  pulling  on 
the  oval  window  lessens  labyrinthine  pressure  and  by  its  action  upon 
the  ossicular  chain  brings  about  relaxation  of  the  drum  membrane. 
These  are  certainly  both  protective  functions  which  might  have  a 
most  useful  purpose  in  case  of  sounds  of  excessive  intensity.  This 
contraction  of  the  muscles  of  the  face,  especially  the  orbicularis, 
which  accompanies  stapedial  contraction  is  very  suggestive  in  this 
connection. 

Another  factor  which  plays  a  conspicuous  role  in  audition,  and 
which  must  be  seriously  reckoned  with  in  the  estimation  of  fatigue 
of  this  function,  is  the  faculty  of  attention.  Consciously  or  uncon- 
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sciously  by  the  exercise  of  this  faculty  we  sensibly  facilitate  the 
function  of  hearing  in  the  higher  centers  producing  a  state  of  pre- 
paredness and  expectation  which  favors  receptivity  of  the  sensorial 
image.  Also  there  is  probably  at  the  same  time  a  drifting  central- 
ward  of  energy,  which  though  it  may  not  increase  the  intensity  of 
the  impression  certainly  tends  to  a  better  definition  of  the  cortical 

image. 

Attention  is  probably  not  confined  in  its  influence  to  the  cerebral 
apparatus,  but  exerts  also  a  favoring  influence  upon  the  muscular 
mechanism  of  the  middle  ear  to  which  we  have  referred.  By  in- 
creasing the  tonus  of  the  muscles,  it  may  have  the  effect  of  placing 
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the  articulations  and  the  ossicular  chain  in  the  necessary  state  of 
elasticity  and  suspension,  which,  as  Bonnier  expresses  it,  render 
these  in  a  higher  degree  susceptible  to  vibratory  solicitations. 

To  return  more  directly  -to  our  subject,  suppose  we  are  able  to 
uncover  certain  facts  and  formulate  certain  laws  in  regard  to  audi- 
tory fatigue  how  can  this  information  be  of  either  theoretical  or 
practical  value : 

Theoretically  it  has  seemed  to  us  that  it  offers  a  fruitful  field  of 
study  of  the  auditory  function.  This  is  a  very  natural  supposition 
accustomed  as  we  are  in  medical  science  to  judge  what  is  normal  by 
a  study  of  abnormal  manifestations,  and  to  make  deductions  in  re- 
gard to  functions  of  an  organ  by  observing  its  disturbances. 
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One  of  the  experiments  which  we  instituted,  has,  as  we  shall  see 
later,  a  direct  bearing  upon  the  much  contested  function  of  the 
cochlea  and  tends  to  confirm  the  neo-Muellerian  theory  which  ap- 
plies the  law  of  sense  energy  to  quality  as  well  as  modality. 

Practically  the  information  derived  from  a  study  of  auditory 
fatigue  may  possibly  be  utilized  in  connection  with  the  recently 
launched  propaganda  for  the  suppression  of  unnecessary  noises, 
as  showing  under  what  condition  sounds  produce  injurious  effects. 

Furthermore  such  experimental  studies  might  prove  of  practical 
value  in  giving  a  suggestion  or  establishing  a  criterion  for  the  pos- 
sible utilization  of  acoustic  exercises  in  the  improvement  and 
strengthening  of  failing  audition.  So  far  as  our  researches  in  the 
literature  go  there  have  been  but  few  attempts  at  a  systematic  study 
of  this  important  subject  of  auditory  fatigue. 

Corradi  pointed  out  that  when  a  tuning-fork,  held  against  the 
mastoid,  ceased  to  be  heard,  was  removed  and  after  about  two  sec- 
onds interval  replaced,  the  sound-perception  was  renewed.  This 
might  sometimes  be  repeated  once,  twice  or  three  times.  Hammer- 
schlag  made  similar  observations  with  regard  to  aerial  conduction 
of  tuning-fork  vibration.  Eitelberg  observed  that  some  indivi- 
duals after  listening  for  about  forty-five  seconds  to  the  sound  of  a 
watch,  would  lose  the  sound  or  hear  it  with  less  intensity. 

Recently  Vasylieff,  a  Russian  Army  Surgeon,  made  experiments 
upon  soldiers  with  reference  to  auditory  fatigue.  He  compared  a 
great  number  of  times  the  duration  of  the  vibration  of  forks  of  dif- 
ferent pitch  in  the  cases  of  a  number  of  soldiers  with  his  own, 
which  had  in  each  case  been  previously  determined.  He  concluded 
that  the  law  of  Du  Bois-Reymond.  as  regards  excitability  of  motor 
nerves,  may  be  equally  true  of  the  end-apparatus  of  the  auditory  or- 
gan. With  regard  to  difference  in  pitch  he  found  that  fatigue  of 
the  auditory  nerve  with  sound-transmission  through  the  air  is  much 
greater  for  high  tones  than  for  low. 

The  chief  fault  with  experiments  of  this  kind  is  that  the  instru- 
ments employed  do  not  permit  of  a  satisfactory'  measurement  of 
the  sound  stimulus.  Sensation  itself  is  not  actually  capable  of  men- 
suration so  that  its  power  can  really  only  be  stated  in  terms  of  the 
energy  employed  to  produce  a  given  sensation.  We  must,  there- 
fore, in  estimating  fatigue,  make  use  of  a  source  of  sound  whose 
intensity  can  be  easily  and  exactly  measured. 

The  author's  experiments  were  conducted  at  the  Government  Bu- 
reau of  Standards,  with  the  able  assistance  of  Dr.  Harvey  Curtis, 
one  of  the  physicists  whose  expert  knowledge  of  electricity  was  in- 
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dispensable  in  such  work.  We  employed  as  the  source  of  sound  a 
special  machine  which  furnished  an  alternating  current  capable  of 
giving  a  frequency  of  from  60  to  3,000  cycles  per  second.  A  meas- 
ured current  for  this  machine  is  passed  through  the  primary  of  a 
variable  mutual  inductance.  An  alternating  current  having  a  very 
pure  sinusoidal  wave-form  is  thus  produced  and  sent  to  a  specially 
constructed  sensitive  telephone.  This  current  may  be  easily  varied 
and  measured. 

It  is  assumed  that  the  intensity  of  the  sound  js  proportional  to 
the  current,  though  if  this  intensity  be  defined  as  proportional  to 
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Figure    3. 

the  square  of  the  amplitude,  the  intensity  is  proportional  to  the 
square  of  the  current.  In  this  method  the  fatigue  will  appear  more 
marked  than  is  shown  by  the  curves. 

The  method  of  procedure  for  the  demonstration  of  auditory 
fatigue  was  as  follows:  We  first  determined  for  the  subject  his 
threshold  of  intensity  for  a  given  pitch,  that  is  to  say,  by  carefully 
testing  we  determined  the  lowest  possible  intensity  necessary  to  pro- 
duce a  clearly  recognizable  sound-sensation  of  that  particular  pitch. 
In  testmg  this  for  fatigue  we  would  now  augment  the  intensity  of 
this  original  threshold  or  liminal  value  10,  100  or  1,000,  fold,  as  the 
case  might  be,  and  expose  the  subject's  ear  to  this  multiplied  inten- 
sity a  determined  length  of  time.  The  hearing  would  then  imme- 
diately thereafter  again  be  tested,  to  discover  if  the  original  thresh- 
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old  had  been  lowered  or  raised  and  how  much.  This  process  could 
be  repeated  any  number  of  times. 

The  results  of  the  tests  are  graphically  shown  in  the  accompany- 
ing charts.  They  have  not  been  made  upon  a  sufficient  number  of 
subjects  nor  repeated  a  sufficient  number  of  times  to  permit  us  to 
draw  sweeping  conclusions,  but  they  were  at  least  suggestive  enough 
to  enable  us  to  make  a  few  observations  which  may  be  summarized 
as  follows : 

In  practically  every  instance  by  this  method  we  were  able  to 
demonstrate  a  greater  or  less  degree  of  fatigue,  which  seemed  to 
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vary  not  only  with  pitch,  duration  and  intensity,  but  with  the  gen- 
eral condition  of  the  subject  at  the  time  of  the  test,  and  especially 
with  the  state  of  his  attention  or'^with  the  disturbing  noises  even 
though  they  were  very  slight.  , 

With  regard  to  influences  of  differences  in  pitch,  we  found  that 
towards  the  middle  of  the  range  the  auditory  organ  was  most  resist- 
ant, and  that  it  was  especially  manifest  as  we  approached  the  two 
extremities  either  upward  or  downward.  This  is  probably  due  to 
the  fact  that  the  middle  zones  of  the  ear  are  the  most  practiced  and, 
therefore,  the  most  developed ;  for  we  know  that  though  the  human 
ear  has  a  range  of  about  eleven  octaves  the  range  of  conversation 
does  not  extend  beyond  five  and  is  chiefly  comprised  within  about 
two  or  three,  extending  upward  from  say  80  to  640  vibrations  per 
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second.  Wien,  Quix  and  Zwaardmaker  have  in  fact  demonstrated 
by  painstaking  tests  that  we  have  for  the  tonal  scale  a  zone  of 
maximal  sensitiveness  just  as  we  have  an  area  of  greatest  retinal 
sensitiveness.  This  zone  has  been  found  by  these  authors  to  extend 
from  C^  to  G^ 

One,  at  first  thought,  might  suppose  that  the  more  sensitive  the 
part,  the  quicker  it  would  manifest  fatigue-phenomena,  but  such  is 
not  the  case,  its  great  sensitiveness  being  rather  an  evidence  of  its 
development  into  an  organ  of  greater  perfection  and  strength.  There 
is  probably  in  these  areas  a  more  rapid  recovery  than  in  the  less  de- 
veloped parts  of  the  cochlea,  in  accordance  with  the  observation 
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made  by  Mateucci  that  the  recovery  from  fatigue-effects  occurs  with 
greatest  promptness  in  cells  which  show  the  most  marked  ex- 
citability. 

As  did  Vasilyeff,  we  noticed  that  the  higher  notes  were  generally 
more  fatiguing  than  the  low.  This  might  be  explained  by  the  fact 
that  in  the  high  notes  greater  number  of  vibrations  must  be  per- 
ceived in  a  given  period.  It  is  quite  in  accord  with  the  observa- 
tion that  with  the  same  energy  a  greater  psychical  intensity  is  pro- 
duced by  high  notes  than  by  low. 

Of  all  the  experiments  undertaken  there  was  none  so  apparently 
conclusively  as  that  done  for  the  purpose  of  proving  whether  audi- 
tory fatigue  for  a  certain  note  was  restricted  to  that  note  or  would 
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be  at  the  same  equally  manifest  for  the  notes  far  removed  in  the 
scale. 

We  selected  for  this  experiment  notes  of  the  vibratory  frequency 
of  60  and  900  per  second  respectively.  The  method  consisted  in  ex- 
posing the  ear  first  to  one  of  the  notes  raised  to  an  intensity  of  one 
thousand  times  its  normal  liminal  value  for  the  duration  of  a  min- 
ute, then  testing  for  the  threshold  value  of  each,  taking  them  al- 
ternately. We  found  that  in  either  case  whether  we  fatigued  op 
the  high  and  compared  with  the  low,  or  on  the  low  and  compared 
with  the  high,  that  while  the  liminal  value  ascended  considerably  for 
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Figure   6. 

the  fatiguing  note,  it  held  normal  value  for  the  other.  This  experi- 
ment seems  to  indicate  that  separate  cochlear  areas  are  concerned 
with  separate  notes  and  bears  out  the  Helmholtz  conception  of  the 
auditory  function. 

In  order  to  give  a  physiologic  basis  to  his  theory,  Helmholtz,  we 
know,  carried  the  doctrine  of  specific  energy  as  proposed  by  Johann 
Mueller  to  a  point  decidedly  beyond  that  in  the  mind  of  the  pro- 
pounder.  Mueller  maintained  that  every  sense-organ,  if  the  stim 
ulus  be  adequate,  responds  with  a  sensation  peculiar  to  that  orgai. 
The  olfactory  organ,  no  matter  how  stimulated,  can  give  rise  onh 
to  sensation  of  smell,  the  retina  only  one  of  vision,  and  so  on.  This 
is  a  specialization  of  function  which  applies  to  modality  only. 
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Helmholtz  and  his  followers  extended  it  also  to  differences  in 
the  quality  of  the  sensation,  when  they  maintained  that  for  vision 
there  must  be  separate  nerves  and  cells  for  different  colors,  and  in 
the  case  of  audition  separate  nerves  and  cells  for  vibrations  of 
sound  which  dift'er  in  pitch.  Thus  was  built  up  his  theory  of  sym- 
pathetic resonance,  which  regards  the  cochlea  as  a  vast  congeries 
of  resonators  each  attuned  to  a  different  vibratory  frequency  corre- 
sponding in  number  and  variety  to  all  the  notes  within  the  range 
of  audibility. 

As  regards  intensity  we  were  not  able  to  see  any  direct  ratio  be- 
tween fatigue  and  the  grades  of  intensities  which  we  used.  In  the 
higher  intensities  with  the  deep  notes  a  booming  sound  seemed  to 
linger  in  the  ear  as  sort  of  an  after-image  of  which  rendered  it  diffi- 
cult to  ascertain  the  threshold  quickly  in  such  cases.  Sounds  of  low 
intensity  approaching  the  threshold  were  especially  fatiguing  be- 
cause the  factor  of  attention  came  here  particularly  into  play. 

Finally  our  experiments,  while  they  demonstrated  conclusively 
the  fact  of  fatigue  in  the  auditory  organ,  at  the  same  time  served  to 
impress  us  with  this  organ's  wonderful  powers  of  recovery.  We 
found  that  we  required  an  average  .-of  fifteen  seconds  to  pass  from 
a  fatiguing  sound  to  zero  and  thence  ascertain  the  liminal  value. 
Uncertainties  in  our  mind  of  what  we  heard  would  sometimes 
cause  delay  and  in  such  case  we  found  that  even  a  few  seconds  addi- 
tional decidedly  affected  the  result.  We  found  that  where  the  ear 
showed  a  high  fatigue-value,  that  in  testing  at  intervals  of  fifteen 
seconds,  it  gradually  fell  back  and  was  generally  normal  in  one  or 
two  minutes. 

Considering  how  constantly  the  ear  is  exposed  to  sounds  not  only 
from  without  but  also  to  some  of  intrinsic  origin,  it  must  be  owing 
to  this  wonderful  recuperative  power  that  it  does  not  show  more 
frequently  evidences  of  fatigue  or  even  of  a  degenerative  change. 

The  Rochambeau. 


Roentgen  Therapy  in  Otosclerosis.  H.  OrtloEF.  Arch.  f.  Ohrenh., 
Bd.  90,  Heft. A,  ims,  p.  2?>S. 
Contrary  to  the  results  reported  by  Joulin.and  Schwarz,  Ortloff 
does  not  find  radiotherapy  of  permanent  value  in  otosclerosis.  Oc- 
casionally the  deafness  is  ameliorated  but  this  is  only  temporary. 
Further  experiments  are  urged.  Ed. 


THe  SUB=PERIOSTEAL  TEMPORAL  ABSCESS  OF  OTIC 
ORIGIN  WITHOUT  INTRA-OSSEOUS  SUPPURATION*. 

DR.  HENRI  LUC,  PARIS,  FRANCE. 

The  aim  of  this  short  paper  is  to  convey  to  the  knowledge  of  my 
American  colleagues  a  special  complication  of  the  infection  of  the 
middle-ear,  the  first  description  of  which  I  published  in  1900.  Other 
examples  of  it  have  been  published  since  then,  either  by  myself  or 
by  some  of  my  colleagues  (in  Belgium,  Vues ;  in  France,  Pechar- 
mant,  Aboulker,  Jacob,  Jacques  and  Gault). 

Though  our  distinguished  colleague,  Thomas  J.  Harris,  recorded 
the  chief  features  of  my  own  description  in  his  excellent  paper  on 
"Atypical  ^Mastoiditis"  read  before  the  meeting  of  the  American 
Otological  Society,  Atlantic  City,  1911,  I  thought  it  might  not  be 
totally  destitute  of  interest  if  I  summarized  before  you  the  few 
characteristic  symptoms  which  enable  us  to  recognize  this  par- 
ticularly benign  complication  of  middle-ear  infection  and  to  apply 
to  it  the  not  less  benign  treatment  it  requires ;  thus  sparing  our  pa- 
tients the  useless  opening  of  the  bone. 

I  wish  to  record  the  two  cases  which  by  opposite  routes  gave  me 
the  clue  to  a  right  interpretation  of  the  accidents  in  question. 

Few  otologists,  I  think,  may  boast,  after  some  years  of  surgical 
practice,  of  never  having  opened  a  perfectly  normal  mastoid.  Such 
had  also  been  my  lot  perhaps  more  than  once,  when  in  the  spring 
of  1900  I  again  failed  to  find  the  suspected  pus  in  the  mastoid  of  a 
young  girl  presenting  such  an  ensemble  of  general  and  local  symp- 
toms to  make  the  incident  unforgetable. 

The  girl  in.  question,  9  years  of  age,  had  been  attacked  on  April 
28,  bv  an  angina  a  frigore.  Six  days  later,  pain  in  the  right  ear. 
but  moderate  and  not  interfering  with  her  sleep.  After  another 
lapse  of  three  days,  while  no  discharge  had  been  noted  from  the 
ear  nor  any  increase  of  the  pain,  there  developed  a  diffuse  swelling 
on  the  temporal  region,  moderately  tender  under  pressure  and  ac- 
companied by  a  slight  edema  of  the  upper  eye-lid  of  the  same 
side. 

The  family  doctor  consulted  me  about  the  meaning  of  that  swell- 
ing.    I  first  directed  my  attention  towards  the  ear,  where  I  noted 

•Read  at  the  meeting:  of  the  Ninth  International  Otological  Congress, 
Boston,   Mass.,  August  14,  1912. 
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but  very  slight  anatomical  and  functional  modifications ;  the  hear- 
ing-power was  but  little  lowered ;  the  tympanic  membrane  showed 
some  redness,  but  no  bulging,  and  did  not  let  any  discharge  escape 
after  being  opened.  There  was  no  appearance  of  furuncles  in  the 
meatus. 

On  May  8,  the  temporal  swelling  having  increased  gradually  and 
extending  to  the  mastoid  region  and  as  the  very  distinct  fluctuation 
could  not  allow  any  doubt  as  to  the  presence  of  pus  under  the  per- 
iost,  it  was  decided  to  open  the  abscess  under  chloroform.  The  in- 
cision of  the  soft  parts  made  along  the  insertion  of  the  auricle  down 
to  the  bone  confirmed  the  diagnosis,  while  letting  a  teaspoonful  of 
pus  of  creamy  appearance  escape. 

Being  still  under  the  influence  of  the  generally  admitted  views, 
namely,  that  any  sub-periostal  suppuration  of  otic  origin  means  a 
coexistent  intra-nasal  suppuration  and  convinced  that  my  operation 
would  not  have  been  complete  had  I  not  opened  the  mastoid  an- 
trum, I  removed  the  cortical  of  the  apophysis  on  all  its  extents,  un- 
wittingly denuding  the  sigmoid  sinus  that  was  situated  abnormally 
far  forward,  but  not  finding  any  pus  in  the  antrum  nor  in  the  re- 
gion of  the  apex.  Of  course  the  child  made  a  perfect  recovery, 
which  though  was  only  obtained  after  three  weeks  of  dressings. 

This  case  awakened  naturally  in  my  mind  the  desire  of  avoiding 
in  further  similar  circumstances,  the  bony  part  of  the  operation 
which  could  and  ought  to  have  been  spared  to  the  young  patient 
with  a  more  precise  diagnosis.  In  consequence  of  a  lucky  coinci- 
dence, on  May  15,  while  the  child,  whose  case  I  have  just  been  re- 
lating, was  still  under  treatment,  I  was  consulted  by  a  man,  26  years 
old,  for  a  swelling,  the  aspect  and  seat  of  which  ofifered  the  great- 
est similarity  to  those  noted  in  my  first  patient :  in  fact  it  was  more 
supra-  than  retro-auricular  and  occupied  a  vast  triangular  surface 
of  the  temporal  region,  with  its  basis  turned  upwards,  whilst  its 
apex  pointed  to  the  soft  parts  covering  the  upper  wall  of  its  open- 
ing. As  in  the  first  case,  the  edema  extended  to  the  superior  eye- 
lid ;  there  was  hardly  any  fever,  the  patient's  looks  were  excellent ; 
no  spontaneous  pain  preventing  sleep:  little  tenderness  of  the  swol- 
len parts  under  pressure. 

The  patient  gave  the  following  history :  a  fortnight  before,  in  con- 
sequence of  a  cold  in  the  head,  he  had  felt  some  pain  in  the  other 
ear  (the  right  one)  which  had  subsided  after  the  appearance  of  a 
moderate  and  transitory  discharge  from  the  meatus.  Two  days  lat- 
er the  same  symptoms  had  been  noted  on  the  left  side.  There  the 
discharge  only  lasted  a  single  day.     After  a  lapse  of  four  days  the 
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swelling  had  made  its  first  appearance  and  had  not  ceased  to  in- 
crease since.  As  the  swelling  at  the  entrance  of  the  meatus  made  the 
inspection  of  the  tympanic  membrane  utterly  impossible,  I  prac- 
ticed an  insufiflation  of  air  through  the  Eustachian  tube  bv  means 
of  the  catheter,  and  could  detect  some  crepitus,  which  suppressed 
any  doubt  regarding  the  infection  of  the  middle  ear.  On  the  other 
hand,  the  absence  of  the  characteristic  tenderness  under  pressure 
of  the  soft  parts  of  the  meatus  was  anything  but  favorable  to  the 
diagnosis  of  a  furuncular  eruption. 

In  order  to  settle  my  opinion  in  that  respect,  after  duly  anesthet- 
izing the  skin  of  that  region  by  means  of  an  injection  of  cocain,  I 
performed  a  deep  incision  down  to  the  bone,  along  the  upper  wall 
of  the  meatus,  in  consequence  of  which  I  obtained  the  spontaneous 
escape  of  very  fluid  pus,  whose  abundance  greatly  increased  by 
pressing  on  the  temporal  swelling.  With  the  help  of  a  probe  intro- 
duced through  the  incision  I  could  feel  plainly  the  bony  surface  de- 
nuded. 

In  spite  of  the  experience  acquired  at  the  expense  of  the  previous 
case  I  was  still  so  much  under  the  influence  of  the  prevailing 
ideas  that  I  hardly  dared  to  expect  the  complete  recovery  of  this 
second  patient  from  such  a  limited  incision  of  the  soft  parts.  I  re- 
solved, notwithstanding,  to  stop  there  temporarily  and  to  apply  on 
the  temporo-auricular  region  a  wet  dressing,  after  keeping  the  in- 
cision open  by  means  of  a  small  drain. 

On  the  following  day  there  was  still  some  pus  in  the  sub-periosteal 
cavity,  which  was  again  evacuated  by  pressure  of  the  temporal  re- 
gion. The  inside  of  the  abscess  was  then  touched  with  a  piece  of 
wadding  soaked  in  iodin-glycerin.  On  May  19  all  traces  of  the 
swelling  had  disappeared,  and  a  few  days  later  the  little  wound  had 
thoroughly  healed  up. 

The  two  cases  I  have  just  recorded  were  destined  to  be  epoch- 
making  in  my  practice,  since  I  felt  entitled  to  draw  from  them  the 
conclusion,  that  some  forms  of  sub-periosteal  suppuration  of  otic 
origin  can  heal  in  consequence  of  the  simple  incision  of  the  soft 
parts.  The  question  was  only  to  determine  with  as  much  precision 
as  possible  the  clinical  features  on  which  such  a  diagnosis  might  be 
founded. 

After  personally  observing  some  other  similar  cases  and  reading 
the  description  of  several  facts  published  by  other  authors,  I  pro- 
pose to  you  the  following  comparative  table,  as  representing  the 
chief  elements  of  difTerentiation  between  the  sub-periosteal  puru- 
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lent  collection  consecutive  to  intra-mastoid  suppuration  and  the  sub  • 
periosteal  abscess  independent  on  intra-osseous  suppuration : 

Sub  Periosteal  abscess  accompany-         8uJ)-periosteal    abscess    independ- 
ing  viastoiditis.  ant   on  intra-osseous  suppuration. 

Abun(!ant    and    persistant    otor-  Slight    and    transitory    otorrhea, 

j-liea.  having  generally  disappeared  wh«n 

the  swelling  occurs. 
Retro-auricular  swelling.  Rather    supra-auricular    swelling 

covering  the  greatest  part  of  the 
temporal  region  and  pointing  in- 
feriorly  towards  the  upper  wall  of 
the  meatus,  whose  soft  parts  are 
raised  by  the  infiltration. 
Mastoid     region     tender     under  Generally  little  or  no  tenderness 

ressure.  of  the  mastoid  under  pressure. 

Deep      spontaneous     pain      with  Little    or    no    spontaneous    pain, 

throbbing      sensation,      preventing      No  sleeplessness, 
sleep. 

More    or    less    high    fever.      Al-  Little   or  no   fever.     Good  looks 

teration   of   the   face,   with   an   ex-      preserved, 
rression  of  suffering. 

I  am  conscious,  of  course,  that  such  schemas  with  their  appear- 
ance of  absolutism  are  very  far  from  corresponding  to  the  essen- 
tial variability  of  clinical  facts.  Their  only  pretension  must  then  be 
to  be  representative  of  the  majority  of  cases.  Of  this  I- cannot  give 
a  more  illustrious  instance  than  by  recording  my  last  case,  which 
was  published  in  the  Annates  des  Maladies  de  I'Oreille,  1903,  No. 
10,  p.  387,  the  subject  of  which  had  his  nights  disturbed  by  pains 
and  a  rather  high  degree  of  fever  (38.9°),  while  the  apex  of  his 
mastoid  showed  a  marked  tenderness  under  pressure.  If,  in  that 
case,  I  did  not  proceed  at  once  to  opening  the  mastoid,  it  was  only  in 
order  to  grant  a  little  respite  to  the  young  patient  and  to  his  pa- 
rents, all  three  feeling  most  apprehensive  of  the  mastoid  operation, 
but  I  was  fairly  decided  not  to  delay  the  mastoidectomy  later  than 
the  following  day  in  case  the  serious  symptomatic  ensemble  had  not 
subsided.  I,  therefore,  limited  my  intervention  to  drawing  the 
sub-periosteal  pus  through  a  long  incision  performed,  under  local 
anesthesia,  along  the  upper  wall  of  the  meatus ;  and  great  was  my 
surprise  as  well  as  my  satisfaction,  on  the  following  day,  on  finding 
the  patient  fever-  and  painless,  and  on  noting  the  complete  disap- 
pearance of  the  tenderness  of  the  mastoid  apex. 

Of  all  the  elements  of  differential  diagnosis  previously  enumer- 
ated I  feel  bound  to  propose,  as  the  most  reliable,  the  scantiness  and 
transient  character  of  the  otorrhea  and  the  fact  that  it  has  general- 
ly completely  ceased  when  the  temporal  swelling  first  appears.  I 
must  also  not  omit  to  mention  the  fact,  that,  in  the  only  case  where 
the  micro-biological  examination  of  the  pus  of  a  very  typical  similar 
abscess  was  performed  by  my  friend  Jacques  (of  Nancy),  the  cul- 
tures showed  in  it  the  exclusive  presence  of  the  pneumococcus. 
Such  an  investigation  ought  to  be  renewed  on  all  further  occasions, 
since  it  might  provide  us  with  a  new  means  of  diagnosis. 

The  pathogeny  of  the  sub-periosteal  temporal  abscess  I  have  just 
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described  has  been  a  subject  o£  discussion  among  otologists.  For 
my  own  part,  I  have  always  considered  as  the  most  probable  and 
natural  hypothesis,  that  the  infecting  germs,  after  penetrating  into 
the  tympanic  cavity,  pass  directly  under  the  mucous  membrane  of 
its  roof  unto  the  deep  coating  of  the  periost  of  the  upper  wall  of  the 
meatus,  finding  their  natural  way  from  one  region  to  the  other 
through  the  Rivinus'  fissure,  along  the  vascular  elements  emanating 
from  the  deep  auricular  artery.  The  absence  of  any  intra-osseous 
suppuration  and  the  continuity  of  the  swelling  all  along  the  upper 
wall  of  the  meatus  and  from  there  to  the  temporal  region  seems  to 
retrace  exactly  the  successive  land-marks  of  the  microbian  migra- 
tion. I  found,  furthermore,  an  unexpected  support  of  this  view  in 
an  article  published  by  my  two  colleagues,  Le  Marc  Hadour  (of 
Paris)  and  Chauveau  (of  Geneva)  in  the  July  number  of  the  Ati- 
nales  des  Maladies  de  I' Oreille,  under  the  title:  "Periostites  du 
conduit  auditif  externe  au  cours  des  otites  suppurees,"  in  which 
they  show  the  tendency  of  the  infection,  in  some  cases  of  acute  sup- 
puration of  the  tympanic  cavity,  especially  in  children,  to  penetrate 
and  progress  under  tHe  periost  of  the  upper  wall  of  the  meatus  more 
or  less  far  towards  the  temporal  region. 

Whatever  may  be  the  views  held  as  to  the  mechanism  of  the  de- 
velopment of  such  accidents,  there  can  be  no  hesitation  as  regards 
the  best  treatment  to  oppose  to  them,  which,  even  in  the  absence 
of  a  complete  certitude  about  the  integrity  of  the  bone,  ought  to  be 
first  as  simple  as  possible,  that  is  to  say,  limited  to  the  soft  parts, 
since,  in  case  of  an  error  in  that  respect,  the  participation  of  the 
bone  to  the  suppuration  would  soon  be  revealed  to  us  by  the  per- 
sistance  of  the  local  and  general  symptoms,  and  we  should  then  have 
full  time  to  complete  our  first  intervention  by  extending  it  to  the 
mastoid  cavities. 

As  regards  the  seat  of  the  incision,  I  feel  bound  to  advocate  the 
one  I  adopted  in  my  various  cases :  the  soft  parts  covering  the  up- 
per wall  of  the  meatus,  which  on  all  my  patients  represented  the 
lowest  point  of  the  purulent  collection.  We  shall  thus  realize  the 
best  conditions  for  an  uninterrupted  escape  of  the  pus,  and  it  is  the 
result  of  my  own  experience  that,  as  a  rule,  patients  show  them- 
selves less  reluctant  towards  an  incision  to  be  dissimulated  in  the 
meatus  than  towards  a  retro-auricular  one.  The  treatment  should 
be  completed  by  the  introduction  of  a  small  drain  through  the  open- 
ing and  by  a  large  and  thick  wet  bandage. 

By  behaving  in  the  proposed  way  we  shall  be  conscious  of  spar- 
ing our  patients  any  operative  act  not  absolutely  requested;  and 
even  if  we  should  be  induced  later  on,  by  the  persistence  of  the 
symptoms,  to  open  the  bone,  they  will  be  much  more  ready  to  give 
us  their  assent  to  a  more  complete  operation,  since  we  shall  have 
proved  our  desire  to  spare  them. 


QLIO=SARCOMA  OF  THE  LEFT  LOBE  OF  THE  CEREBEL= 
LUM,  GIVING  EXTERNAL  SYMPTOMS  OF  MAS- 
TOIDITIS.    REPORT  OF  A  CASE.* 

DR.  JAMES  E.  MC  CAW,  WATKRTOWN,  N.  Y. 

Mrs.  G.  O.,  age,  31  years,  seen  in  consultation  September  3,  1912. 
Family  history :  Father  and  mother  both  living  and  in  good  health. 
One  sister  living  and  healthy. 

Personal  history :  Has  never  been  robust  and  has  suffered  from 
sick  headaches  since  early  childhood.  For  several  years  these  at- 
tacks have  been  getting  more  frequent  with  increasing  severity  ac- 
companied by  nausea  and  vomiting,  this  condition  lasting  continuous 
for  several  days.  For  six  months  she  has  been  losing  flesh  and 
strength  and  feels  nauseated  the  greater  part  of  the  time,  but  able 
to  attend  to  her  household  duties.  Two  months  ago  she  contracted 
a  severe  head  cold  which  was  followed  by  very  sharp  earache  on  the 
left  side  which  lasted  several  days,  but  with  no  discharge  from  the 
canal.  This  was  followed  in  a  few  more  days  by  "neuralgic  pain'' 
back  of  the  left  ear.  This  pain  has  continued  with  only  slight  inter- 
missions ever  since,  and  for  four  or  five  days  has  been  so  severe 
that  sleep  was  impossible  except  under  opiate.  Has  been  very  much 
nauseated  and  vomiting  at  short  intervals  for  two  days  continuously, 
these  attacks  being  aggravated  by  the  increase  in  the  severity  of  the 
paroxysm  of  pain  in  the  top  and  left  side  of  head. 

With  the  development  of  pain  over  the  left  mastoid  there  ap- 
peared attacks  of  vertigo  so  severe  at  times  as  to  compel  her  to  take 
the  recumbent  position.  For  the  past  four  days  these  vertiginous 
attacks  together  with  the  pain,  nausea  and  vomiting  had  become  so 
frequent  and  severe  that  she  was  compelled  to  remain  in  bed.  Three 
days  before  I  saw  her  there  appeared  a  soft  swelling  behind  the  left 
ear. 

Examination:  Patient  somewhat  emaciated,  anemic  with  a  very 
■  decided  salor  complexion  and  an  expression  of  suffering ;  the 
auditory  canal  clear,  membraha  tympani  lusterless  and  slightly  re- 
tracted ;  hearing  good.  There  was  some  edema  over  the  entire  mas- 
toid region;  at  the  posterior  margin  at  about  the  location  of  the 
emissary  vein,  there  was  a  smooth  fluctuating  tumor  about  an  inch 
in  diameter,  exquisitely  sensitive  to  pressure.     Much  manipulation 

♦Read  at  the  meeting'  of  the  American  Laryngological,  Rhinological  and 
Otological  Society,  Washirgton,  D.   C,  May  9,  1913. 
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of  this  mass  would  produce  a  sensation  of  nausea.  Upon  deep 
pressure  there  was  decided  tenderness  over  the  entire  mastoid  area, 
the  sensitiveness  increasing  as  the  fluctuating  tumor  was  approached. 
There  was  no  evidence  of  muscular  twitchings  or  paralysis,  sensa- 
tion so  far  as  could  be  determined  was  normal,  mobility  of  the  eyes 
perfect  and  pupillary  reaction  negative.  The  eye  grounds  showed 
a  slightly  choked  disc  in  each ;  and  distributed  o\'€r  the  fundus  of 
each  eye  were  small,  flame-shaped  hemorrhages ;  sight  distinctly 
blurred,  the  exact  degree,  however,  was  not  determined.  Tempera- 
ture, 99°  F.,  pulse,  72,  respiration,  18. 

At  this  time  we  could  not  satisfactorily  interpret  the  symptoms 
and  the  objective  findings.  The  writer  was  convinced,  however, 
that  there  was  some  intra-cranial  involvement,  the  nature  of  which 
was  in  doubt  from  the  fact  that  there  was  a  histon,'  of  middle-ear 
trouble  two  months  previously  with  gradual  development  of  mas- 
toid involvement  and  the  appearance  of  a  fluctuating  tumor  over 
the  same  area.  The  symptoms,  however,  were  sufficiently  urgent 
to  warrant  an  exploration.  She  was  sent  to  the  hospital  and  I 
operated  upon  her  the  next  morning. 

The  usual  mastoid  incision  was  made  and  another  beginning  at 
about  the  middle  of  the  original  incision  and  extending  downward 
and  backward  into  the  fluctuating  tumor  above  described,  which 
was  found  to  be  composed  of  necrosed  tissue,  blood-clots  and  dark 
grumous  fluid  blood.  The  flaps  were  then  elevated,  the  antrum  en- 
tered and  found  normal.  The  external  table  of  the  mastoid  was  then 
chiseled  away,  which  revealed  an  exceedingly  pneumatic  process, 
each  cell  very  large,  prominently  outlined  and  filled  with  dark  thick 
blood,  the  membranous  lining  of  each  cell  was  decidedly  thickened 
and  velvety-looking,  being  infiltrated  and  colored  by  the  same  bloody 
material.  No  pus  was  found.  This  entire  area  was  curretted  away 
and  as  the  sigmoid  sinus  was  approached  it  was  found  exposed  by 
a  necrosis  of  the  inner  table  beginning  above  the  knee  and  extend- 
ing downward  for  about  one  and  a  half  inches ;  this  necrosis  also 
extended  downward  and  backward  from  the  sinus,  exposing  a  large 
area  of  thickened  dura.  Just  below  and  behind  the  knee  there  was 
a  necrotic  opening  in  the  dura  filled  with  a  firm  blood  clot,  directly 
connected  with  the  tumor  noticed  externally.  All  clots  were  care- 
fully removed  and  a  sub-dural  exploration  made  which  revealed  a 
large  bleeding  mass.  The  hemorrhage  was  so  severe  that  it  was 
thought  wise  to  defer  further  operative  work  at  this  time.  The 
wound  was  cleansed  and  packed  tightly  with  iodoform  gauze  and  a 
compression  bandage  applied.  The  patient  reacted  nicely  and  next 
morning  said  that  her  head  felt  clearer  than  it  had  for  months. 
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For  two  days  there  was  a  great  quantity  of  bloody  oozing,  so 
that  the  dressings  had  to  be  reinforced  several  times.  The  first 
dressing  was  done  on  the  third  day  and  every  second  day  there- 
after. At  each  dressing  it  was  evident  that  the  clot  projecting 
through  the  dural  opening  was  getting  larger  and  firmer  with  more 
resistance  below  the  dura ;  but  as  her  symptoms  were  all  relieved 
and  she  seemed  to  be  making  such  favorable  progress,  it  was 
thought  wise  not  to  explore  further.  However,  all  of  h^r  old  symp- 
toms began  to  reappear  at  the  end  of  three  weeks,  so  that  it  was 
impossible  for  her  to  retain  nourishment. 

On  September  29  I  again  operated  upon  her ;  this  time  cutting 
away  the  bone  below  and  posterior  to  the  sigmoid ,  thoroughly  ex- 
posing the  cerebellar  fossa;  the  dura  which  was  very  thick  was 
freely  incised  over  this  area.  Terrific  hemorrhage  ensued  and  the 
tumor,  2y2  inches  by  1^,  which  I  here  show  you,  presented  in  the 
dural  opening.  My  finger  was  quickly  passed  around  it  and  de- 
livered it  from  its  bed.  It  occupied  the  anterior  part  of  the  left 
lobe  of  the  cerebellum.  The  cavity  had  to  be  rapidly  packed  to  con- 
trol the  hemorrhage ;  so-  no  detailed  examination  of  it  could  be  made. 
The  patient  suft'ered  greatly  from  shock  and  hemorrhage,  but  under 
the  usual  treatment  rallied  nicely  in  about  forty-eight  hours.  All 
pain,  nausea,  vomiting  and  vertigo  were  relieved  by  the  removal  of 
the  growth,  but  when  she  left  the  hospital  twenty-eight  days  later, 
there  was  a  cerebellar  hernia  and  the  evidence  of  a  return  of  the 
growth  at  the  anterior  part  of  the  wound,  ^his  patient  went  back 
to  her  home  in  Canada  and  died  about  two  months  later. 

pathologist's  report. 
"Examination  of  fungating  growth  from  behind  ear  of  Mrs.  G.  O.  Por- 
tion brought  consisted  of  the  fungating  part  of  tumor  protruding  through 
skull  over  lateral  cerebellar  region.  The  surface  of  this  mass  was  full  of 
bone  spicules,  while  deeper  parts  were  markedly  hemorrhagic  with 
strands  of  lighter  tissues  running  through  same.  Sections  were  made  in 
different  portions  of  growth.  The  deeper  parts  showed  structure  of  gli- 
oma with  much  hemorrhage  and  zones  of  inflammation.  Towards  the  sur- 
face the  cellular  elements  of  bone  (osteoblasts  and  osteoclasts)  were 
abundant  and  actively  prolifering  and  there  were  areas,  both  of  new  bone- 
formation  and  of  bone-absorption.  On  the  surface  newly-formed  bone  was 
abundant  with  large  narrow  spaces.  No  doubt  the  primary  condition  was 
Slioma  (giiosarcoma)  which  in  fungating  through  the  operation  wound 
sharply  stimulated  the  bone  cells  to  growth,  etc. 

W.   T.   CoNNEL,   Kingston,   Ont. 

Examination  of  the  original  growth  gave  the  same  general  find- 
ings and  diagnosis. 
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Aside  from  the  interest  which  this  case  possesses  as  a  brain 
tumor,  there  are  several  imusual  features  in  connection  with  it 
which  I  think  should  interest  us  as  otologists.  Here  was  a  case  giv- 
ing a  histor)-  of  ear-trouble  two  months  before  with  the  gradual  de- 
velopment of  a  mastoid  involvement,  with  all  the  external  symp- 
toms positive,  accompanied  by  unmistakable  evidence  of  intra-cran- 
ial  pressure  and  still  the  findings  at  the  time  of  operation  showed 
the  ear  and  antrum  negative.  Such  a  coincidence  in  history  and 
symptom-development  in  a  less  pronounced  case  might  be  very  mis- 
leading. Such  a  coincidence  of  circumstances  must  be  exceedingly 
rare. 

The  wide-spread  blood  extravasation  involving  all  the  mastoid 
cells  and  the  formation  of  an  hematoma  below  the  periosteum  re- 
sulting from  extensive  necrosis  of  both  cranial  tables,  due  to  the 
extreme  intra-cranial  pressure,  the  source  of  the  bleeding  being  sub- 
dural, which  was  demonstrated  at  the  first  operation  when  the  clot 
was  traced  from  the  sub-periosteal  hematoma  into  the  mastoid  cells 
and  through  the  dural  opening  must  be  a  rather  unusual  condition. 

The  position  of  the  tumor  in  the  lower  anterior  and  outer  part 
of  the  cerebellar  fossa,  would,  T  think,  in  a  measure  explain  the 
great  tendency  to  bleeding.  As  the  tumor  developed  it  certainly 
produced  increasing  pressure  on  the  sigmoid  sinus  just  above  the 
bulb,  which  no  doubt  interfered  with  the  return  circulation  and 
therefore  a  factor  in  the  greater  tendency  to  extreme  hemorrhage. 

When  we  consider  the  widespread  destructive  changes  that  must 
have  been  going  on  for  a  long  time,  it  is  most  surprising  that  defi- 
nite symptoms  of  intra-cranial  involvement  were  not  sooner  de- 
veloped. 

Bank  and  Loan  Building. 


Enucleation  of  Tonsils  and  Removal  of  Adenoids  Under  Qas  Anes- 
thesia. J.  F.  O'Mallky.  Brit.  Med  Jour.,  April  5,  1913.  p.  G99. 
The  author  employs  the  Sluder  method  with  slight  modifications. 
Adenoids  are  removed  in  about  15  seconds  and  a  tonsil  in  from  4  to 
5  seconds.  In  addition  to  the  usual  preparations  for  general  anes- 
thesia O'Malley  administers  one  day  prior  to  operation  and  for  six 
days  after,  a  mixture  of  sodii  salicyl,  potass,  bicarb.,  potass,  chlor. 
(aa  gr.  x),  elixir  aromat  B.  P.  C.  (m.  xx)  and  ag.  chlorof  (fl.  oz. 
jss).  Ed 


THE  USE  OF  GAUZE  PACKING  IN  THE  EAR  CANAL.* 

DR.    MARK    D.    STEVENSON,    AKRON,    OHIO. 

Small  tufts  of  cotton  rolled  into  a  small  ball  are  usually  employed 
in  the  outer  ear-canal  when  any  discharge  is  present.  This  serves 
to  protect  the  ear  from  the  wind,  from  the  entrance  of  foreign  bod- 
ies, "insects,  infections,  etc.,  but  instead  of  readily  absorbing  the  dis- 
charges it  dams  them  back  into  the  ear,  preventing  their  free  es- 
cape. For  use  in  discharging  ears,  gauze  is  much  to  be  preferred, 
making  a  good  protector  against  external  infection  and  much  more 
readily  absorbing  the  discharges.  As  soon  as  the  gauze  becomes 
saturated  the  piece  used  may  be  discarded  and  another  piece  em- 
ployed. Gauze  has  not  been  used  so  much  for  this  purpose  as  cot- 
ton because  proper-sized  sterile  pieces  of  it  have  not  been  so  readily 
obtainable.  A  quantity  of  the  gauze  may  be  secured  sterile,  but  in 
its  use  by  the  patient  after  opening  the  package  it  is  very  likely  to 
be  contaminated  by  careless  handling  of  the  whole,  by  frequent  ex- 
posure to  dirt,  as  on  a  table,  by  the  use  of  unclean  scissors  or  the 
storage  of  proper-sized  pieces  in  an  unclean  container.  Clean  scis- 
sors are  not  always  available  to  cut  a  quantity  of  gauze  into  proper- 
sized  pieces. 

Realizing  the  great  advantages  in  securing  free  drainage  from 
the  ear  which  I  pointed  out  in  a  paper,  "The  Use  of  Cylindrical 
Gauze  and  Cotton  Drains  in  Discharging  Ears,"  Jour.  A.  M.  A.,  Jan- 
uary 28,  1911,  I  had  printed  instructions  prepared  as  to  the  proper 
use  of  gauze,  which  I  gave  to  certain  patients.  However,  as  it  is 
impossible  to  have  the  layman  thoroughly  understand  and  carry 
into  effect  instructions  in  regard  to  exact  cleanliness,  I  have  had 
proper-sized  pieces  of  gauze  prepared  in  quantities  so  that  one  at  a 
time  can  be  used  without  contaminating  the  remainder.  The  pieces 
of  gauze  consist  of  strips  of  selvedge  edge  gauze  about  one  inch 
wide  and  2  inches  long.  They  are  placed  in  a  small  paper  box  con- 
tainer in  which  paper  in  a  long  strip  forms  the  partitions  between 
the  separate  pieces  of  gauze.  On  pulling  out  the  paper,  one  piece  of 
sterile  gauze  at  a  time  can  be  secured. 

The  following  simple  directions  as  to  use  are  placed  on  or  in  each 
package  so  that  any  layman  can  intelligently  and  safely  use  them: 

♦Presented  at  the  seventeenth  annual  meeting  of  the  American  Academy 
of  Ophthalmology  and  Oto-Laryngology,  Niagara  Falls,   August,   1912. 

1008 


STEVENSON  :    GAUZE-PACKING  IN  EAR.  1009 

"This  gauze  is  intended  for  use  in  the  ear  for  absorbing  discharges. 
It  is  intended  that  as  soon  as  the  gauze  becomes  soiled  that  the  piece 
shall  be  destroyed  and  a  new  piece  employed.  This  is  necessary  to 
preserve  sterility  and  cleanliness  of  the  dressing.  The  directions 
should  be  strictly  carried  out." 

DIRECTIONS. 

Always  keep  the  lid  of  the  box  closed  except  when  necessary  to 
take  out'a  strip  of  gauze.  Lift  only  enough  paper  up  to  secure  one 
piece  of  gauze  at  a  time.  Never  touch  the  remaining  pieces  of  gauze 
with  the  hands,  nor  permit  the  entrance  of  dust,  liquids  or  anything 
else  into  the  contents  of  the  box.  The  fingers  should  be  thoroughly 
cleansed  by  washing  with  soap  and  water  before  removing  or  hand- 
ling the  gauze. 

The  piece  of  gauze,  if  possible,  should  be  rolled  up  and  immediate- 
ly placed  as  directed  by  the  surgeon.  It  should  never  be  laid  on  a 
table  or  elsewhere  before  use. 

Short  thin  pieces  of  packing  with  selvedge  edges,  thus  always 
readily  obtainable,  may  be  employed  in  many  ways,  e.  g..  in  a  nos- 
tril, in  packing  anv  small  wound  or  by  having  patients  change  the 
dressings  by  simply  changing  the  gauze  and  fastening  it  in  place  by 
a  little  collodion  or  by  adhesive  strips.  One  or  several  pieces  may 
be  used. 

1fi.5  East  IMarket  Street. 


Certain  Dangers  of  Adenoide  c  W.  E.  Grove,  Bull.  Johns 

Hopkins  Hasp.,  April,  1013. 
The  two  chief  dangers  Grove  classifies  as  post-operative  bleed- 
ing of  which  eleven  fatal  cases  are  recorded  in  the  literature,  and 
post-operative  infection.  Under  the  latter  head  the  author  consid- 
ers fever,  general  sepsis,  endocarditis,  acute  rheumatic  fever,  acute 
infectious  diseases  of  childhood,  tonsillitis,  adenitis,  torticollis,  lung 
infection  and  meningitis.  In  two  of  his  own  cases  infection  of  the 
accessory  sinuses  followed  the  operation.  Grove  felt  that  this  pro- 
cedure is  neither  simple  nor  harmless  but  should  be  undertaken  in 
a  hospital  and  the  cases  watched  post-operatively.  Ed. 


REPORT   OF  THE  COMMITTEE  APPOINTED  BY  AMERICAN 

LARYNQOLOQICAL,   RHINOLOQICAL  AND  OTOLOQICAL 

SOCIETY  TO  CONSIDER  THE  BEST  METHODS  TO  BE 

FOLLOWED  IN  THE  TEACHING  OF  OTO-LARYNQ= 

OLOQY  IN  UNDER»GRADUATE  AND 

POST=QRADUATE  SCHOOLS. 

Dr.  D.  J.  GiBB  WisHAET,  Toronto;  Dk.  S.  MacCxjen  Smith,  Philadelphia 

and  Db.  Chas.  W.  Kichabdson,  Philadelphia. 

The  subject  assigned  to  our  deliberation  naturally  divides  itself  intA„ 
two  distinct  parts,  and  yet  in  the  final  analysis,  the  post-graduate  teacu- 
Ing  is  closely  dependent  upon  the  thoroughness  of  the  undergraduate 
work: 

'.      THE   TEACHING  OF  OTO-LARYNGOLOGY   TO   UNDERGRADUATES. 

In  order  to  ascertain  what  methods  are  followed  and  what  views  ar' 
held  in  the  various  leading  universities  of  this  continent  upon  this  que.» 
tion  your  committee  submitted  a  series  of  questions  to  the  Professor's 
of  Oto-Laryngology  in  forty  of  the  leading  institutions,  the  list  of  fhese 
being  compiled'  from  the  Carnegie  Foundation  Bulletin  No.  4,  entitled 
"Medical  Education  in  the  United  States  and  Canada." 

These  questions  were  as  follows:  1.  Should  the  "course  of  instruc- 
tion" De  extended  over  one  or  two  years?  2.  How  many  hours  should  be 
devoted  to  this  "course  of  ii;istruction?"  3.  What  proportion  should  be 
tiinical  and  what  didactic?  4.  In  what  order  should  these  be  giv- 
en? 5.  What  should  be  the  limits  of  such  a  "course  of  Instruction"  hav- 
ing in  view  the  necessities  of  the  general  practitioner,  and  the  proper 
balance  of  the  subjects  of  a  medical  curriculum?  6.  Should  "operations" 
form  part  of  such  a  "course  of  instruction."  7.  Should  a  separate  exam- 
ination in  oto-laryngology  form  an  integral  part  of  the  final  examina- 
tion? 

Replies  were  obtained  from  some  thirty-one  institutions,  including 
over  twenty  states  and  provinces,  so  that  the  opinion  elicited  may  be 
considered  fairly  representative.  In  perusing  these  reports,  your  com- 
mittee was  agreeably  surprised  to  find  so  little  divergence  in  either 
practice  or  opinion  as  the  replies  revealed,  and  has,  therefore,  the  great- 
er confidence  in  submitting  the  resolutions  which  form  their  conclusions. 

We  regret  that  we  were  unable  to  elicit  satisfactory  information  as  to 
the  amount  of  "individual  instruction"  given  to  each  student,  Wliere 
the  number  in  the  classes  are  considerable,  (and  if  possible  that  number 
should  never  exceed  six  students),  as  Mygindi  points  out  "the  student 
is  apt  to  acquire  superficiality  in  the  examination  of  the  patient;"  this 
fault  is  undoubtedly  in  many  cases  due  to  the  teacher  not  having  suflfl- 
cient  time  to  take  each  pupil  individually  and  teach  him  all  the  details 
he  should  observe." 


N.   B. — In   answering  the   above   questions,   which   are   intended    to    ascer 
tain    the    personal    views    of    those    responsible    for   oto-laryngology    in    the 
leading  medical   colleges   of  the  United   States   and   Canada,   it   is   desirable 
to  indicate  briefly  also  to  what  extent  these  personal  views  are  carried  ou* 
In  the  institutions  with  which  the  writer  is  connected. 

1010 


WISHART-SMITII-RICHARDSON  :  OTO-LARYNGOLOGY.  1011 

We  note  also  that  the  idea  still  lingers  in  the  minds  of  some  of  our 
leading  instructors,  that  didactic  lectures  form  an  adequate  means  of 
instruction.  About  one-fourth  of  those  reporting  asked  for  equality  be- 
tween didactic  and  clinical  instruct'on.  Surely  this  cannot  be  right.  The 
regions  involved  in  oto-laryngologv  are  such  as  lend  themselves  least 
readily  to  demonstration  by  lectuj  es,  or  even  by  lecture-clinics.  It  is 
only  in  so  far  as  the  student  receives  "individual  instruction"  on  the  liv- 
ing subject  that  he  can  acquire  an  adequate  knowledge  of  his  subject 
in  the  limited  time  which  can  be  spared  in  the  overcrowded  medical 
curriculum. 

This  "individual  instruction"  requires  time,  patience  and  competent 
assistants,  but  these  are  well  worth  the  expense  involved,  as  by  proper- 
ly instructing  the  student  of  medicine  in  oto-laryngology  we  will  do 
much  to  avoid  the  conditions  which  now  lead  to  the  foisting  of  vast  num- 
bers of  what  we  may  style  pseudo-specialists  upon  the  public.  To  quote 
Myginds  again  "a  few  cases  examined  and  followed  thoroughly  teach 
the  student  to  observe,  and  give  him  better  experience  than  a  great  num- 
ber of  cases  examined  superficially." 

'Individual  instruction"  as  pointed  out  above  demands  competent  as- 
sistant instructors,  but  the  governing  boards  of  our  universities  must 
be  compelled  to  realize  the  absolute  necessity  which  exists  for  the  prop- 
er balancing  of  the  medical  curriculum,  so  as  to  turn  out  all-round  gen- 
eral practitioners  and  must  provide  the  equipment  therefor. 

Another  point  which  your  committee  deem  worthy  of  criticism  in  deal- 
ing with  these  reports  is  the  scope  of  the  instruction  with  regard  to 
text-books.  Such  a  course  should  get  as  far  away  from  the  text-book  as 
possible.  We  cannot  in  the  least  agree  with  the  gentleman  who  re- 
ported in  answer  to  question  five,  "that  the  contents  of  the  required 
text-book  on  these  subjects  should  be  covered,  chiefly  hy  recitations." 
(Note  the  italics).  The  student  should  be  led  to  read  up  the  cases  he 
sees  in  one  of  the  many  excellent  text-books  which  are  at  his  command, 
but  to  cover  a  text-book  by  recitation  is  simply  a  waste  of  time,  and 
must  lead  to  superficiality. 

Every  student  of  medicine  has  a  right  to  be  graduated  primarily  as  a 
general  practitioner.  The  first  task  of  every  general  practitioner  is 
diagnosis.  No  amount  of  text-book  recitation  will  develop  the  ability  to 
diagnose  correctly  in  oto-laryngology,  unless  there  go  beforehand  the 
visual  knowledge  of  the  normal  as  contrasted  with  the  abnormal,  the 
education  of  the  eyes,  ears  and  fingers.  This  education  means  actual 
work  upon  the  patient  and  the  "course  of  instruction"  should  therefore 
be  almost  wholly  clinical. 

As  regards  the  order  in  which  instruction  should  be  given,  some  of 
the  teachers  feel  strongly  that  any  didactic  instruction  should  be  given 
as  the  finale,  to  enable  the  student  to  co-ordinate  his  observations  and 
place  them  in  related  groups. 

By  question  five  we  hoped  to  elicit  a  sufficient  answer  to  a  difficult 
problem.  W^ith  the  daily  advance  of  medical  science,  new  subjects  are 
with  loud  voices  demanding  admission  to  an  already  overburdened 
course,  and  even  in  those  universities  where  the  course  is  one  of  five 
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years,  it  is  being  found  needful  to  relegate  some  of  the  science  subjects 
to  the  preparatory  course,  so  as  to  give  the  student  time  to  digest  what 
he  sees  daily  in  the  wards. 

The  best  of  judgment  is,  therefore,  called  for  in  determining  what 
shall  form  a  part  of  the  minimum  curriculum  in  medicine. 

On  the  other  hand  as  Gradenigo3  has  pointed  out,  "What  doctors  neeG 
in  their  daily  practice  should  be  made  compulsory,  without  expecting 
them  to  be  familiar  with  complicated  examinations  and  operations." 
This  states  in  a  nutshell  what  should  be  included  in  the  "course  of  in- 
struction" in  oto-laryngology.  The  student  should,  therefore,  be  made 
thoroughly  familiar  with  the  anatomy,  be  taught  the  use  of  the  instru- 
ments of  examination,  be  able  to  recognize  the  normal  parts,  be  familiar 
with  their  appearance  in  the  acute  inflammations  and  in  the  commoner 
chronic  affections,  and  finally  be  able  to  recognize  and  understand  the 
principles   of  treatment   of  the  acute  affections. 

With  this  information  in  his  possession  he  will  have  a  solid  founda- 
tion upon  which  to  build  his  superstructure,  will  be  able  to  read  his 
text-book  in  connection  with  a  given  case  intelligently,  obtain  a  com- 
prehensive knowledge  of  the  condition  of  the  various  organs  of  his  pa- 
tient, and  finally  be  in  a  position  to  secure  early  and  useful  assistance 
from  the  specialist.  Inability  to  examine  a  larynx  has  often  led  to  a 
failure  to  recognize  malignant  disease  in  its  incipient  stages,  and  many 
nxamples  'vvili  occur  to  all  of  us,  where  the  lack  of  training  of  the  stu- 
dent has  been  to  the  great  suffering  of  his  patient  and  the  disgrace  of 
the  practitioner.  Such  a  course  will,  however,  not  be  complete  without 
istruction  from  his  professor  as  to  what  symptoms  demand  the  skill  of 
the  specialist,  and  the  unwisdom  and  criminality  of  failure  to  refer  the 
case  for  examination  to  the  thoroughly  trained  specialist,  when  such 
symptoms  arise.  The  question  regarding  operations  was  intended  to 
raise  the  point  that  except  where  emergency  aid  is  required  as  in  my- 
ringotomj',  intubation  and  tracheotomy,  the  general  practitioner  should 
not  undertake  even  the  removal  of  tonsils,  because  every  operative  pro- 
cedure in  oto-laryngology  is  attended  by  risks  which  call  for  special 
training  and  special  skill.  The  student  has  a  right,  however,  to  under- 
stand the  way  in  which  the  condition  of  the  patient  may  be  improved 
by  skilled  operative  procedure. 

The  last  question  elicited  practically  unanimous  replies  that  a  separate 
examination  conducted  by  the  professor  of  oto-laryngology  should  form 
an  integral  part  of  the  final  examination.  The  association  of  a  question 
or  two  on  the  ear,  or  throat,  upon  the  paper  in  surgery  must  be  relegat- 
ed to  the  past. 

Your  committee,  therefore,  beg  to  recommend  for  your  adoption  the 
following  as  the  minimum  requirements  of  the  undergraduate  course  in 
oto-laryngology : 

1.  That  each  student  of  medicine  be  entitled  to  receive  sufficient  instruc- 
tion in  oto-laryngology  to  enable  him  to  deal  with  the  parts  concerned 
as  intelligently  as  with  the  rest  of  the  human  body. 

2.  That  for  this  purpose  he  should  be  familiar  with  the  anatomy  of  the 
parts,  possess  a  practical  working-knowledge  of  the  simpler  instruments 
of  examination,  be  able  to  recognize  familiarly  the  normal  appearance 
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of  the  structures,  be  practically  acquainted  with  the  pictures  presented 
by  the  acute  inttammations,  and  the  commoner  diseases  of  the  organs 
involved  and  how  to  treat  the  same.  He  should  further  be  instructed 
to  recognize  the  symptoms  of  serious  complications,  the  wisdom  of  early 
associating  the  greater  knowledge  of  the  specialist  in  the  care  of  his 
patient,  and  the  dangers  associated  with  all  operations  upon  the  parts 
involved,  except  in  the  hands  of  the  competently  trained  specialist. 

3.  That  for  this  '"course  of  instruction"  a  share  of  each  of  the  two  final 
years  of  the  medical  curriculum  be  essential. 

4.  That  the  said  "course  of  instruction"  should  embrace  both  clinical 
and  didactic  teaching,  preferably  intermingled,  the  clinical  to  be  greatly  in 
excess  of  the  didactic,  at  least  in  the  proportion  of  three  to  one. 

5.  That  clinical  instruction  be  given  to  small  groups  of  students  prefer- 
ably in  classes  of  six,  each  receiving  individual  instruction,  and  this  to- 
gether with  the  didactic  work  should  extend  over  a  period  of  at  least 
forty  hours  in  the  time  of  each  student  in  each  of  the  two  years. 

t).  That  operations  should  not  form  any  part  of  the  above  course,  except 
that  in  so  far  as  may  be  possible  each  student  should  be  permitted  to 
assist  at  the  performance  of  the  simpler  varieties,  that  he  may  become 
'  ractically  acquainted  with  the  methods  of  procedure  and  the  objects 
sought. 

7.  That  a  special  separate  examination  in  oto-laryngolog>',  preferably 
clinical,  conducted  by  the  professor  of  oto-laryngology,  form  a  part  of  the 
final  examination  in  medicine  of  every  university,  and  every  licensing 
body. 

8.  That  a  copy  of  these  resolutions  be  forwarded  to  the  medical  faculty 
of  every  university  and  college  of  medicine,  as  well  as  to  every  state  or 
provincial  examining  board,  in  the  United  States  and  Canada. 

THE     TEACHLSG    OF    OTOLAKYNGOLOGY     TO    P0ST-GRADUATE:S. 

The  second  part  of  our  report  concerns  post-graduate  instruction  in 
oto-laryngology,  and  while  the  former  was  aimed  at  the  production  of 
the  well-rounded  general  practitioner,  this  must  endeavor  to  achieve  the 
evolution  of  the  scientific  specialist 

The  subject  is  much  to  the  fore  on  this  continent  and  elsewhere.  Last 
year  the  Journal  of  Laryngology,  Rhinology  and  Otology,  published  an 
able  series  of  articles  upon  the  education  of  the  specialist  in  throat, 
nose  and  ear  disease,  in  Denmark,  Germany,  Italy,  Austra-Hungary  and 
France.  In  Britain  it  formed  a  topic  of  general  discussion  at  the  Liver- 
pool Meeting  of  the  British  Medical  Association.  On  this  continent,  it 
has  led  to  the  publication  of  recent  papers  by  Schambaugh,<  Ellett,^ 
Craginc  and  others,  and  formed  the  basis  of  an  interesting  discussion 
before  this  Society  two  years  ago,  a  discussion  which  led  to  the  forma- 
tion of  the  committee  now  reporting.  A  pronouncement  by  this  import- 
ant organization  will  therefore  be  quite  apropos  at  this  serious  juncture, 
for  we  must  not  forget  that  with  privilege  comes  responsibility,  and 
this  Society,  whose  membership  is  so  extensive,  and  whose  influence  so 
widespread,  should — noblesse  oblige — lead,  not  follow,  in  the  making  of 
an  intelligent  public  opinion. 

In  opening  the  discussion  of  the  question  before  the  British  Medical 
Association,  Mygind"  of  Copenhagen,  stated  that:  "Although  there  is  no 
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regular  system  of  education  of  the  specialist  in  oto-laryngology  in  Ger- 
many or  Austria,  we  may  divide  the  practical  education  into  three 
stages  through  which  the  specialist  generally  passes  both  in  these  two 
countries  and  in  most  other  continental  countries. 

"First  stage:  the  preliminary  education  which  each  student  receives 
at  the  university.  It  is  compulsory  in  most  continental  countries,  and 
extends  over  a  period  of  one  term. 

"Second  stage:  represented  by  the  education  which  many  future  spe- 
cialists receive,  after  having  left  the  university,  at  one  of  the  numerous 
post-graduate  courses  which  nearly  every  university,  and  many  hospi- 
tals, offer,  and  which  are  given  either  by  professors,  or  by  privat-do- 
cents  attached  to  the  university.  In  Austria  they  are,  according  to  Frey, 
divided  into  six  different  kinds:  (A)  Clinical  diagnosis  and  treatment. 
(B)  Functional  tests.  (C)  Bedside  work.  (D)  Surgical  practice  on  the 
cadaver.  (E)  Practical  treatment  and  minor  operations  in  out-patient 
department.  (F)  Demonstrations  and  lectures  on  normal  and  pathologi- 
cal anatomy,  histology  and  physiology,  to  which  quite  lately  has  been 
added.     (G)   Pathology  and  diagnosis  of  labyrinthine  diseases. 

"Third  stage:  the  education  the  future  specialist  receives  as  assistant 
at  a  special  clinic  attached  generally  to  a  university  or  to  a  general 
hospital. 

"The  third  stage  is  undoubtedly  the  backbone  of  the  whole  education 
of  the  specialist,  and  it  is  only  a  rare  exception  that  a  medical  man  on 
the  continent,  nowadays,  is  universally  recognized  as  a  specialist  with- 
out having  been  for  some  time  assistant  at  a  public  clinic.  In  Germany 
and  Austria,  and  also  in  some  other  continental  countries,  so  much 
stress  is  laid  upon  this  part  of  the  education  that  one  often  meets  spe- 
cialists of  considerable  scientific  reputation  remaining  for  a  consid- 
erable number  of  years  assistants  at  a  special  clinic,  in  order  to  stand  a 
good  chance  when  a  chair  in  oto-laryngology  is  vacant  at  a  university. 
After  having  been  appointed  an  assistant  for  a  considerable  period  at  a 
special  clinic,  and  after  having  given  proofs  of  scientific  ability —  in  Ger- 
many an  officially  approved  dissertation  must  be  printed — the  specialist 
may  have  in  Germany,  Austria  and  Italy,  the  title  of  privat-docent  con- 
ferred upon  him  by  the  university.  This  gives  him  the  right  of  teaching 
in  the  university  and  enrolls  him  in  that  high,  but  no  means  numerous 
class  of  specialists  from  whom  the  professors  are  chosen." 

Up  to  the  present,  on  this  continent,  there  is  no  recognized  portal  to 
the  speciality.  On  the  other  hand  the  gates  may  be  said  to  be  many, 
and  yet,  mirabile  dictu,  our  towns  and  villages  and  even  our  cities  are 
filled  with  "specialists"  who  have  entered  by  no  gate  whatever,  but  have 
simply  "climbed  over  the  wall"  and  are  to  some  extent,  at  least,  to  be 
considered  merely  as  "thieves  and  robbers." 

The  house-surgeon  attached  for  three  months  to  the  oto-laryngological 
service  of  a  hospital,  the  general  practitioner  who  derives  his  khowledge 
of  the  subject  from  a  six  weeks'  course  in  a  post-graduate  school,  and 
the  man  who  takes  a  run  to  Europe  impiediately  after  graduation,  alike 
think  themselves  worthy  to  be  ranked  as  specialists. 
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As  long  ago  as  1892,  Osiers  pointed  out  that  there  is  "serious  danger 
in -the  attempt  to  manufacture  rapidly  a  highly  complex  structure  from 
ill-seasoned  material." 

As  Schambaugha  says:  "There  is  a  deplorable  lack  of  proper  stand- 
ards in  medical  education,  and  the  specialities  of  the  eye,  ear,  nose  and 
throat  have  had  to  carry  a  disproportionate  share  of  these  ill-trained 
practitioners." 

Again  as  Ambergio  so  clearly  puts  it:  "From  the  standpoint  of  "a  well 
regulated  and  governed  community,  it  represents  anarchy,  and  anarchy 
is  the  absence  of  government,  the  state  of  society  in  which  there  is  no 
supreme  power." 

It  is  time  we  had  done  with  this  farcical  sort  of  preparation,  if  our 
specialty,  worthy  as  it  is  of  the  best,  is  not  to  be  dragged  in  the  mire 
as  a  result  of  the  ignorance  of  anatomy,  diagnosis,  and  technic  dis- 
played by  a  very  large  proportion  of  the  rank  and  file  of  those  who  now 
style  themselves  "specialists  in  diseases  of  the  ear,  nose  and  throat." 

We  all  know  the  facts,  and  we  deplore  them.  Now  what  can  be  done 
to  face  and  overcome  the  difficulties  of  the  situation?  We  must  first  de- 
cide what  constitutes  the  standard  of  proper  training,  then  provide  for 
its  acquirement,  and  finally  bring  such  influence  to  bear  upon  state  legis- 
latures as  to  secure  the  legal  enactment  that  only  specialists  provided 
with  this  training  may  practice  as  such. 

Those  who  have  written  upon  this  subject  are  agreed  that  not  less 
than  two  years  should  be  devoted  to  preparation  for  practice  as  a  spe- 
cialist, this  should,  however,  be  preceded  by  one  or  more  years  spent 
in  general  practice,  or  better  as  house-man  in  the  medical  and  surgical 
services  of  a  good  hospital,  at  least  half  the  time  being  devoted  to  sur- 
gery. The  specialist  course  itself  must  embrace  highly  specialized  stud- 
ies in  the  anatomy,  physiology,  embryology,  pathology,  physics  and 
therapeutics,  which  bear  upon  the  subject,  operations  on  the  cadaver, 
etc. 

The  time  required  for  this  course  will  occupy  at  least  six  months.  In 
addition  the  candidates  must  subsequently  serve  as  resident  assistants 
in  a  special  hospital  or  in  a  similar  position  in  the  special  service  of 
a  large  general  hospital,  for  a  period  of  not  less  than  eighteen  months, 
and  to  provide  sufficiency  of  experience  the  special  clinic  should  work 
daily  and  should  have  at  least  fifteen  beds  assigned  to  its  use.  In  this 
connection  it  is  well  to  insist  that  during  the  last  six  months  of  his  ser- 
vice, the  candidate  shall  act  as  a  senior  assistant  in  the  major  opera- 
tions, and  personally  perform  those  less  important. 

Where  shall  such  training  be  provided?  Without  doubt  the  scientiflc 
part  must  be  placed  solely  under  the  control  of  the  universities,  for 
these  are  the  proper  bodies  to  provide  post-graduate  instruction.  In  as 
much  as  the  universities  are  amenable  to  the  public  opinion  of  such 
bodies  as  our  own,  and  as  they  stand  for  increasingly  higher  ideals, 
there  is  a  guarantee  that  the  instruction  provided  would  be  thoroughly 
scientific  and  comprehensive. 

Not  every  university  could  at  present  undertake  such  post-graduate 
Instruction,  but  a  few  judiciously  selected  centers  could  be  found  even 
now.  where  such  courses  as  we  suggest  could  be  given. 
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With  regard  to  the  hospital  training  of  the  candidates  we  are  not  so 
limited.  Several  first-class  special  hospitals  exist,  whose  housemen  are 
in  demand  by  institutions  which  cannot  now  train  their  specialist  juniors. 
The  terms  of  services  in  these  special  hospitals  are,  so  far  as  we  know, 
never  less  than  eighteen  months. 

In  the  special  services  of  the  larger  general  hospitals  it  is  becoming 
increasingly  common  for  the  house  surgeon  in  oto-laryngology  to  be 
obliged  to  serve  for  eighteen  months,  to  confine  himself  to  these  sub- 
jects only,  and  to  be  selected  from  applicants  who  have  been  several 
years  out  of  college  and  who  have  decided  to  devote  their  future  to  oto- 
laryngology. 

It  would  not  be  difficult  to  draw  up  a  schedule  of  the  requirements 
which  such  institutions  must  fulfill  if  their  certificates  of  services  ren 
dered  are  to  count  in  the  qualifying  of  candidates. 

It  would  not  be  necessary  to  confine  the  candidate  to  such  positions 
as  he  could  find  on  this  continent,  and  in  any  event  there  might  easily 
be  arranged  provision  for  the  candidate  pursuing  further  ptudy  in  Eu- 
rope. 

To  add  a  fitting  coping  stone  to  the  structure  whose  erection  we  are 
considering,  the  candidate  should  finally  be  compelled  to  present  him- 
self to  one  of  the  universities  supplying  the  post-graduate  instruction 
indicated  above  for  examination  on  the  work  embraced  in  the  entire 
course,  and  the  successful  candidate  should  be  given  a  degree — that  of 
Ph.  D.  (oto-laryngology)  has  been  suggested  in  various  quarters. 

In  sketching  the  above  course  we  have  drawn  nothing  fanciful,  for  at 
the  present  time  every  man  who  is  desirous  of  placing  himself  at  the 
top  of  the  ladder  in  our  specialty,  in  one  way  or  another  pursues  such 
a  course  of  study,  but  often  finds  with  regret  that  he  has  not  been  wise- 
ly advised  in  his  choice  of  work  and  places  to  work  in,  and  there  is  no 
arrangement  for  the  examination  anywhere,  except  that  indicated  in  the 
above  quotation  from  Mygind,  viz.  in  Germany. 

The  final  step,  that  of  securing  legislative  measures,  would  of  neces- 
sity be  difficult  to  attain,  but  public  opinion  will  ere  long  demand  that 
we  be  protected  from  the  incompetent  specialist,  as  we  are  now  from 
the  ill-trained  dentist. 

The  program  sketched  above  takes  no  account  of  the  post-graduate 
school  as  at  present  organized,  nor  need  it  do  so.  The  case  against  the 
present  condition  in  post-graduate  teaching  has  been  ably  stated  by 
Birkett,ii  and  need  not  be  repeated  here. 

By  no  reconstruction  which  we  know  could  we  hope  to  secure  any  con- 
trol of  institutions  which  are  simply  after  all  incorporated  for  the  pur- 
pose of  dividends.  They  came  into  existence  to  fill  a  need  produced  by 
the  poor  character  of  the  instruction  in  general  medicine  given  by 
many  of  the  schools  of  medicine,  many  of  which  were  themselves 
proprietary,  and  as  Schambaugh  has  already  said:  "when  the  under- 
graduate instruction  in  medicine  has  been  thoroughly  done,  the  ele- 
mentary work  in  the  specialities  will  not  require  the  subsequent  patch- 
ing, which  is  all  that  the  existing  post-graduate  school  are  prepared  to 
do."      The   Carnegie    report   has    already    effected    a    marvelous    change 
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through   the   public   opinion   its   revelations   have   aroused,   and   the   pro- 
prietary school  is  doomed. 

With  regard  to  post-graduate  teaching  in  oto-laryngology  your  com- 
mittee beg  to  recommend. 

1.  That  the  time  has  arrived  to  standardize  the  degree  of  scientific 
attainment,  and  of  clinical  training,  which  shall  qualify  those  who  wish 
to  begin  the  practice  of  oto-laryngology  as  a  specialty.    ' 

2.  That  the  report  of  this  committee  now  submitted  forms  a  suitable 
basis  for  such  a  standardization. 

3.  That  a  committee  representing  this  Society  be  appointed  to  work 
out  the  details. 

<^.  That  the  other  important  associations  of  oto-laryngologists  on  thi" 
continent,  viz:  The  American  Laryngological  Society,  The  American 
Otological  Society,  The  American  Medical  Association  and  the  American 
Academy  of  Ophthalmology  and  Oto-Laryngology,  be  and  are  hereby  in- 
vited to  appoint  representatives  to  act  with  the  above-named  committee 
from  this  Society,  so  that  the  action  finally  taken  shall  represent  to  the 
fullest  extent  the  consensus  of  opinion  of  American  and  Canadian  oto- 
laryngology. 
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Diathermia  in  Treatment  of   Deafness  from  Middle-ear  Disease. 

Hamm,  Dent.  mcd.  Wclmschr.,  July  10,  15)13. 
Otothermia  is  of  great  value  in  the  therapy  of  chronic  diseases 
of  the  drum  membrane  and  chronic,  non-suppurative  middle-ear 
catarrh ;  it  is  eflfective  in  combatting  defective  hearing  following 
middle-ear  suppuration,  even  when  operative  interference  is  neces- 
sary ;  in  some  cases  of  otosclerosis  simple  or  combined  otothermia 
produced  improvement.  Ed. 
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NEW  YORK  ACADEMY  OF  MEDICINE. 

SECTION  ON  LABYNGOLOGY  AND  KHINOLOGY. 

Regular  Meeting,  March  26,  1913. 

John  F.  McCoy,  Chairman. 

Fibro-myxoma  of  the  Naso-pharynx.  (Presentation  of  Specimen.)  Db. 
Gerhard  H.  Cocks. 

The  term  true  fibroma  of  the  naso-pharynx  is  applied  to  tumors  whose 
point  of  origin  is  in  the  nasopharynx,  in  contra-distinction  to  false  fibro- 
myxomata,  which  originate  in  the  nose  by  a  pedicle  and  fall  back  into  the 
naso-pharynx  as  they  increase  in  size. 

This  tumor  is  a  pedunculated  growth  of  the  fibromatous  type.  Its 
point  of  origin  was  a  pedicle  growing  from  the  anterior  cushion  of  the 
right  Eustachian  tube.  The  dimensions  of  the  growth  are: — length,  ly^ 
inches;  height,  1%  inches;  thickness,  %  of  an  inch.  It  is  irregular  in 
outline. 

The  history  of  the  patient  is  as  follows:  Mrs.  A.  M.,  23  years  old,  came 
to  my  office  on  January  7,  1913,  complaining  of  obstructed  nasal  breathing 
and  a  peculiar  nasal  twang  to  the  voice  for  the  past  ten  or  twelve  years. 
Since  last  summer  her  symptoms  became  worse. 

The  left  nostril  was  completely  blocked  during  both  inspiration  and 
expiration.  The  right  nostril  was  only  obstructed  when  breathing  out 
through  the  nose.  She  has  been  subject  to  colds,  sore  throat,  and  stiff 
neck,  especially  last  winter.  She  has  also  suffered  from  headache  across 
the  bridge  of  the  nose,  and  in  the  occipital  region.  These  headaches 
disappeared  after  operation. 

Anterior  rhinoscopy  disclosed  a  post-nasal  mass,  visible  through  the 
left  nostril.  With  the  post-nasal  mirror,  the  tumor  could  be  seen  com- 
pletely filling  the  post-nasal  space.  The  outline  of  the  tumor  was  smooth 
and  round.    To  the  examining  finger  it  felt  firm  (like  a  fibroma). 

On  January  9,  1913,  the  growth  was  removed  under  cocain  anesthesia, 
though  with  considerable  diflficulty.  Repeated  unsuccessful  attempts  were 
made  to  extract  the  tumor  by  passing  a  snare  through  the  left  nostril 
with  the  finger  in  the  patient's  mouth.  I  finally  succeeded,  with  the  finger 
introduced  through  the  mouth,  in  pressing  the  tumor  firmly  against  the 
roof  of  the  naso-pharynx,  where  it  was  grasped  with  a  Brandigee  forceps 
and  removed  with  but  slight  bleeding.  The  difficulty  in  removing  the 
tumor  through  the  mouth  was  due  to  the  ease  with  which  it  slipped  about 
in  the  naso-pharynx.  As  soon  as  the  finger  or  instrument  was  intro- 
duced through  the  mouth  into  the  post-nasal  space,  the  tumor  moved  for- 
ward into  the  choanal  openings,  partly  filling  them,  thus  allowing  the 
Brandigee  forceps  to  pass  upward  behind  the  growth  toward  the  roof  of 
the  naso-pharynx. 
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The  unsual  features  in  connection  with  this  case  are:  (1)  the  point  of 
origin  of  the  tumor;  (2)  the  scant  hemorrhage  experienced  when  the 
tumor  was  removed;  (3)  the  difficulty  experienced  in  extracting  the 
growth. 

DISCUSSION. 

Dr.  Smith  said  that  from  the  api^earance  of  the  growth  and  the  con- 
striction around  its  pedicle  one  might  reasonably  conclude  it  would  have 
disappeared  by  the  fibrous  constriction  around  the  pedicle  shutting  off  the 
blood-supply  to  the  tumor;  that  these  fibromata  springing  from  the  naso- 
pharynx were  a  very  much  more  serious  proposition  than  those  arising  in 
the  nose  and  extending  into  the  naso-pharynx;  those  which  originated  in 
the  nose  were  more  polypoid  in  character,  are  bottle-shaped  and  are  usual- 
ly attached  by  a  pedicle  in  the  neighborhood  of  the  middle  turbinate.  This 
class  can  be  very  easily  removed  with  the  snare.  He  then  exhibited  a  pic- 
ture of  one  which  he  had  recently  removed  from  the  nose  of  a  little  girl. 
In  this  case  the  fibrous  elements  were  more  extensive  in  the  extremity  of 
the  tumor  than  in  its  attachment.  In  inoperable  cases  of  naso-fibromata 
the  subcutaneous  injection  of  monochloracetic  acid  beginning  with  2  min- 
ims and  running  up  to  5  minims,  injected  at  varying  Intervals  would 
occasion  the  disappearance  of  the  fibromata.  He  had  employed  this  method 
in  three  cases  with  uniform  success  and  was  acquainted  with  other  in 
stances  where  it  had  been  equally  effective. 

Dr.  Smith,  in  replying  to  Dr.  Quinlan's  criticism  said  that  the  slough- 
ing took  place  within  the  tumor  and  not  upon  its  surface  and  that  no 
harm  had  ever  resulted  from  the  injection  of  these  tumors.  It  was  a 
greater  danger  to  the  Eustachian  tube  to  operate  as  extensively  as  the 
fibromata  required  than  to  create  the  small  amount  of  sloughing  incident 
to  the  hypodermic  injection  of  monochloracetic  acid.  • 

Dr.  Quim.ax  asked  Dr.  Smith  if  the  injection  of  the  monohcloracetic 
acid  brings  on  superficial  sloughing  or  deep  contraction,  and  on  receiving 
an  aflBrmative  reply,  said  that  he  was  inclined  to  consider  it  an  unsurgical 
procedure  to  remove  a  growth  in  that  way  in  the  nasopharynx  and  to 
allow  the  sloughing  mass  to  remain  in  contact  with  the  Eustachian  tube, 
as  it  would  seem  to  be  a  direct  menace  to  the  accessory  cavities  and 
middle-ear.  He  would  very  much  prefer  excision  for  the  removal  of  any 
such  masses.  Any  material  which  produces  a  slough  is  liable  to  be  dis- 
astrous sooner  or  later,  and  might  develop  all  kinds  of  trouble  in  this 
vicinity. 

Db.  Yankaueb  said  that  it  would  seem  -that  some  assistance  might 
have  been  obtained  in  getting  the  snare  around  the  growth  by  using  the 
naso-pharyngeal  speculum. 

Another  method  is  that  employed  by  Dr.  Beck  in  his  adenoid  opera- 
tions. It  consists  of  putting  a  rubber  tube  or  cord  through  the  nose, 
bringing  the  ends  out  of  the  mouth  and  drawing  up  the  ends.  This 
elevates  the  palate  so  that  most  of  the  nasopharynx  Is  brought  into 
view.    It  must  be  done  under  general  anesthesia. 

Dr.  Glooau  said  that  Dr.  Cocks  had  mentioned  the  difficulty  in  remov- 
ing the  growth,  and  cited  a  case  in  which  the  patient  was  very  sensitive 
and  the  growth  was  removed  by  means  of  an  adenoid  curette. 
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Dr.  Carter  asked  whether  Dr.  Smith  would  advise  the  use  of  mono- 
chloracetic  acid  in  the  case  reported  by  Dr.  Cocks.  Dr.  Smith  said  that 
it  was  not  necessary  to  employ  it  in  a  pedunculated  tumor  which  could 
be  removed  by  a  snare  or  the  .galvano-cautery.  The  time  required  for 
shrinkage  by  monochloracetic  acid  and  the  slow  disappearance  of  the 
tumor  justifies  its  employment  only  in  inoperable  cases. 

Dr.  MacPherson  said  that  a  few  years  ago,  acting  on  the  suggestion 
of  Dr.  Jonathan  Wright,  and  using  Dr.  Smith's  syringe,  he  had  treated 
two  cases  with  monochloracetic  acid.  There  was  no  external  sloughing 
of  the  tumors,  but  they  gradually  contracted  and  disappeared  without  re- 
currence so  far  as  he  knew.  The  method  was  preferable  to  the  use  of 
the  snare  or  forceps,  as  by  their  use  the  field  of  operation  was  dirty  and 
the  growths  recurred. 

Dr.  MacKenty  told  of  two  cases  under  his  care  which  he  had  so  treated 
at  Dr.  Smith's  suggestion.  The  eases  were  absolutely  inoperable.  No 
sloughing  appeared,  but  the  part  turned  white  under  the  point  of  injec- 
tion. Both  cases  resulted  very  satisfactorily,  and  there  was  no  ill  effect 
from  the  use  of  the  monochloracetic  acid. 

Dr.  Myles  said  that  in  recent  yeans  he  had  not  seen  many  cases  of  those 
enormous  fibromata  and  angio-fibromata  of  the  rhino-pharynx  which  were 
formerly  seen  so  frequently.  Such  cases  had  proved  very  difficult  to  treat. 
In  certain  cases  he  and  the  associated  general  surgeons  had  been  accus- 
tomed to  split  the  soft  palate  to  gain  access  to  the  tumor.  In  other  cases 
they  had  removed  a  part  of  the  antrum  wall  and  nmlar  bone.  The 
hemorrhage  was  frequently  very  excessive.  All  of  these  cases  have  a 
tendency  to  disappear  after  the  age  of  22  or  23,  but  while  the  growth  by 
pressure  is  destroying  the  parts  and  causing  great  distress,  he  would  be 
inclined  to  try  this  treatment,  if  nothing  better  can  be  done. 

Closed  Empyema  of  Ethmoidal  Labyrinth  Unrecognized  for  Several  Years, 
Due  to  Closure  of  Anterior  Maris.  Dr.  Wolff  Freudenthal. 
The  patient,  a  middle-aged  woman,  applied  for  treatment  several  years 
ago,  suffering  with  a  sort  of  eczema  at  the  introitus  of  the  nose.  The 
right  naris  was  almost  blocked  by  a  peculiar  eruption,  which  was  accom- 
panied by  a  watery  discharge.  There  was  considerable  doubt  as  to  what 
the  condition  was;  Wassermann  was  negative,  and  examination  of  the  tis- 
sue by  the  microscope  revealed  nothing.  The  mucous  membrane  was 
curetted  and  cauterized,  but  the  condition  always  returned.  There  was 
some  hardening  of  the  ala  nasi,  which  suggested  rhinoscleroma,  but  ex- 
amination for  this  also  proved  negative.  Several  dermatologists  were  con- 
sulted, but  no  one  could  give  any  clue  to  what  the  condition  was.  This 
continued  for  more  than  two  years.  One  day  the  patient  came  in  complain- 
ing of  severe  headache,  and  some  edema  over  the  right  eye.  She  had 
never  complained  in  that  way  before.  An  x-ray  picture  was  taken,  which 
showed  a  shadow  over  the  right  frontal  sinus  and  ethmoid  region.  The 
next  day  this  was  operated  upon  and  granulations  were  found  in  the 
frontal  sinus,  but  no  pus.  When  the  ethmoid  cells  were  opened  a  quan- 
tity of  foul-smelling  pus  was  evacuated,  and  it  was  evident  that  the  con- 
dition was  a  closed  empyema  which  had  probably  existed  for  many  years. 
There  was  no  indication  of  affection  of  any  of  the  other  sinuses  and  the 
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external  wound  was  closed.  The  case  went  on  very  well  for  a  while  and 
ilie  patient  was  about  to  be  discharged  when  she  suddenly  developed 
erysipelas.  Every  precaution  had  been  observed,  there  had  been  no  case 
of  erysipelas  in  the  hospital  for  several  years,  and  the  appearance  of  the 
erysipelas  could  not  be  explained.  The  patient  finally  recovered  entire- 
ly, and  a  few  weeks  ago  was  presented  with  some  other  cases  before  a 
private  society,  with  the  statement  that  this  attack  of  erysipelas  could 
not  be  accounted  for.  A  dermatologist  happened  to  be  present  who  had 
previously  treated  her  for  a  folliculitis  of  the  hands,  which  was  infec- 
tious, and  it  came  out  that  she  was  not  very  careful  in  her  personal  hab- 
its and  wiped  her  nose  with  her  hand.  When  the  sinus  was  opened  up 
this  infectious  folliculitis  was  conveyed  to  the  wound  and  spread,  the 
erysipelas  continuing  for  five  or  six  days.  After  that  she  went  home, 
but  returned  to  the  hospital  within  two  weeks.  The  same  folliculitis  was 
all  over  her  face  now,  having  spread  from  one  side  to  the  other.  Drain- 
age has  been  instituted  from  below  and  the  wound  will  probably  heal 
completely  in  a  short  time. 

In  reply  to  a  query  as  to  whether  there  was  not  an  opening  in  the  right 
nostril.  Dr.  Freudenthal  said  that  there  was  a  better  one  than  there  had 
been  before. 

mscrssiox. 

Dr.  MacKp:>ty  asked  if  the  patient  had  been  put  upon  specific  treatment. 
In  spite  of  the  fact  that  the  Wassermann  was  negative,  the  case  looked 
very  suspicious  of  specific  disease.  Then  again,  might  not  the  folliculitis  of 
the  nose  be  due  to  the  chronic  sinusitis.  He  also  asked  whether  Dr.  Freu- 
denthal knew  at  the  beginning  that  there  was  any  sinusitis,  or  whether 
that  question  came  up  after  the  folliculitis  of  the  nose. 

Dr.  McCoy  asked  whether  Dr.  Freudenthal  thought  that  the  pus  at  pres- 
ent in  the  low-er  end  of  the  external  wound  was  the  result  of  the  follicu- 
litis infection  or  was  from  the  frontal  sinus. 

Dr.  Frkudf.xthai.  replied  that  he  thought  it  was  a  new  infection. 

Dr.  McCoy  then  asked  whether  the  w^ound  had  at  any  time  returned  to 
a  normal  condition  after  the  erysipelas. 

Dr.  Frevdenthal,  replying  to  Dr.  MacKenty,  said  that  although  the 
Wassermann  test  was  negative  the  patient  had  received  large  doses  of  K.  I., 
with  absolutely  no  effect.  It  was  difficult  now  to  say  whether  the  empyema 
or  the  folliculitis  were  there  first,  but  that  hs  did  not  think  the  folliculitis 
was  due  to  the  empjema  for  there  was  no  discharge  and  no  pus  had  been 
seen.  He  had  never  seen  nor  heard  of  any  such  case  before  and  thought  it 
probable  that  the  folliculitis  was  there  first. 

Replying  to  the  question  as  to  whether  the  pus  in  the  lower  part  of  the 
wound  was  the  result  of  infection.  Dr.  Freudenthal  said  that  the  wound 
had  healed  very  nicely,  like  any  normal  wound;  it  was  completely  closed 
and  the  woir.an  was  about  to  be  discharged,  but  as  soon  as  the  erys'/ielas 
set  in  pus  was  seen  again.  He  thought  that  it  was  due  to  a  new  infection. 
The  wound  was  opened  from  the  outside  and  the  pus  soon  disappeared, 
but  since  then  the  healing  had  proceeded  slowly. 

The  patient  will  probably  have  to  be  removed  from  the  home  environ- 
ment and  placed  in  more  hygienic  surroundings  before  the  foiM<  "Mtis 
will  be  permanently  cured. 
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Dr.  McCoy  said  that  lie  had  seen  cases  where  a  small  portion  of  mem- 
brane had  been  left  in  the  frontal  sinus  which  kept  up  the  suppuration  for 
several  months,  so  that  eventually  granulations  would  spring  up  and  close 
off  drainage  from  the  sinus  until  some  relapse  occurred  and  the  external 
wound  reopened.  He  thought  that  possibly  this  reinfection  was  from  the 
outside. 

Dp.  Fkeudenthal  said  that  the  case  was  very  clear  to  him.  The  condi- 
tion sot  in  after  the  erysipelas. 

Case  of  Laryngeal  Growth.      By  Dr.  S.  W.  Thurber. 

Dr.  Thurber  apologized  for  the  title  of  the  case,  saying  it  was  apparently 
a  growth  when  the  title  was  sent  in  for  the  meeting  but  conditions  had 
changed  during  the  month  that  had  intervened. 

The  patient  was  a  painter,  43  years  of  age,  with  a  negative  family  his- 
tory. He  had  small-pox  when  18  months  old  and  this  had  left  consider- 
able pitting.  There  is  no  specific  history  and  he  had  never  suffered  from 
poisoning  due  to  his  occupation.  Five  years  ago  during  a  cold,  he  became 
hoarse;  this  condition  continued  five  weeks,  when  his  voice  came  back  to 
normal.  The  present  attack  came  on  six  months  ago  and  the  hoarseness 
had  continued  up  to  the  present  time  with  no  improvement.  On  exarnin- 
ing  his  nose  one  sees  a  perforation  of  the  septum  with  cicatricial  adhesions 
to  tke  right  turbinate.  The  interior  of  the  nose  is  rather  dry  but  shows 
no  pus  or  polypi.    Transillumination  shows  small  sinuses. 

On  examining  the  larynx,  the  view  was  partially  cut  off  by  a  rounded 
projection  from  the  posterior  wall  of  the  lower  pharynx  on  the  left  side. 
This  was  inflamed  and  tender.  In  the  larynx  a  sac-like  mass  was  seen  pro- 
jecting over  the  right  true  cord  and  occluding  sufficient  glottic  space  to 
cause  slight  dyspnea.  It  was  this  latter  condition  that  was  taken  to  be  a 
growth  at  the  time  he  was  first  seen. 

Under  no  treatment  other  than  steam  and  tincture  of  benzoin  inhala- 
tions, his  pharyngeal  and  laryngeal  lesions  have  about  disappeared.  The 
prominence  on  the  left  side  of  the  posterior  pharyngeal  wall  was  probably 
an  area  of  infection  from  some  abrasion  and  the  laryngeal  condition  an 
edema  or  a  prolapse  of  the  ventricle  but,  strange  to  say,  on  the  opposite 
side.  All  that  can  now  be  seen  in  the  larynx  is  a  bluish  sac  lying  along 
the  right  vocal  cord  and  about  one-third  as  wide  as  the  cord.  It  is  ques- 
tionable whether  this  is  a  prolapse  of  the  ventricle  or  edema  of  the  edge 
of  the  false  cord.  Dr.  Thurber  said  he  had  seen  but  one  case  which  he 
would  really  consider  a  prolapse  of  the  ventricle  and  he  was  sceptical  as 
to  the  frequency  of  the  occurrence  of  a  true  prolapse.  Were  these  cases 
not  more  often  localized  edema  of  the  false  cord?  The  man's  voice  now  is 
quite  clear. 

DISCUSSION. 

Dr.  Myles  expressed  the  opinion  that  it  might  be  a  pseudo-prolapse  of 
the  ventricle.  Not  long  since  he  had  under  observation  a  patient  with  an 
enormous  prolapse.  It  projected  as  a  soft,  edematous,'  rounded  mass.  He 
suspected  a  specific  origin,  although  there  was  no  such  history.  The  Was- 
sermann  test  was  positive,  but  five  injections  of  neo-salvarsan  caused  the 
condition  to  disappear  entirely. 
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Dr.  Quinlan  asked  the  nature  of  the  treatment,  to  which  Dr.  Myles  re- 
plied that  it  consisted  of  steam  inhalations  of  benzoin,  eucalyptol,  acid 
carbolic  and  turpentine. 

Dr.  Quinlax  said  that  it  seemed  to  him  like  a  condition  of  chronic 
laryngitis.  The  man  may  have  more  or  less  faulty  resonance,  as  there  was 
an  effort  to  introduce  a  certain  element  of  compensation.  He  thought  that 
astringent  applications  to  the  larynx  would  tend  to  diminish  the  congestion 
and  probably  reduce  the  so-called  growth.  The  man's  voice  was  fairly 
good,  and  he  seems  to  present  the  picture  usually  seen  in  cases  of  clwonic 
laryngitis.  There  was  some  thickening  of  the  arytenoids  and  they  did  not 
come  together  with  the  snap  that  they  should.  It  might  probably  be  the 
result  of  a  dyscrasia  or  some  condition  of  diabetes  or  struma,  or  perhaps 
rheumatism  or  some  other  underlying  condition.  He  suggested  the  appli- 
cation of  nitrate  of  silver  or  argyol,  which  he  had  seen  act  admirably  in 
similar  cases. 

Dr.  McCoy  said  that  he  had  seen  several  cases  of  prolapse  of  the  ventri- 
cle. The  patients  had  usually  been  pronouncedly  alcoholic  and  had  been 
using  their  voices  very  rigorously.  He  had  three  or  four  cases  of  this 
type  where  a  diagnosis  of  prolapsed  ventricle  was  made,  and  by  cutting 
off  the  alcohol  and  treating  the  larynx  with  nitrate  of  silver  the  prolapse 
cleared  up  quickly  and  the  ventricle  was  quite  clearly  seen. 

Dr.  Thurber  said  that  he  had  been  rather  disappointed  at  presenting 
the  case  in  its  present  condition,  and  had  tried  to  maintain  the  condition 
as  when  first  seen,  for  it  was  very  curious  and  was  more  like  a  prolapse 
of  the  ventricle  than  anything  he  had  seen.  He  thought  there  was  a  direct 
connection  between  the  inflammation  of  the  posterior  pharyngeal  wall  and 
the  laryngeal  lesion,  and  also  a  connection  between  the  nasal  condition 
and  that  of  the  larynx,  predisposing  to  acute  attacks  of  a  chronically  in- 
flamed laryngeal  mucous  membrane. 

Tuberculous  Granuloma  of  Nasal  Septum  With  Lupus  of  the  External 
Nose.      Dr.  J.  H.  Guextzer. 

The  patient  was  an  Italian  girl,  17  years  of  age,  a  factory  worker,  who 
had  been  in  this  country  for  five  months.  On  February  18,  1913,  she  came 
to  the  clinic  at  the  Manhattan  Eye,  Ear  and  Throat  Hospital,  complain- 
ing of  nasal  obstruction.  Family  history  was  negatfve,  no  member  of  the 
family  having  had  any  similar  trouble  or  skin  lesions.  She  had  had  no 
Illness  until  the  onset  of  the  present  trouble  five  years  ago,  which  began 
with  a  cold,  soon  followed  by  the  development  of  tumors  circinately  about 
the  neck.  They  have  appeared  at  varying  intervals,  the  last  one  begin- 
ning under  the  chin  about  five  months  ago.  These  abscesses  discharged 
creamy  pus,  but  responded  to  treatment  after  a  few  weeks,  .^year  ago 
small  red  papules  appeared  on  the  left  cheek  and  left  side  of  the  nose 
which  were  treated  locally  in  an  Italian  hospital.  The  patient  came  to 
this  country  about  five  months  ago,  and  about  that  time,  along  with  the 
submental  abscess  small  papules  appeared  on  the  left  side  of  the  nose, 
spreading  over  to  the  right  side  and  also  into  the  left  nasal  cavity.  The 
poor  nasal  breathing  dates  back  about  a  year  and  is  worse  at  night. 

On  examination  of  the  nose  the  above  described  local  conditions  were 
found,  along  with  much  intra-nasal  thickening  of  the  septal  tissue.     The 
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mucous  membrane  was  pale.    At  first  the  condition  was  thought  to  reseni 
ble  scleroma.     The  Noguchi-Wassermann  test  was  negative.     A  piece  was 
removed  from  the  left  septal  side  for  examination  and"  was  returned  from 
the  laboratory  with  the  diagnosis  of  tubercular  granuloma.    Von  Pirquet 
test  was  positive. 

One  week  ago  the  patient  was  sent  to  Bellevue  Hospital  for  treatment 
under  government  supervision  by  Dr.  Friedman,  and  received  his  injec- 
tion, which  was  partly  intravenous  and  partly  muscular,  and  while  not 
therapeutically  too  optimistic,  as  far  as  the  external  lesion  is  concerned, 
it  seems  to  be  improved.  To-morrow  she  will  go  down  again  and  be  kept 
under  supervision. 

The  report  of  the  lung  examination  showed  a  few  fine  crepitations  over 
the  left  apex;  otherwise  negative.  The  patient  will  be  kept  under  obser- 
vation, and  further  developments  will  be  reported. 

niscussiox. 

Dk.  McCoy  said  that  he  had  reported  a  somewhat  similar  case  before 
the  Section  a  year  before,  though  the  trouble  was  not  quite  as  extensive 
The  patient  had  a  lupus  lesion  on  the  nose,  a  typical  granuloma  in  the 
nose  and  marked  thickening  of  the  septum.  She  was  sent  to  the  Skin  De- 
partment of  the  Clinic  for  treatment  of  the  external  condition,  where  the 
x-ray  was  applied.  She  returned  to  him  three  months  later  and  to  his 
very  great  pleasure,  the  intra-nasal  condition  had  very  markedly  improved. 
The  granuloma  had  almost  disappeared  and  the  septum  was  brought  down 
to  almost  its  normal  condition.  She  has  been  kept  under  observation  for 
over  a  year,  and  is  now  almost  well. 

in  a  conversation  with  Dr.  Gallaher  of  Denver,  last  summer,  he  men- 
tioned one  of  his  patients,  a  very  beautiful  girl,  who  broke  out  with  a 
sort  of  granuloma  and  was  threatened  with  being  badly  scarred.  He  said 
that  he  had  not  tried  x-ray  treatment,  but  had  tried  a  tuberculin  which  he 
ha(^  received  from  Switzerland.  She  was  markedly  improved  and  he  was 
very  well  pleased  with  the  result.  It  might  be,  therefore,  that  the  tuber- 
culin treatment  in  this  case  would  give  a  similar  result. 

Dr.  MacKenty  said  that  he  had  seen  Dr.  Guentzer's  case  when  the  pa- 
tient first  came  to  the  hospital,  and  he  thought  the  angry  appearance  of 
the  granuloma  was  much  diminished;  there  was  also  less  swelling  and 
less  redness.  The  condition  seemed  decidedly  less  active  than  before  the 
injection. 

Dr.  Quinlan  said  that  he  wished  to  emphasize  the  importance  of  x-ray 
treatment  in  these  cases.  Some  years  ago  he  had  visited  Dr.  Finsen's  clin- 
ic in  Copenhagen,  where  he  treated  some  twelve  or  fifteen  patients  in  the 
afternootir  Many  of  the  men  said  that  in  these  lupoid  conditions  they 
did  not  get  the  results  they  desired,  and  were  not  satisfied  with  it.  A 
short  time  afterward  he  saw  Dr.  Schwartz,  Avho  was  treating  ten  cases  of 
lupus  of  the  mouth  and  nostrils  by  x-ray,  and  in  the  eight  weeks  he  spent 
there  he  was  amazed  to  see  the  apparent  clearing  up  of  these  conditions, 
and  the  great  improvement  in  the  appearance  of  the  skin.  The  lesions 
seemed  to  absolutely  melt  away  under  the  x-ray  treatment.  It  is  a  very 
valuable  adjunctive  treatment  in  this  particular  class  of  cases.  He  had 
watched  these  cases  very  carefully,  for  he  had  seen  similar  ones  fail  un- 
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der  the  Finsen  treatment.  The  x-ray  has  some  influence  which  nothing 
else  possesses.  He  desired  to  endorse  heartily  what  Dr.  McCoy  had  said 
regarding  the  use  of  the  x-ray  in  such  conditions. 

Dr.  Carteb  said  that  he  also  had  seen  this  case  when  it  first  came  to 
the  dispensary,  and  he  is  certain  that  the  aspect  of  the  case  has  changed 
considerably  for  the  better  since  the  Friedmann  treatment  began. 

Removal  of  a  Dime  From  the  Larynx  After  Eighteen  Months  By  Direct 
Laryngoscopy.    Dr.  Johx  E.  MacKexty. 

The  patient,  aged  24,  while  performing  tricks  in  September,  1911,  had 
put  a  dime  in  his  mouth,  which  slipped  down  the  throat  and  lodged  be- 
low the  third  cartilage.  A  doctor  was  consulted,  who  said  he  could  see 
the  coin  and  had  pushed  it  down  into  the  stomach.  The  patient  was  giv- 
en apo-morphin  to  make  him  vomit  it,  but  he  experienced  no  relief.  For 
three  weeks  he  could  not  speak  above  a  whisper  and  could  not  swallow 
even  water.  He  was  fed  with  a  stomach  tube,  and  lived  in  that  way  for 
two  months.  At  no  time  did  he  have  any  cough,  but  talking  caused  vom- 
iting and  nausea.  This  symptom  disappeared,  and  only  the  lack  of  voice 
troubled  him.  This  continued  for  twelve  months,  when  he  began  to  have 
attacks  of  acute  dyspnea,  which  would  compel  him  to  get  out  of  bed  and 
hold  on  to  the  furniture  in  order  to  get  his  breath.  He  seldom  coughed, 
but  when  he  did  it  was  violent  and  accompanied  by  bleeding  from  the 
mouth  and  profuse  expectoration.  He  came  to  the  Manhattan  Clinic  about 
two  weeks  ago.  At  that  time  he  -had  no  voice  above  a  whisper,  but  no 
cough  and  no  pain.  Dr.  MacKenty  said  that  he  suspected  that  the  coin 
had  something  to  do  with  the  condition,  so  had  an  x-ray  picture  made, 
which  showed  the  coin  lying  in  the  larynx  between  the  cords.  It  was 
easily  removed,  though  it  was  fairly  embedded  in  the  larynx.  The  pa- 
tient's voice  was  improving  steadily  and  the  laryngeal  opening  is  grow- 
ing less. 

Dr.  MacKenty  said  that  this  was  the  first  ca«e  reported  of  a  foreign 
body  remaining  so  long  in  the  larynx  and  he  wished  to  know  what  the 
members  thought  of  the  probability  of  the  ultimate  recovery  of  the  voice. 

DISCUSSION. 

Dn.  Yank-vukk  said  that  he  had  never  seen  a  case  of  foreign  body  in  the 
larynx  which  had  remained  for  anything  like  such  a  length  of  time,  and 
it  \s'as  Interesting  to  know  that  the  larynx  was  not  much  disorganized. 
In  his  experience  with  foreign  bodies  in  the  bronchi,  they  had  produced 
pronounced  local  lesions  at  the  site  of  the  foreign  body.  These  cases, 
however,  had  all  recovered  very  quickly  and  completely  after  the  remov- 
al of  the  foreign  body.  He  would  expect  the  voice  to  return  ultimately 
to  its  normal  condition. 

Dr.  Smith  said  that  he  had  seen  the  case  prior  to  any  instrumentation 
and  the  false  cords  were  granular  and  fibrous  and  grew  over  the  top  of 
the  coin.  He  believed  that 'the  removal  of  the  irritating  cause  would 
probably  result  in  the  reduction  of  the  fibrosis.  The  man's  voic«  was 
very  much  better  now  than  when  he  heard  it  a  week  previously.  He  be- 
lieved that  it  was  questionable  as  to  whether  the  true  cord  would  ever 
be  restored,  but  that  when  the  functionating  properties  of  the  larynx 
were  restored  he  thought  there  would  be  sufficient  effort  on  the  part  of 
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nature  to  utilize  the  remains  of  the  true  cords  and  part  of  the  false  cords 
to  make  an  articulate  voice.  He  had  seen  a  picture  of  a  similar  case  in 
some  of  the  English  books  where  the  coin  had  lodged  in  the  anterior  com- 
missure and  had  been  covered  almost  entirely  by  the  false  cords. 

Dr.  MacPhe:i{son  said  that  he  had  seen  a  case  where  the  foreign  body, 
an  intubation  tube,  had  remained  for  more  than  a  year,  and  the  patient 
never  completely  regained  control  of  the  voice. 

Dr.  McCoy  said  that  he  was  surprised  at  the  small  amount  of  disturb- 
ance in  the  larynx  produced  by  the  coin.  He  himself  had  a  case  in  a 
youngster  who  had  swallowed  an  overcoat  button  which  remained  in  the 
esophagus  for  about  ten  days  before  he  saw  him.  In  extracting  it,  he  was 
much  surprised  at  the  amount  of  granulation  tissue  which  had  formed 
around  the  button.  The  button  could  not  be  seen  without  pushing  the 
tissue  aside.  All  that  can  be  seen  now  in  Dr.  MacKenty's  case  is  a  little 
granular  thickening  in  the  left  ventricle. 

In  the  case  of  another  youngster  who  had  swallowed  a  seed,  there  was 
a  tremendous  edema  of  the  larynx,  and  he  had  been  sent  for  to  pass  a 
direct  tube  and  try  to  remove  the  mass,  but  before  he  could  reach  the 
hospital  a  tracheotomy  had  been  performed.  He  passed  his  finger  up 
through  the  tracheal  opening  quickly  and  easily  removed  the  foreign 
body.  The  child's  larynx  was  so  badly  swollen  that  they  had  to  resort  to 
tracheotomy  to  enable  him  to  breathe,  and  yet  in  a  very  short  time  the 
edema  and  swelling  cleared  up  entirely. 

Dr.  Thukber  told  of  two  charts  in  the  Lefferts  Museum  at  the  College 
of  Physicians  and  Surgeons  showing  a  dime  in  the  exact  location  as  the 
one  in  the  case  under  discussion  and  a  second  chart  picturing  a  brass 
ring  in  the  larynx  which  had  been  there  three  years  before  removal. 

He  would  like  to  know  how  it  was  that  in  the  case  presented  b*y  Dr. 
MacKenty  a  foreign  body  could  remain  in  this  man's  larynx  for  eighteen 
months  without  its  being  either  seen  or  removed. 

Dr.  Lynah  thought  it*probable  that  the  voice  would  return  to  its  nor- 
mal condition.  He  had  presented  some  cured  cases  of  stenosis  of  the 
larynx  last  year  before  this  Section  in  which  the  patients  had  worn  tubes 
Itor  varying  lengths  of  time — one  of  the  little  girls  for  five  years — yet  there 
was  practically  normal  voice. 

Dr.  McCullagh  said  that  he  had  had  the  privilege  of  seeing  the  case 
before  any  surgical  procedure  was  undertaken,  and  the  most  surprising 
feature  was  the  comparative  degree  of  comfort  which  the  patient  had  with 
the  very  small  air  space — he  seemed  to  have  no  interference  with  his 
breathing.  The  cases  of  the  intubation  tubes  and  this  coin  case  are  not 
similar,  although  both  are  foreign  bodies  in  the  larynx.  This  foreign 
body  did  not  exert  any  pressure  on  the  walls  of  the  larynx.  It  rested  on 
top  of  the  cords.  It  would  seem  that  the  prognosis  in  regard  to  the  re- 
covery of  the  voice  was  good,  for  there  had  been  no  lateral  pressure. 
What  necrosis  exists  is  probably  superficial  and  the  cords  will  probably 
return  to  a  practically  normal  condition. 

Dr.  Carter  said  that  he  saw  the  case  before  and  after  the  extraction  of 
the  coin,  and  it  was  a  matter  of  astonishment  to  him  that  a  coin  lying 
transversely  in  the  larynx  could  remain  there  for  eighteen  months  with- 
out causing  serious  disturbance.     He  had  practically  no  voice  before  its 
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removal,  but  it  was  improving  and  he  would  probably  recover  it  entirely, 
lor  Er.  Carter  believes  that  the  ulceration  involves  only  the  superficial 
epithelium,  and  that  there  will  be  no  subsequent  cicatricial  contraction. 

Dr.  Simpsox.  referring  to  the  patient's  breathing  comfortably  with  so 
small  an  opening,  said  that  he  remembered  distinctly  the  results  of  Dr. 
O'Dwyer's  observations  in  a  number  of  cases.  Adults  can  breathe  com- 
fortably with  a  very  small  lumen  in  the  larynx,  if  this  lumen  remains 
stationary.  The  great  danger  lies  in  having  an  exacerbation  of  the  laryn- 
geal inflammation. 

Dk.  MacKenty  said  that  the  patient  had  seen  a  general  practioner,  and 
a  nose  and  throat  man,  who  told  him  that  he  should  have  his  tonsils  re- 
moved. He  did  not  understand  how  the  condition  escaped  attention.  As 
Dr.  Simpson  had  siaid,  the  size  of  the  op^ening  was  very  small.  One  pe- 
culiar feature  was  that  the  patient  could  only  lie  on  his  right  side;  if 
he  lay  on  back  or  left  side  he  would  have  a  spasm.  The  vocal  cord  is 
somewhat  ulcerated,  and  there  is  considerable  thickening  of  the  false 
cord  which  may  not  entirely  disappear.  If  later  it  does  not  disappear, 
it  may  be  possible  to  remove  some  of  the  thickening  and  allow  the  cords 
to  be  approximated. 

Laryngeal  Papilloma  in  a  Child.  Treatment  By  Direct  Laryngoscopy  and 
Tracheotomy.     Dr.  Jotix  McCoy. 

Dr.  McCoy  said  that  the  case  was  not  reported  as  a  cured  laryngeal 
papilloma  as  yet.  It  was  still  under  treatment,  but  was  presented  for  the 
attention  of  the  Section  and  also  perhaps  for  suggestions  as  to  the  ulti- 
mate cure.  Thomas  F.,  age,  5,  came  to  the  clinic  several  months  ago  with 
a  history  that  his  voice  had  changed  two  years  ago,  that  he  had  great 
diflBculty  in  talking,  and  that  lately  his  respiration  was  becoming  more 
and  more  embarrassed.  It  was  necessary  for  him  to  make  a  strong  mus- 
cular effort  to  get  air  into  his  lungs.  Examination  revealed  a  mass  of 
papilloma  in  the  larynx.  He  also  had  a  mass  of  adenoid  tissue  and  large 
tonsils.  It  was  decided  to  use  direct  laryngoscopy  in  order  to  remove 
the  papilloma.  The  boy  wos  placed  under  an  anesthetic  (chloroform) 
and  this  was  watched  very  carefully.  The  growth  was  removed  as  far 
as  it  could  be  seen,  and  his  breathing  became  easier.  After  he  was  dis- 
missed from  the  hospital  he  was  seen  for  several  weeks,  and  after  four  or 
five  weeks  his  tonsils  and  adenoids  were  removed.  About  two  months 
after  the  original  operation,  his  larynx  was  apparently  as  badly  filled 
with  polypi  as  before,  and  his  breathing  was  very  labored.  It  was  de- 
cided that  it  was  not  wise  to  risk  anesthesia  without  a  tracheotomy,  so 
a  tracheotomy  was  performed  and  he  was  anesthetized  thfough  the  tube; 
the  papilloma  was  again  removed  and  the  larynx  placed  in  a  condition  of 
physiological  rest.  The  case  apparently  improved  to  the  extent  that  the 
papilloma  formed  very  much  more  slowly,  so  that  it  has  taken  perhaps 
three  months  for  the  larynx  to  again  fill  up.  The  mother  brings  him  ir- 
regularly to  the  clinic.  Last  week  he  was  again  placed  under  anesthesia 
and  the  papillomata  again  removed.  They  were  very  extensive  and  in- 
volved the  true  and  false  cords  and  the  aryteno-epiglottic  fold.  That 
brings  the  case  up  to  date. 

Several  methods  of  treating  the  case  now  suggest  themselves,  one  be- 
ing the  fulguraticn  treatment.    The  larynx  is  fairly  well  cleaned  out  now. 
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Radium  also  has  been  considered;  another  method  suggested  is  one  that 
is  now  being  tried  in  France — tying  off  the  laryngeal  arteries,  which 
would  perhaps  give  a  much  quicker  result  with  fulguration  treatment 
later. 

The  child  is  now  wearing  a  tracheotomy  tube  with  comfort;  he  eats 
and  sleeps  well,  and  is  apparently  well  and  happy,  compared  to  his  con- 
dition when  first  seen.  Dr.  McCoy  hopes  to  present  him  to  the  Section  at 
a  later  date,  with  the  condition  entirely  cured. 

DISCUSSION. 

Dk.  McCullagh  said  that  Dr.  McCoy  had  mentioned  the  possibility  of 
using  radium  in  this  case,  and  told  of  a  case  of  papilloma  of  the  larynx 
treated  with  radium  which  produced  a  most  wonderful  result.  The  woin- 
an  was  one  of  Dr.  Harris'  patients  whom  he  had  treated  during  the  sum- 
mer. She  gave  a  positive  Wassermann,  and  it  was  thought  that  the 
growth  was  a  specific  granuloma;  so  she  was  treated  on  that  basis,  with 
good  general  treatment  but  no  benefit  resulted.  When  Dr.  Harris  re- 
turned, he  removed  a  piece  of  the  growth  for  examination.  Dr.  Abbe 
applied  radium,  and  the  growth  has  absolutely  melted  away.  Dr.  Abbe 
says  that  the  beneficial  effect  will  continue  for  some  time. 

Dr.  McCullagh  also  told  of  a  case  in  which  he  had  tried  physiological 
rest,  putting  in  a  tracheotomy  tube  about  three  months  ago  and  remov- 
ing a  small  portion  of  the  growth  for  examination.  He  saw  the  case 
about  ten  days  or  two  weeks  ago  and  the  lai^ynx  was  practically  clear. 
He  was  now  considering  the  advisability  of  removing  the  tube  and  clos- 
ing the  wound. 

Dk.  Fkeudenthal  said  that  a  year  ago  Dr.  Abbe  had  reported  the  case 
to  which  Dr.  McCullagh  had  referred.  One  cannot  always  expect  such  re 
suits,  according  to  Dr.  P.'s  opinion.  It  takes  a  much  longer  time  to  ef- 
fect a  cure  by  means  of  radium,  even  in  benign  tumors.  The  difficulty 
here  would  be  how  to  apply  the  radium  ;n  the  larynx  of  the  child.  One 
cannot  give  the  child  cocain,  and  it  might  have  to  be  given  under  general 
anesthesia.  The  same  would  be  true  in  regard  to  the  fulguration  treat- 
ment. He  would  like  to  see  the  appearance  of  the  larynx  in  such  a  case 
under  suspension.  It  would  be  interesting  to  see  if  some  growth  could 
not  be  found  which  was  not  visible  under  indirect  inspection. 

Dr.  Yankauek  said  that  whatever  might  be  the  theory  of  physiological 
rest  in  these  cases  of  papilloma  of  the  larynx,  the  case  which  he  had 
operated  on  that  afternoon  argued  against  such  a  theory.  The  patient 
was  a  girl,  19  y^ars  of  age,  who  at  2  years  of  age,  had  had  some  glands 
removed  from  the  side  of  her  neck.  Shortly  after  dyspnea  developed 
and  a  tracheotomy  was  done.  Since  that  time  it  has  not  been  possible  to 
remove  the  tracheotomy  tube.  She  lived  in  the  West  and  came  to  New 
York  City  for  the  purpose  of  having  the  tube  removed.  The  entire  larynx 
was  filled  with  an  enormous  mass  of  papilloma,  which  had  evidently  been 
there  since  she  was  2  years  of  age.  She  had  been  wearing  the  tube  ever 
since,  and  her  larynx  has  been  at  rest  for  a  long  time. 

Referring  to  what  Dr.  Freudenthal  had  said  about  suspension  in  such 
a  case,  he  said  that  he  had  used  that  method  in  the  afternoon,  and  had 
removed  the  entire  papillomatous  mass.     He  had  never  before  operated 
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on  a  laryngeal  mass  in  that  way,  though  it  was  the  second  or  third  time 
that  he  had  used  the  suspension  method.  One  of  the  cases  had  been  a 
laryngeal  carcinoma.  The  method  of  operating  in  this  case  was  entirely 
different  from  anything  which  would  have  been  done  by  any  other  meth- 
od, and  was  most  satisfactory.  The  case  was  a  patient  of  Dr.  Emil  Mayer, 
and  he  would  report  it  in  due  time.  The  patient  developed  an  ulceration 
on  the  epiglottis  which  proved  to  be  carcinomatous.  He  was  anesthetized 
and  suspended,  the  epiglottis  was  seized  with  the  forceps  and  steadied 
with  one  hand,  and  with  the  other  hand  an  incision  was  made  in  the 
frenum. 

The  soft  tissues  were  separated  from  the  cartilage  of  the  epiglottis  as  far 
as  possible.  Then  the  epiglottis  was  drawn  to  one  side,  the  mucous  mem- 
brane severed  with  a  knife;  then  it  was  drawn  to  the  other  side  and  op- 
posite mucous  membrane  incised;  then  the  whole  mass  was  removed  in 
one  piece  by  cutting  the  pedicle  with  the  scissors.  It  was  done  just  as 
one  would  remove  a  growth  on  the  outside  of  the  body,  and  the  patient  is 
apparently  making  a  good  recovery  It  was  an  entirely  different  proposi- 
tion from  anything  that  had  been  done  previously.  When  the  patient, 
operated  upon  thai,  afternoon,  had  been  suspended,  the  entire  outline  of 
the  larynx  was  obscured,  but  with  a  probe  the  extent  of  the  attachment  of 
the  papillomatous  mass  could  be  easily  seen.  The  snare  was  put  around 
it,  and  it  was  cut  off.  The  second  bite  of  the  snare  removed  the  greater 
part  of  the  growth,  which  was  attached  to  the  iwsterior  wall.  After 
checking  the  bleeding,  by  clamping  the  bleeding  vessels,  the  remainder  of 
the  growth  was  carefully  pinched  off  and  curetted  away;  the  high  fre- 
quency, current  was  then  applied  and  the  larynx  fulgurated.  The  patient 
is  doing  well  to-night. 

Suspension  laryngoscopy  is  certainly  one  of  the  greatest  advances  made 
in  laryngoscopy,  and  those  who  have  not  had  any  experience  with  it 
should  certainly  learn  the  method,  for  no  other  method  of  operating  in  the 
larynx  can  compare  with  it. 

Dr.  Smith  said  that  for  several  years  he  had  been  greatly  interested  in 
multiple  papilloma  of  the  larynx  in  children.  In  the  past  few  years  he  had 
had  in  his  clinic  at  the  Manhattan  Eye,  Ear  and  Throat  Hospital,  eight 
cases,  practically  divided  into  two  series.  In  the  first  three  cases,  tracheot- 
omy had  been  done  almost  upon  the  admission  to  the  hospital,  after 
which  the  growths  had  been  removed  by  the  direct  method  at  varying  in- 
tervals in  accordance  with  the  rapidity  of  their  recurrence.  In  each  in- 
stance the  growths  had  recurred,  after  operation,  in  greater  number  and 
had  extended  to  new  regions  of  the  laryngeal  mucosa  wherever  it  had 
been  wounded.  During  this  series,  when  he  was  removing  these  growths, 
frequently  there  had  occurred  upon  his  hands,  a  number  of  small  warts, 
which  would  tend  to  show  that  there  was  a  certain  infectivity  in  the 
growth  or  in  the  blood  of  the  growth.  In  one  of  these  cases  the  growths 
had  suddenly  disappeared  from  the  larynx  upon  one  application  of  fulgur- 
ation  which  led  him  to  believe  that  this  method  might  be  a  sure  way  of 
eradicating  papilloma.  The  next  case  had  been  one  of  Inherited  syphi- 
litic papilloma  of  both  vocal  cords  which  had  disappeared  upon  one  in- 
jection of  salvarsan. 
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The  second  series  consisted  of  four  cases.  These  had  been  treated  by 
the  direct  removal  of  the  growths  and  an  application  of  fulguration,  but 
recurrence  had  invariably  taken  place.  The  interval  between  the  applica- 
tion of  the  spark  and  recurrence  had  seemed  to  be  longer  than  when  mere 
removal  by  forceps  had  been  accomplished.  In  one  of  these  cases  the  child 
had  developed  diphtheria  and  was  sent  to  the  Willard  Parker  Hospital 
where  it  died.  Another  had  pulled  the  tracheal  tube  out  of  place  during 
sleep  and  before  the  house  surgeon  could  reach  the  patient  he  had  died. 
The  third  case  had  developed  measles  and  had  been  sent  to  the  Willard 
Parker  Hospital  but  had  not  yet  returned.  The  fourth  case  was  in  a  boy 
12  years  of  age  and  the  growths  had  entirely  disappeared  under  an  appli- 
cation of  fulguration  and  the  larynx  has  remained  free  for  a  space  of  two 
months. 

Dr.  Smith  said  that  up  to  the  present  the  insertion  of  a  tracheal  tube 
still  remains  the  only  sure  and  positive  way  of  eradicating  these  growths, 
although  he  believes  that  fulguration  will  lessen  the  time  requisite  for 
wearing  the  tube.  While  there  were  occasional  instances  where  patients 
had  worn  the  tracheal  tube  for  years  without  disappearance  of  the 
growths,  in  the  vast  majority  of  cases  it  was  only  necessary  to  wear  it 
from  one  to  two  years.  Dr.  Smith  said  he  did  not  believe  that  the  ap- 
proach of  puberty  had  anything  to  do  with  the  disappearance  of  the 
growths,  but  that  rest  of  the  larynx  for  a  certain  period,  which  varied 
in  different  cases,  was  all  that  was  essential  to  bring  about  the  physiolog- 
ical change  which  occasioned  their  disappearance.  In  some  of  the  cases 
he  had  tried  thuja  occldentalis,  in  others  alcohol  as  recommended  by  Del- 
avan,  and  in  some  castor-oil,  but  there  had  been  no  appreciable  benefit 
from  the  employment  of  any  of  these  remedies. 

Dr.  Smith  said,  in  regard  to  the  tracheal  or  laryngeal  collapse,  that  if 
the  tube  were  frequently  removed,  which  allowed  the  rings  of  the  trachea 
to  perform  their  physiological  functions,  the  final  withdrawal  would  be 
attended  with  much  less  respiratory  difficulty  than  if  the  tube  was  left  in 
situ  continuously;  that  in  all  of  his  cases  the  tube  was  removed  for  vary- 
ing lengths  of  time  previous  to  the  final  withdrawal,  and  that  in  each  in- 
stance the  tracheal  wound  had  closed  up  and  the  voice  had  become  fairly 
good.  In  one  case  only  had  it  been  necessary  to  do  a  plastic  operation  to 
close  the  \^ound. 

Dk.  Guentzek  said  that  he  had  not  had  any  personal  experience  in 
treating  these  cases  of  papilloma,  but  in  the  majority  of  them  the  treat- 
ment suggested  to-night  seems  to  apply  to  those  cases  that  occur  in  the 
larynx  above  the  cords.  In  the  Manhattan  Eye,  Ear  and  Throat  Hospital 
is  a  specimen  of  a  larynx  taken  from  a  child,  and  one  can  see  that  there 
the  vegetations  were  not  only  above  the  cords,  but  extended  an  inch  be- 
low, and  appeared  ih  Isolated  places.  In  such  cases,  no  matter  how  thor- 
oughly the  growth  above  the  cords  was  removed,  they  would  eventually 
recur. 

Dr.  Smith  said  that  he  had  detected  these  growths  frequently  in  the 
tracheal  wound  and  had  snared  them  off,  both  from  above  and  below,  and 
they  had  always  recurred  rapidly.  An  idea  had  occurred  to  him  in  regard 
to  these  cases  based  upon  the  apparent  infectlvity  of  the  growth,  that  if 
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an  emulsion  of  the  growth  was  made  and  injected  into  either  the  larynx 
or  into  the  veins  of  the  child  that  it  might  act  in  the  same  manner  as  the 
cancer  emulsion  recommended  by  Beebe;  that  unquestionably  there  was 
something  infective  in  the  growths  and  that  while  the  organism  had  not 
been  isolated  there  might  be  something  accomplished  by  an  autogenous 
injection  of  an  emulsion  made  from  the  wart. 

Dr.  Gue>'tzer  said  that  he  had  seen  a  reference  in  a  French  journal, 
Avhere  magnesia  usta  was  given  internalh^  and  locally. 

Dk.  Yankavkr  said  that  he  had  tried  that,  and  it  had  no  effect.  He  also 
tried  it  in  a  small  papillomata,  but  it  had  no  effect  there  either. 

Dr.  McCoy  expressed  his  appreciation  of  the  interest  shown  by  the  dis- 
cussion. The  observation  made  by  Dr.  Guentzer  tended  to  show  that  the 
tracheotomy  should  be  made  as  low  as  possible,  for  in  some  of  these  cases 
where  a  tracheotomy  was  done,  the  papillomata  caused  later  a  serious 
difficulty.  In  these  cases  the  growth  extended  below  the  cord,  and  the 
only  instrument  which  could  be  used  was  one  of  the  little  forceps  which 
he  had  devised  with  the  use  of  the  knife,  and  this  took  them  off  very 
nicely. 

He  expressed  the  intention  of  trying  the  fulguration  treatment  on  the 
little  fellow  he  had  presented,  and  would  show  him  again  to  the  Section. 
He  hoped  to  be  able  to  present  him  as  a  cured  case. 

Foreign  Body  in  Right  Bronchus:  Lower  Bronchoscopy:  Successful  Ex- 
traction.   By  Dr.  Gerhard  H.  Cocks. 

The  patient,  a  boy  2  years  of  age,  of  Italian  parentage,  living  in  Mount 
Vernon,  X.  Y.,  was  brought  to  Dr.  Chappell's  clinic  at  the  Manhattan  Eye, 
Ear  and  Throat  Hospital  on  February  3,  1913.  From  the  mother,  who 
spoke  but  little  English,  it  was  learned  that  the  child  had  been  sick  with 
a  cough  and  labored  breathing  for  the  past  twenty-four  hours.  He  had 
been  crying,  and  peanut  candy  was  given  to  him  to  quiet  him.  He  coughed 
violently  after  rec-eiving  the  candy,  and  it  was  feared  that  some  of  the 
candy  might  have  entered  his  larynx. 

He  was  a  well-nourished  child;  temperature  101  =>  F.,  respiration  28; 
pulse  128.  Examination  of  the  chest  was  negative.  The  respirations  were 
somewhat  noisy  and  slightly  labored.  The  diagnosis  was  considered 
doubtful,  in  view  of  the  uncertain  history.  Laryngeal  diphtheria,  begin- 
ning pneumonia,  and  a  foreign  body  in  the  respiratory  tract,  were  the 
three  possibilities  considered. 

Under  chloroform  narcosis,  a  Bruenings  tube  was  passed  into  the  larynx 
on  February  3.  The  larynx  and  upper  part  of  the  trachea  were  free 
from  any  foreign  body.  During  the  examination  large  lumps  of  muco- 
pus  were  coughed  up  into  the  tube  almost  constantly.  A  severe  attack 
of  dyspnea  ensued  during  which  the  tube  was  withdrawn,  covered  with 
pus.  Culture  showed  pneumococci.  On  account  of  the  patient's  poor 
condition  and  the  uncertainty  of  diagnosis,  the  operation  was  discontin- 
ued and  the  child  was  returned  to  the  ward.  During  the  next  four  or 
five  days  he  suffered  from  a  fiiffuse  bronchitis,  with  the  characteristic 
physical  signs.     The  temperature  reached  normal  on  February  8. 

At  this  time,  physical  examination  of  the  chest  elicited  pronounced 
dullness  over  the  right  lung,  especially  in  front,  with  diminished  breath 
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sounds  on  the  right  side.  The  x-ray  picture  was  negative.  The  child 
now  began  to  suffer  from  attacks  of  severe  coughing,  attended  by  consid- 
erable dyspnea.  On  February  11,  eight  days  after  admission  to  the  hos- 
pital, it  being  reasonably  certain  some  foreign  body  was  in  the  right 
bronchus,  Dr.  Cocks,  assisted  by  Dr.  MacKenty,  Dr.  Phelps,  and  the  house 
staff  prepared  to  again  introduce  a  bronchoscopic  tube.  As  soon  as  the 
tube  reached  the  epiglottis,  the  child  was  seized  with  a  violent  coughing 
spell,  choked,  stopped  breathing,  and  became  deeply  cyanosed.  The  tube 
was  immediately  withdrawn  from  the  mouth  and  a  quick  tracheotomy 
was  performed,  barely  in  timo  to  save  the  boy's  life. 

Through  the  tracheal  opening,  the  trachea  and  bronchi  were  explored 
with  the  bronchoscope.  The  tube  entered  with  ease  into  the  trachea 
and  left  bronchus,  both  of  which  were  free.  The  right  bronchus,  how- 
ever, could  not  be  entered  by  the  tube  for  any  considerable  distance,  ow- 
ing to  the  inflamed  and  swollen  cttaracter  of  its  mucosal  lining.  The 
bronchoscope  was  then  passed  through  the  tracheal  opening  up  toward 
the  larynx.  The  tube  quickly  filled  with  blood  and  mucus.  As  the  suc- 
tion pump  failed  to  clear  out  the  blood,  the  tube  was  withdrawn  and 
cleansed'  with  a  cotton  applicator.  One  half  of  a  peanut,  broken  into  two 
pieces  was  pushed  out  of  the  tube.  The  child  was  not  in  especially  good 
condition,  and  the  operation  was  discontinued  after  the  insertion  of  a 
tracheal  cannula,  which  was  allowed  to  remain  for  forty-eight  hours. 

During  the  next  six  days  the  child  suffered  from  a  broncho-pneumonia 
involving  both  lungs,  from  which,  however,  he  made  a  good  recovery. 

On  February  18  the  temperature,  which  had  been  normal  for  twenty- 
four  hours,  suddenly  shot  up  to  over  104°,  and  exhibited  this  character- 
istic every  forty-eight  hours.  Careful  search  of  the  blood  failed  to  dis- 
close any  malarial  Plasmodia.  In  view  of  the  characteristic  malariai  tem- 
perature and  the  fact  that  the  child's  home  was  at  Mount  Vernon,  N.  Y., 
he  was  given  quinin  with  prompt  subsidence  of  the  fever.  On  March 
5,  he  was  discharged  from  the  hospital.  Two  days  later  the  tracheal 
wound  was  completely  closed. 

It  was  believed  that  during  the  second  narcosis,  owing  to  th,3  relaxa- 
tion induced  by  the  anesthetic,  the  foreign  body  was  dislodged  from  its 
position  in  the  right  bronchus  by  the  attack  of  coughing.  It  was  then 
carried  to  the  upper  part  of  the  trachea,  just  below  the  vocal  cords,  where 
It  plugged  the  glottis  and  induced  the  almost  fatal  choking  attack  which 
necessitated  tracheotomy. 

DISCUSSION-. 

Dk.  Yankauer  asked  if  the  tube  was  passed  into  the  trachea  at  the 
first  operation,  to  which  Dr.  Cocks  replied  in  the  negative,  saying  that 
he  simply  got  a  good  view  of  the  larynx. 

Dr.  Yankauer  responded  that  he  had  asked  the  question  because  the 
authorities  in  Europe  are  in  favor  of  performing  tracheotomy  in  chil- 
dren immediately  in  case  of  foreign  body,  as  in  children  it  is  likely  to 
set  up  a  subglottic  swelling.  He  himself  had  experienced  no  such  diffi- 
culty, although  he  had  kept  the  bronchoscope  in  place  for  as  long  as  an 
hour  and  a  half,  with  no  ill  results.  He  thought  that  the  bad  results  which 
some  obtained  were  due  to  the  use  of  double  tubes,  which  are  now  al- 
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most  universally  employed ;  for  at  the  point  where  the  inner  tube  emerges 
from  the  outer  tube  there  is  a  decided  thickening,  and  this  ridge  lies  a 
short  distance  below  the  vocal  cords  and  is  rubbed  up  and  down,  thereby 
producing  a  subglottic  swelling.  Dr.  Cocks,  however,  had  said  that  he 
did  not  use  the  tube  in  the  first  instance.  The  accident  which  occurred 
on  the  second  attempt,  was,  of  course,  due  to  the  fact  that  the  foreign 
body  was  coughed  up,  and  if  the  tubs  had  been  got  through  the  larynx  at 
that  time  it  would  have  been  coughed  out;  when  such  a  spasm  occurs, 
it  is  difficult  to  get  through  the  cords  with  any  sort  of  tube.  The  pa- 
tient was  fortunate  in  dislodging  the  foreign  body. 

Dr.  MacKenty  said  that  he  saw  the  right  bronchus,  and  there  was  no 
question  about  its  being  practically  closed.  The  way  the  child  acted  and 
its  position  seemed  to  point  to  the  fact  that  it  had  dislodged  the  foreign 
body  from  the  bronchus.  Jhe  child's  chest  was  examined  before  the 
operation  two  or  three  times,  and  there  was  limitation  of  movement  all 
over  the  right  lung,  showing  distinct  obstruction.  The  foreign  body  was 
in  the  larynx  while  it  was  being  sought  for  down  below. 

Dr.  Cocks  said  that  after  c-perating  on  this  case  he  had  noticed  a  state- 
ment made  by  Dr.  Ingals,  who  said  that  in  his  experience  with  chil- 
dren under  2  years  of  age  he  had  found  it  impossible  to  remove  foreign 
bodies  from  the  bronchus  without  performing  a  tracheotomy  and  work- 
ing through  the  tracheal  opening. 

Dr.  MacKexty  told  of  two  cases  under  his  care  which  he  had  so  treated 
at  Dr.  Smith's  suggestion.  The  cases  were  inoperable.  No  sloughing 
appeared  but  the  part  t-urned  white  under  the  point  of  injection.  Both 
cases  resulted  very  satisfactorily,  and  there  was  no  ill  effect  from  the 
use  of  the  monochloracetic  acid. 

Dr.  MacKentt  asked  if  the  patient  had  been  put  upon  specific  treat- 
ment. In  spite  of  the  fact  that  the  Wassermann  was  negative  the  case 
looked  very  suspicious  of  specific  disease.  Then  again,  might  not  the 
folliculitis  of  the  nose  be  due  to  the  chronic  sinusitis.  He  also  asked 
whether  Dr.  Feudenthal  knew  at  the  beginning  that  there  was  any 
sinusitis,  or  whether  that  question  came  up  after  the  folliculitis  of  the 
nose  appeared. 

Dn.  MacKexty  said  that  he  had  seen  Dr.  Guentzer's  case  when  the 
patient  first  came  to  the  hospital,  and  he  thought  the  angry  appearance 
of  the  granuloma  was  somewhat  diminished;  there  was  also  less  swelling. 
The  condition  seemed  les  active  than  before  the  injection. 


Regular  Meeting,  April  23,  191S. 

Cases  Showing  Results  of  Treatment  of  Chronic  Stenosis  of  tho  Larynx. 
Dk.  Hexry  L.  Lyxaii. 

Vase  1:  Theresa  D.,  aged  4  years,  ill  three  days.  Admitted  to  the 
Willard  Parker  Hospital  Decembe.  18,  1911.  Intubated  for  laryngeal 
diphtheria  with  a  4-5  O'Dwyer  tube. 

The  patient  was  unable  to  remain  without  the  tube  on  the  first  ex- 
tubation  owing  to  spasm  of  the  adductors.     The  spasm  of  the  adductors 
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was  so  persistent  that  she  was  treated  by  a  cut-out  posterior  abductor 
tube.  After  two  months'  treatment  with  this  tube  the  spasm  improved 
and  she  was  able  to  remain  without  the  tube  for  three  days,  but  owing 
to  gradual  hypertrophic  contraction  reintubation  was  necessary,  and 
treatment  by  dilating  tubes  was  resorted  to  in  order  to  overcome  this 
condition.  These  tubes  were  gradually  increased  in  size,  but  owing  to 
the  marked  spasm  element,  narrow  neck  and  cut-out  tubes  were  used 
alternately  with  the  dilating  tubes,  to  allow  for  play  of  the  vocal  cords 
and  arytenoid  cartilages.  This  treatment  was  carried  on  for  a  period  of 
four  months.  The  spasm  seemed  to  have  been  more  aggravated  by  the 
dilating  tubes  and  their  use  was  discontinued,  and  the  cut-out  and  nar- 
row neck  tubes  were  used  only  without  any  dilatation.  These  tubes  were 
used  for  two  months,  after  which'  period  the  time-interval  gradually 
lengthened  between  extubation  and  re-intubation. 

On  June  20,  the  patient  remained  without  the. tube  for  a  period  of 
twenty-four  hours,  but  owing  to  a  delayed  spasm  it  was  necessary  to  re- 
intubate.  As  the  adductor  spasm  had  improved  and  the  hypertrophic 
contraction  was  no  longer  bothersome,  the  same  treatment  by  narrow 
neck  tubes  was  continued.  On  August  6,  1912,  the  tube  was  removed  and 
the  patient  breathed  quite  naturally  and  has  remained  without  the  tube 
ever  since.  , 

December,  1912,  the  patient  developed  broncho-pneumonia  and  em- 
pyema and  was  readmitted  to  the  hospital.  There  was  no  dyspnea  at 
this  time  and  the  larynx  had  presumably  returned  to  normal,  though  at 
times  there  was  some  slight  spasm  of  the  adductors  when  the  child  be- 
came excited.  The  voice  is  good,  though  of  slightly  husky  quality.  Du- 
ration of  treatment  nine  months.  The  patient  has  been  without  the  tube 
for  eight  months. 

Case  2:  Lilly  C,  aged  6  years,  ill  four  days.  Admitted  to  the  Willard 
Parker  Hospital  December  14,  1910.  Intubated  for  laryngeal  diphtheria. 
This  patient  was  also  unable  to  remain  without  the  tube  on  the  first 
extubation  owing  to  ,a  marked  nervous  element  which  promoted  a  very 
violent  adductor  spasm.  This  condition  was  treated  by  abductor  tubes 
but  the  nervous  element  was  difficult  to  overcome  and  re-intubation  was 
at  all  times  an  immediate  necessity. 

By  April,  1911,  the  spasm  element  had  been  overcome  and  the  patient 
remained  without  the  tube  for  three  days,  but  slow  progressive  spells  of 
inspiratory  and  expiratory  dyspnea  necessitated  re-intubation,  and  later 
gradual  dilatation.  Three  days  later  a  direct  laryngeal  examination 
under  .anesthesia  revealed  a  mass  of  hypertrophic  polypoid  tissue  at  the 
base  of  the  epiglottis  and  ventricular  bands.  Large  dilating  and  built- 
up  head  tubes  were  used  to  mash  out  these  masses  and  produce  atrophy; 
for  pressure  on  this  very  vascular  tissue  will  produce  absorption  by  cut- 
ting off  the  blood  supply. 

After  three  months  treatment  by  dilatation  the  child  remained  with- 
out the  tube  for"  five  days,  the  gradual  contraction  necessitating  re-in- 
tubation. Dilatation  was  continued  with  an  increase  of  one  millimeter 
once  a  week.  This  treatment  was  continued  until  November  20,  when 
the  patient  was  extubated  and  allowed  to  remain  without  the  tube.  This 
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time  the  little  girl  was  unable  to  I'emain  without  the  tube,  as  she  had 
done  at  the  former  trial,  for  the  increased  dilatation  had  also  increased 
the  fatigue  of  the  abductors  and  the  opposing  set  of  muscles  resulting  in 
a  violent  spasm.  Narrow  neck  and  cut-out  tubes  were  used,  but  unfor- 
tunately when  the  spasm  Avas  overcome  the  gradual  hypertrophic  con- 
traction would  necessitate  continued  dilatation.  This  treatment  by  dila- 
tation and  narrow  neck  tubes  was  continued  for  a  period  of  nine  months 
the  patient  being  able  to  remain  without  the  tube  for  intervals  of  from 
five  to  ten  days  during  this  period.  September  29,  1912.  After  another 
month  of  treatment  by  enormous  dilatation  the  child  was  able  to  remain 
without  the  tube  for  thirty-two  days,  but  owing  to  gradual  new  connect- 
ive tissue  contraction,  it  was  necessary  to  re-intubate,  which  was  ex- 
tremely difficult  even  with  a  very  small  one-year  tube.  Once  more  dila- 
tation was  resorted  to,  alternating  with  narrow  neck  tubes.  On'  Novem- 
ber 15,  1912,  the  tube  was  removed  and  the  patient  broke  her  record  ot 
thirty-two  days,  for  she  has  remained  without  the  tube  ever  since.  Du- 
ration of  treatment,  one  year  and  eleven  months.  Without  tube  for  five 
months.  She  has  a  very  good  voice  and  there  is  no  stridor  at  the  pre- 
sent time. 

Case  3:  Bertha  E.,  aged  6i^  years,  ill  five  days.  Admitted  to  the 
Willard  Parker  Hospital  May  13,  1909.  Intubated  for  laryngeal  diph- 
theria with  a  t)-7  O'Dwyer  tube. 

The  patient  had  a  severe  attack  of  laryngeal  diphtheria  and  com- 
menced auto-extubation  on  the  tenth  day  of  the  disease.  This  auto-ex- 
tubation  was  persistent  and  the  patient  would  cough  out  the  tube  from 
eight  to  ten  times  in  the  twenty-four  hours.  This  condition  was  due  to 
perichondritis  at  the  cricoid.  At  times  when  the  tube  was  coughed  out 
the  patient  was  able  to  remain  without  it  for  a  few  hours;  this  was  be- 
fore the  absorption  was  complete,  but  later,  a  marked  nervous  element 
accompanied  by  very  violent  spasm  of  the  adductors  necessitated  imme- 
diate re-intubation.  Often  the  child  would  border  upon  a  convulsion 
when  put  upon  the  table  for  intubation  after  the  tube  had  been  coughed 
up,  and  she  was  practically  dead  more  than  once  before  the  mouth-gag 
could  be  inserted  between  the  jaws  and  intubation  performed. 

Later  on,  in  June,  after  the  cough-up  stage  had  passed,  the  spasm  of 
the  adductors  became  so  violent  that  it  was  extremely  diflScult  to  re- 
move the  tube  from  the  larynx.  When  the  tube,  after  great  difficulty, 
was  finally  removed,  there  would  be  a  loud  inspiratory  stridor  and  a  few 
minutes  later  the  spasm  would  necessitate  re-intubation.  This  condi- 
tion persisted  and  the  patient  was  unable  to  remain  without  the  tube 
longer  than  15  minutes.  Narrow  neck  tubes  were  used  in  an  endeavor 
to  improve  this  condition.  On  November  28,  1909,  six  months  later  the 
spasm  had  slightly  improved,  but  "hypertrophic  contraction,  the  result  of 
the  persistent  auto-extubation  stage,  necessitated  treatment  by  dilatation. 
This  was  continued  for  another  six  months,  with  the  interval  between 
extubation  and  re-intubation  varying  from  six  to  twenty-four  hours. 

May  29,  1910.  The  parents  made  a  fuss  about  taking  the  child  home, 
for  they  complained  that  she  did  not  improve,  and  had  been  in  the  hos- 
pital long  enough.     I  protested,  but  the  mother  had  made  up  her  mind 
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to  take  the  child  home  and  was  so  persistent  in  her  efforts  that  finally 
the  superintendent  of  the  hospital  granted  this  privilege  and  the  par- 
ents assumed  all  responsibility  for  the  care  of  the  child,  with  the  tube 
in,  while  at  home.  The  child  remained  at  home  for  one  year,  the  tube 
having  been  changed  once  each  month.  I  finally  persuaded  the  mother 
to  give  us  another  chance  and  the  patient  was  readmitted  to  the  hospi- 
tal October  29,  1911.  On  this  date  dilatation  was  once  more  resorted  to. 
"Special  tubes"  with  built-up  heads  were  used.  These  tubes  dilated  an- 
tero-posterior  as  well  as  laterally.  The  regular  tube  of  O'Dwyer  had  been 
in  the  larynx  since  the  time  the  mother  took  the  child  from  the  hos- 
pital. These  "special  tubes"  were  gradually  increased  in  size  once  eack 
week  until  the  greatest  possible  dilatation  was  accomplished,  then  the 
sizes  were  reduced  and  narrow-neck  tubes  introduced.  After  six  months 
treatment  the  patient  was  able  to  leave  the  intubation  table  for  the  long- 
est period  since  admission  and  remained  without  the  tube  for  three  days, 
but  gradual  hypertrophic  contraction  necessitated  re-intubation. 

In  June,  1912,  after  two  months  of  treatment  with  tubes  of  enormous 
diameters,  the  patient  was  able  to  remain  without  the  tube  for  twenty- 
eight  days,  but  once  more  gradual  contraction  necessitated  re-intubation 
and  the  treatment  was  repeated.  In  August,  two  months  later,  the  pa- 
tient coughed  out  the  dilating  tube  and  has  remained  without  the  tube 
ever  since.  Duration  of  intubation  was  3i^  years.  The  child  has  a  nor- 
mal voice  and  has  been  without  the  tube  for  SVz  months. 

Case  4:  Mary  R.,  aged  3i^  years.  Ill  four  days.  Admitted  to  the 
Willard  Parker  Hospital  June  26,  1911.  Intubated  with  a  3-year  O'Dwyer 
tube.  The  patient  was  one  of  the  auto-extubation  type  during  the  first 
month,  and  coughed  up  the  tube  on  an  average  of  from  two  to  eight 
times  per  day.  On  August  2,  after  the  cough-up  stage  had  subsided,  it 
was  necessary  to  use  narrow-neck  tubes  owing  to^pasm  of  the  adductors. 
After  two  months'  treatment  with  these  tubes  the  spasm  improved  and 
the  child  was  able  to  remain  without  the  tube  for  four  days,  but  hyper- 
trophic contraction  caused  re-intubation  at  the  end  of  this  period.  The 
treatment  was  now  alternated  with  dilating  and  narrow-neck  tubes  and 
carried  on  for  two  more  months  with  the  interval  between  extubation 
and  intubation  gradually  becoming  longer  in  duration. 

By  December  15,  1911,  the  child  had  remained  without  the  tube  for 
six  days,  the  longest  time  since  admission.  The  spasm  element  had  been 
overcome  but  the  hypertrophic  contraction  had  not  been  overcome,  and 
this  seemed  to  be  the  factor  to  deal  with  at  the  present  time. 

June  10,  1912,  the  tube  was  removed  and  it  was  unnecessary  to  re- 
place it  for  ten  days,  this  being  due  to  gradual  contraction,  and  intuba- 
tion was  extremely  difficult.  The  treatment  from  now  on  was  by  greatly 
Increased  dilatation..  The  intervals  between  extubation  and  re-intuba- 
tion gradually  increased  in  length  and  after  five  months  the  patient  re- 
mained without  the  tube. 

Duration  of  treatment  1  year  and  8  months.  The  patient  has  been 
without  the  tube  for  three  and  one-half  months.  I  have  never  heard  the 
child  speak,  though  the  nurses  tell  me  that  she  has  a  good  voice. 
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DISCUSSIOX. 

Dr.  H.\rmox  Smith  thought  that  Dr.  Lynah  was  certainly  to  bo.  con- 
gratulated on  the  outcome  of  these  cases,  but  for  the  sake  of  individual 
enlightenment  he  "would  like  to  ask  (1)  whether  more  cicatricial  stenoses 
are  found  in  young  children  than  in  older  ones,  also  whether  it  is  easier 
to  overcome  a  stenosis  in  the  younger  children?;  (2)  Where  does  the 
stenosis  most  frequently  occur?;  (3)  If  the  stenosis  is  removed,  what 
length  of  time  ordinarily  elapses  before  the  recurrence,  or  how  long  be- 
fore the  fibrous  elements  incident  to  the  primary  stenosis  pull  the  larynx 
together? 

Dk.  Hp:i{zig  inquired  how  often  the  tube  was  changed,  and  Dr.  Lynah 
replied,  once  a  week. 

Dr.  Emit  Mayer  asked  Dr.  Lynah  how  long  the  tube  should  be  worn 
before  taking  the  chances  of  removing  it.  In  his  own  experience,  no  set 
time  could  be  established,  but  too  prolonged  wearing  of  the  tube,  four 
or  five  weeks,  seems  to  be  followed  by  bad  results. 

Dr.  Thurber  asked  if  there  was  not  some  abductor  paralysis  from  pres- 
sure, otherwise  would  the  adductor  spasm  last  so  long.  These  spasms 
seemed  to  show  decidedly  weakened  abductors. 

Dr.  Carter  asked  if  in  any  of  these  cases  there  was  a  tendency  for 
the  membrane  to  spread  down  into  the  trachea,  and,  if  so,  would  the 
treatment  adopted  in  these  cases  have  been  effective,  also  whether  the 
prompt  administration  of  anti-toxin  would  have  caused  the  membrane 
to  be  loosened  and  coughed  out? 

Dr.  Lynah,  replying  to  Dr.  Smith,  said  that  the  types  of  cases  all 
seemed  to  be  about  the  same.  The  difference  depended  on  how  long  the 
hypertrophic  condition  had  lasted.  During  the  past  year  he  had  had  six- 
ty-two subacute  cases.  These  patients  wore  tubes  from  two  weeks  to 
two  months  and  then  recovered  without  any  special  treatment.  The  very 
mild  cases  get  well  practically  by  themselves.  So  far  as  the  age  of  the 
child  was  concerned,  it  was  easier  to  treat  the  older  than  the  younger 
children,  but  he  had  two  cases  in  older  children  who  had  worn  tubes 
for  a  period  of  five  years. 

The  duration  of  treatment  depended  upon  the  degree  of  adductor  spasm 
and  the  pathological  changes  in  the  mucosa,  sub-mucosa,  and  cartilage. 
There  is  thickening  of  the  mucosa  and  submucosa,  even  in  the  early 
cases,  or  ulceration  may  be  rapid  and  bring  about  perichondritis  of  the 
cartilages  with  new  bone  formation  taking  the  place  of  the  former  car- 
tilage. There  was  no  recurrent  laryngeal  nerve  paralysis,  the  adductor 
spasm  being  caused  by  the  functional  disuse  of  the  abductors. 

Some  x-ray  pioturos  have  shown  shadows  of  bo"v  •'-■  '-r-^nt  at  th" 
cricoid  level. 

The  case  cited  by  Dr.  Mayer  was  extremely  interesting  because  of  Its 
being  a  chronic  tracheal  canula  case.  Dr.  Mayer  said  that  the  child 
had  been  in  the  hospital  for  one  month  and  that  he  had  dilated  from  be- 
low upward  by  means  of  sounds,  he  had  also  used  a  uterine  dilator  from 
above  downward  and  suspension  laryngoscopy  which  had  given  a  splendid 
view  of  the  larynx  while  he  was  dilating.     Dr.  Lynah  said  such  a  case 
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should  be  dilated  to  the  extreme  limit  with  intubation  tubes,  but  at  the 
same  time  narrow  neck  tubes  should  be  used  to  overcome  the  amount 
of  tension  put  upon  the  intra-laryngeal  muscles. 

Dr.  Lynah  said  that  these  cicatrix  cases  require  from  two  to  three 
years  to  effect  a  cure  but  some  of  the  purely  hypertrophic  types  he  had 
treated  for  five  years  before  they  recovered.  The  voice,  however,  is  al- 
ways better  in  cases  treated  by  dilatation,  and  occasionally  in  the  cicatrix 
type  the  voice  may  be  lost. 

Section  of  the  nerve  in  the  cough-up  cases  showed  that  the  nerve  was 
perfectly  normal.  It  was  surprising  to  see  the  muscles  present.  They 
showed  some  myocytis.  There  was  no  bilateral  abductor  paralysis  and 
the  condition  seemed  to  be  due  to  functional  disuse  of  the  muscles,  as 
when  an  arm  is  fixed  in  a  splint.  The  tube  acts  as  this  splint  to  the 
intra-laryngeal  muscles.  The  purpose  of  my  cut-out  posterior  tube  is  to 
allow  for  play  of  the  muscles  and  motion  to  the  arytenoid  cartilages. 

Replying  to  Dr.  Carter,  Dr.  Lynah  said  that  none  of  the  cases  presented 
had  had  tracheal  or  bronchial  stenosis;  in  fact  most  of  the  tracheal  and 
bronchial  types  of  diphtheria  died  from  mechanical  obstruction  to  res- 
piration or  later  from  broncho-pneumonia.  He  doubted  whether  anti- 
toxin had  much  effect  in  such  cases  for  owing  to  the  passive  congestion 
of  the  lungs  the  absorption  of  antitoxin  must  be  extremely  slow. 

{To  6e  continued). 


Intra=tracheal  Insufflation  Anesthesia.  F.  J.  Cotton  and  W.  M. 
BooTHBY,  Ann.  of  Surg.,  Jan.,  1913. 
The  authors  draw  the  following  conclusions:  (1)  Intra-tracheal 
insufflation  respiration  is  the  only  artificial  method  that  absolutely 
provides  for  a  sufficient  aeration  of  the  lungs,  regardless  of  the 
respiratory  movements  of  the  patient,  and  that,  properly  admin- 
istered and  safe-guarded,  can  be  rendered  devoid  of  intrinsic  dan- 
ger. 2.  Therefore,  anesthesia  by  this  method  is  indicated  whenever 
the  operation  is  about  to  interfere  in  any  way  with  the  ability  of  the 
patient  to  voluntarily  respire,  and  should  be  used  in  all  intrathoracic 
work  and  in  extensive  operations  about  the  head,  neck,  and  mouth. 
Ether  with  air,  preferably  supplied  by  a  foot-pump,  is  the  most 
applicable  of  the  various  anesthetics  for  general  use,  though  nitrous 
oxid-oxygen  with  minimal  quantities  of  ether  may  also  be  used. 
To  prevent  deaths  from  emphysema,  no  matter  what  form  of  ap- 
paratus be  used  it  must  be  provided  with  a  safety-valve  by  means 
of  which  the  intrathoracic  pressure  cannot  exceed  15  mm.  mercury. 

Ed. 


XV.  INTERNATIONAL  CONGRESS  OF  MEDICINE,  LONDON 

SECTION   OX    RHINOLOGY   AND    LABTNGOLOGY. 

Annual  Meeting. 

Introductory  Remarks  by  the  President 

Sir  St.  Clair  Thomson. 

The  last  time  that  the  International  Congr€S3  of  Medicine  was  held  in 
London  was  in  1881,  when,  as  a  student,  I  attended  some  of  the  meetings. 
Although  there  were  separate  sections  for  Otology,  Ophthalmology,  Der- 
matology and  Odontology,  yet  32  years  ago  our  special  department  of 
practice  had  not  attained  to  a  separate,  autonomous  section.  Khinology 
was  hardly  recognized  and  laryngology  was  relegated  to  a  sub-section  and 
had  no  president.  The  sittings  were  presided  over  by  a  Chairman  se- 
lected from  the  Vice-Presidents  of  the  Section  of  Medicine.  That  Chair- 
man was  Sir  George  Johnson,  my  own  chief,  who,  however,  desired  to  be 
known  as  a  general  physician  although  his  observation  on  the  inerva- 
tion  of  the  larynx  are  worthy  of  remembrance.  The  number  of  laryn- 
gologists  who  inscribed  their  names  as  members  of  this  sub-section,  this 
Cinderella  of  the  specialities,  was  342  and  the  average  daily  attend- 
ance at  the  sittings  varied  from  60  to  100.  To-day  already  230  have  in- 
scribed their  names,  and  judging  from  this  morning's  gathering  our 
attendance  will  be  numbered  in  hundreds. 

In  the  year  1881  eighteen  hours  was  given  up  to  discussing  38  papers. 
This  year  we  are  prepared  to  devote  30  hours  debating  5  reports  and 
34  communications. 

The  Chairman  of  1881  has  been  gathered  to  his  forefathers,  but  all 
the  three  secretaries  of  that  occasion  are,  I  rejoice  to  say,  still  amongst 
us  and  in  the  full  enjoyment  of  health  and  vigour.  Dr.  de  Havilland 
Hall  has  been  lured  into  the  wider  field  of  internal  medicine;  Dr.  T.  J. 
Walker  in  the  provincial  town  of  Peterborough  where  I  commenced  my 
studies  of  medicine  as  his  pupil,  has  won  renown  as  a  general  sur- 
geon, but  Sir  Felix  Semon  has  continued  to  be  the  devoted  apostle  of 
laryngology  and  in  his  retirement  from  active  practice  he  remains  an 
attached  follower  and  a  detached  critic. 

It  might  be  interesting  if  I  briefly  referred  to  the  subjects  of  dis- 
cussion in  1881  and  left  to  all  present  to  draw  their  own  comparisons 
with  the  program  of  work  we  have  before  us  to-day,  in  this  way  show- 
ing how  swift  and  mighty  has  been  the  progress  of  rhino-laryngology 
in  these  32  years. 

The  Chairman  in  his  opening  address  in  1881  still  felt  it  necessary  to 
uphold  the  claims  and  benefits  of  the  laryngoscope  and  Manuel  Garcia 
again  narrated  how  the  possiblity  of  viewing  the  living  laynx  flashed 
across  his  imagination  while  he  was  strolling  in  the  garden  of  the 
Palais  Royal,  that  historical  September  day  in  1854.  The  local  treatment 
of  diphtheria  now-a-days,  thanks  to  the  wonderful  discovery  of  antitoxin, 
of  such  secondary,  I  might  almost  say,  of  such  trifling  importance,  was 
one  of  the  subjects  of  set  discussion,  and  the  rapporteurs  were  Morrell 
Mackenzie,  Tobold  and  Lennox  Browne.     Krishaber,  of  Paris,  announced 
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his  firm  conviction  that  tuberculosis  of  the  larynx,  while  possibly 
healing  in  one  part,  yet  always  broke  out  in  another,  and  so  invariably 
ended  fatally,  generally  within  a  year,  although  "quelques  cas  resistent 
deux  ans." 

A  debate  on  laryngeal  paralyses  set  the  foundation  of  our  now  es- 
tablished classification  of  these  affections  and  gave  the  early  embodi- 
ment of  what  we  know  as  the  Semon  law.  It  gives  us  pause  to  read 
that  a  subject  of  debate  was  "The  Indications  for  Extra-  or  Intralaryngeal 
Treatment  of  Benign  Tumors  of  the  Larynx,"  when  at  present  all  the 
world  knows  that  every  simple  growth  can  be  removed  by  the  intra- 
laryngeal route  according  to  the  Hippocratic  principle  "cito,  tutto  et 
jucunde."  But  doubtless  the  subject  was  chosen  to  enlighten  the 
medical  public  as  to  the  possibilities  of  the  laryngoscope,  which  was 
then  only  25  years  old. 

Stenosis  of  the  larynx,  still  in  our  day  a  &efe  noire  to  the  laryngol- 
Dgist,  was  another  subject  of  general  discussion  in  1881,  one  of  the 
rapporteurs  being  our  confrere  Heryng,  of  Warsaw. 

The  indications  for  partial  or  complete  extirpation  of  the  larynx 
were  discussed,  but  laryngo-fissure  was  not  even  mentioned  during 
the  debate.  At  that  date  and  for  some  years  afterwards,  the  operation 
was  so  disastrous  that  there  was  little  anticipation  of  the  brilliant  results 
we  now  obtain. 

At  our  previous  London  Congress  the  galvano-cautery  had  hardly 
started  on  its  useful,  although  sometimes  wild  career,  yet  in  a  discussion 
introduced  by  Voltolini,  Solis-Cohen,  Cadier,  Lennox  Browne,  Foulis  and 
Victor  Lange,  one  conclusion  arrived  at  even  32  years  ago  was  that  the 
electric  cautery  was  often  used  unnecessarily. 

Adenoid  vegetations  were  discussed  in  a  masterly  way  by  their  discov- 
erer, Wilhelm  Meyer,  followed  by  Loewenberg,  Guye  and  Woakes. 

The  everlasting  subject  of  ozena  came  in  for  consideration,  and  five 
other  communications  on  various  subjects  completed  the  program. 

It  is  interesting  to  note  that  in  1881  there  was  not  a  single  communi- 
cation on  the  surgery  of  the  nose,  on  diseases  of  the  accessory  sinuses, 
on  the  bacteriology  of  the  air  passages,  or  on  laryngo-fissures.  At  that 
date  cocain  was  unknown,  adrenalin  was  undreamt  of,  and  electricity 
was  not  available  for  illumination. 

The  trachea  was  only  partly  visible  when  reflected  in  the  laryngeal 
mirror;  but  the  hardihood  of  the  early  pioneers  of  rhino-laryngology  ig 
shown  by  the  record  that  Morell  Mackenzie  and  Stoerk  showed  their 
esophagoscopes  and  the  former  even  exhibited  a  patient  on  whom  he  had 
performed  internal  esophagotomy. 

What  will  mark  the  next  stage  of  our  progress  I  will  not  venture  to 
predict.  It  only  remains  for  me  as  spokesman  of  the  Council  of  the 
Section  and  on  behalf  of  all  British  laryngologists  to  bid  you  one  and  all 
a  hearty  welcome,  and  to  assure  you,  in  the  words  of  Shakespeare,  that 
"our  true  intent  is  all  for  your  delight." 

In  a  few  well-chosen  words  the  Chairman  also  spoke  in  German,  French 
and  Italian,  summarizing  his  greetings  to  the  Congressists  attending 
from  those  foreign  lands. 
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REPORT    OF    EIGHT    CASES    OF    PURULENT    MENINGITIS 

OPERATED  UPON  BY  THE  HAINES'  METHOD. 

POST=MORTEM   FINDINGS.=^ 

DR.  EWING  W.  DAY,  PITTSBURGH. 

Probably  no  paper  presented  at  the  last  meeting  of  our  Society 
awakened  more  interest  than  that  read  by  Dr.  Haynes  on  drainage 
of  the  cisterna  magna  for  the  cure  of  acute  meningitis.  His  pro- 
cedure, carefully  worked  out  on  the  cadaver,  appealed  strongly  to 
all  who  heard  the  paper,  as  being  entirely  reasonable  on .  surgical 
grounds,  and  as  offering  great  possibilities  as  a  curative  measure 
in  the  treatment  of  that  most  fatal  aural  complication. 

During  the  past  year,  drainage  of  the  cisterna  magna  for  sup- 
purative meningitis  has  been  on  trial  but  the  results  are  still  un- 
known. The  number  of  these  cases  that  falls  to  one  surgeon  is  so 
small  that  years  would  be  required  for  any  individual,  on  the  basis 
of  his  own  experience,  to  form  a  true  judgment  of  the  worth  of  the 
operation.  If,  however,  we  can  have  a  report  of  the  results  of  all 
the  members  present,  the  total  number  of  cases  will  undoubtedly 
be  large  enough  to  enable  us  to  place  an  approximately  just  value 
on  this  operation. 

The  writer  has,  during  the  last  year,  treated  twelve  cases  of  sup- 
purative meningitis,  nine  of  them  by  drainage  of  the  cisterna  magna. 
Two  of  these  were  secondary  to  lobar  pneumonia,  the  infecting 
meningeal  organism  being  pneumococcus ;  two  followed  fractures 

•Read  at  the  meeting  of  the  American  Laryngological.  Rhinological 
and  Otological  Society.   Washington,  D.  C,  May  9,   1913. 
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of  the  base  of  the  skull,  involving  the  roof  of  the  naso-pharynx, 
through  which  there  was  pneumococcic  infection ;  five  were  of  otitic 
origin,  including  two  cases  that  had  a  purulent  labyrinthitis,  the 
organism  being  streptococcus  pyogenes  in  three  of  these  and  a 
mixed  infection  in  the  other  two.  It  is  interesting  to  note  that  of 
four  of  these  cases  with  streptococci  in  the  meninges,  two  showed 
staphylococci  among  other  bacteria  but  no  streptococci  in  the  pus 
from  the  ear  and  mastoid. 

Feeling  that  early  operation  is  an  important  factor  in  success  in 
these  cases,  we  tried  to  estimate  the  probable  lapse  of  time  between 
the  invasion  of  the  meningitis  and  operation.  In  case  1,  a  baby, 
the  cisterna  magna  was  drained  thirty-six  hours  after  the  first  signs 
of  fretfulness,  and  twenty-one  hours  after  the  first  convulsion. 
Case  5,  with  chronic  purulent  otitis  media  and  acute  labyrinthitis, 
under  close  observation  in  the  hospital,  with  spinal  fluid  free  from 
bacteria  and  temperature  normal  for  two  days,  and  without  ver- 
tigo or  pain,  one  afternoon  at  2  p.  m.  had  a  chill  and  a  temperature 
of  102°,  and  was  operated  upon  at  4  p.  m.  In  this  case  we  believe 
that  but  a  few  hours  intervened  between  the  invasion  of  the  men- 
ingitis and  establishment  of  drainage.  Case  4,  also  under  hospital 
observation,  was  operated  upon  in  from  twenty-four  to  thirty-six 
hours  after  the  onset  of  the  meningitis.  Case  3  was  well  advanced 
and  in  a  hopeless  condition  when  admitted  to  the  hospital.  The  re- 
maining five  were  probably  in  the  third  or  fourth  day  of  the  dis- 
else  when  operated  upon. 

Special  attention  was  given  during  the  year  to  observation  of  the 
condition  of  the  veins  of  the  fundus  and  to  the  blood-pressure.  The 
eye  grounds  were  independently  examined  by  two  oculists  of  the 
hospital  staff.  In  four  cases  that  were  under  observation  before 
the  meningitis  was  diagnosed,  this  was  done  daily.  In  only 
one  case  was  there  any  evidence  of  edema  of  the  fundal 
veins.  The  blood-pressure  was  taken  twice  daily,  always  by  the 
same  person,  and  in  no  case  could  we  demonstrate  any  constantly 
increasing  pressure.  In  Case  5,  where  we  believe  we  drained  a  few 
hours  after  the  meningeal  invasion,  there  was  a  steady  fall  in  sys- 
tolic blood-pressure  for  five  days  from  120,  at  the  time  of  admis- 
sion to  the  hospital  when  the  cisterna  magna  was  opened,  to  10f>. 

The  length  of  time  between  operation  and  death  varied  widely, 
in  the  three  cases  operated  upon  early  the  interval  was  one,  three 
and  twenty-two  days  respectively;  in  those  opened  after  three  or 
four  days  of  illness  the  interval  was  eighteen  hours,  thirty  hours, 
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two  days  and  four  days ;  in  the  late  hopeless  case,  three  days.  In 
the  last  case,  the  only  one  that  recovered,  the  period  of  invasion 
was  indefinite  and  the  diagnosis  not  positively  proved. 

The  establishment  of  free  drainage  for  the  cerebral  fluid  was 
without  special  difficulties,  except  in  one  case  due  to  an  unsuspected 
abscess  of  the  right  cerebellar  lobe  crowding  that  lobe  across  the 
median  line.  In  seven  cases  the  amount  of  fluid  drained  in  twenty- 
four  hours  averaged  about  eight  ounces.  In  one  case,  in  which  the 
dressings  were  weighed  before  being  applied  and  again  immediate- 
ly on  removal  at  the  end  of  twelve-hour  periods,  there  was  a  daily 
drainage  of  cerebral  fluid  of  11 5^  ounces  for  a  period  of  eight  days, 
no  allowance  being  made  for  evaporation  that  may  have  occurred 
despite  rubber-cap  protection.  This  later  on  diminished  to  2V,a 
ounces.  A  chemical  analysis  of  this  fluid  was  made  by  Processor 
Guthrie  of  the  Medical  Department  of  the  University  of  Pitts- 
burgh, who  reported  that  it  met  all  the  requirements  of  normal  cere- 
bral fluid,  and  was  not  a  serious  transudate.  In  the  case  that  re- 
covered, there  was  an  almost  dry  cisterna  magna  with  a  probable 
flow  of  not  more  than  2  or  3  ounces  in  forty-eight  hours. 

The  symptoms  present  in  seven  of  these  cases  were  those  char- 
acteristic of  meningitis.  In  the  two  cases,  however,  where  the 
meningitis  was  secondary  to  fracture  of  the  base  of  the  skull,  there 
were  extreme  restlessness  and  later  violent  delirium  requiring  re- 
straint in  bed.  These  symptoms  were  not  diminished  by  draining 
the  cisterna  magna.  From  the  post-mortem  findings,  it  was  prob- 
able that  in  these  cases  reduction  of  the  intra-cranial  pressure  had 
caused  fresh  bleeding  from  a  ruptured  vessel  with  the  formation 
of  a  second  blood-clot.  In  all  cases  but  one,  and  this  gave  a  dry 
tap,  the  diagnosis  of  meningitis  was  confirmed  by  lumbar  puncture. 

Subsequent  to  the  operation  in  all  the  cases,  except  the  two  sec- 
ondary to  fracture  of  the  base  of  the  skull,  there  was  a  considerable 
deviation  from  the  usual  clinical  course  of  suppurative  meningitis, 
in  that  there  was  at  first  a  definite  period  of  improvement  in  their 
condition,  evidenced  by  lessening  or  absence  of  headache,  clearer 
mentality,  loss  of  muscular  rigidity,  lower  temperature  and  pulse. 
This  stage  was  later  followed,  sometimes  rapidly,  but  more  often 
slowly,  by  the  usual  progressive  sepsis,  and  finally  ended  in  a  deep 
septic  coma,  and  death,  apparently  free  from  pain. 

In  duration,  the  period  of  improvement  varied  from  a  few  hours 
in  the  worst  cases  to  nine  days  in  the  most  favorable  cases.  It  is 
interesting  to  note  that  this  period  of  improvement  seemed  to  de- 
pend more  on  the  virulence  of  the  infecting  organism  than  on  the 
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duration  of  the  meningitis  before  operation.  Of  the  two  cases 
operated  upon  early,  in  one  the  improvement  lasted  but  a  few  hours 
and  death  followed  in  thirty-six  hours.  Culture  gave  an  abundant 
growth  of  streptococcus  pyogenes  in  twenty- four  hours.  In  the 
other,  where  the  improvement  lasted  nine  days,  two  cultures  were 
sterile  after  seventy-two  hours,  and  a  third,  made  from  dressings 
packed  in  the  wound,  gave  but  a  feeble  growth  after  seventy-two 
hours.  This  inverse  ratio  between  the  virulence  of  the  infection 
and  duration  of  improvement  was  noted  to  a  less  marked  degree  in . 
other  cases. 

Thus  suppurative  meningitis,  treated  by  drainage  of  the  cisterna 
magna,  presents  three  well-defined  periods:  (1)  the  period  of  in- 
vasion; (2)  the  period  of  improvement;  (3)  the  period  of  sepsis. 

An  explanation  for  this  clinical  course  might  be  as  follows :  The 
cerebral  fluid  from  its  source  in  the  lateral  ventricles  passes  to  the 
brain  surface  via  the  third  and  fourth  ventricles  and  cisterna  mag- 
na, thence  through  the  dural  spaces  to  disappear  mainly  into  the 
venous  circulation  of  the  superior  longitudinal  sinus.  In  meningi- 
tis, as  this  fluid  flows  over  the  infected  areas,  it  gathers  the  pro- 
ducts of  the  infections  and  carries  them  in  a  steady  stream  into  the 
venous  circulation  and  this  produces  the  relatively  constant  high 
septic  temperature,  characteristic  of  this  disease.  When  the  cis- 
terna magna  is  opened,  the  fluid  is  diverted  from  its  normal  course 
and  no  longer  passes  over  the  infected  brain  surface,  but  leaves 
the  skull  at  the  cisterna  magna,  and  the  toxins  are  no  longer  washed 
into  the  circulation.  This  results  in  a  fall  of  the  temperature,  the 
relief  of  the  brain  pressure,  and  the  period  of  improvement.  How- 
ever, all  the  infection  entangled  in  the  meshes  of  the  arachnoid 
spaces  does  not  drain  back  to  the  drainage  opening,  and  these  re- 
maining foci,  nature  is  unable  to  overcome.  The  period  of  im- 
provement will  continue  until  absorption  from  these  areas  ushers 
in  the  period  of  sepsis.  These  three  periods  are  clearly  defined  in 
the  following  case : 

Case  I :  E.  G.,  aged  23,  American,  admitted  to  the  Eye  and  Ear 
Hospital,  November  18,  191SJ.  Chief  complaints— headache,  ver- 
tigo, vomiting.  On  November  3,  patient  awoke  from  an  afternoon 
nap.  On  sitting  up  in  bed  he  was  seized  with  extreme  dizziness 
and  vertigo;  vomited  at  intervals;  had  constant  but  never  severe 
headache;  was  confined  to  bed  as  he  was  too  dizzy  to  walk.  He 
had  been  hard  of  hearing  in  both  ears,  but  the  right,  his  best  ear, 
which  had  been  discharging  at  intervals  for  years,  had  become  to- 
tally deaf  since  this  attack.    Never  mastoid  pain  nor  tenderness. 
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General  Examination:  Patient  seemed  perfectly  rational  and 
not  particularly  uncomfortable.  Showed  no  traces  of  mental  dull- 
ness, irritability,  or  inco-ordination.  With  eyes  closed,  considerable 
swaying  but  no  tendency  to  fall  in  any  definite  direction.  Knee 
jerks  slightly  exaggerated  on  both  sides.  Kernig's  sign  negative. 
Eye  grounds  negative,  no  blurring  of  the  edges  of  the  disc  or  full- 
ness of  the  veins.  Blood  pressure:  systolic  120,  diastolic  60.  W. 
B.  C.  11,200.  Polys.  74  per  cent.  Lumbar  puncture,  clear  fluid  un- 
der normal  pressure,  free  from  bacteria  by  smear  and  culture.  Right 
ear  showed  complete  destruction  of  drum  and  some  pus  in  canal. 
Caloric  test  negative.    Q  heard  faintly. 

Temperature  and  condition  improved  until  November  22.  At  8 
a.-  m.  temperature  was  normal.  At  2  p.  m.  patient  had  a  chill  and- 
temperature  103°.  Kernig's  sign  positive.  Spinal  fluid  milky,  but 
smears  were  negative.  Cultures  from  centrifuged  sediment  sterile 
in  various  media. 

Blood  pressure  record  from  time  of  admission,  was :  November 
18,  p.  m. — Systolic,  120;  diastolic,  60.  November  19,  a.  m. — Sys- 
tolic, 110 ;  diastolic,  60.  November  19,  p.  m. — Systolic,  115 ;  diastol- 
ic, 60.  November  20,  a.  m. — Systolic,  110;  diastolic,  60.  Novem- 
ber 20,  p.  m. — Systolic,  105;  diastolic,  60.  November  21,  a.  m. — 
Systolic,  100 ;  diastolic,  65.  November  22,  a.  m. — Systolic,  105 ; 
diastolic,  60.    After  operation,  100  for  several  days. 

Two  hours  after  the  chill  the  mastoid  was  opened.  Bone  was 
sclerotic,  antrum  filled  with  granulations  and  pus  under  pressure. 
Fistula  led  into  a  horizontal  canal  near  ampulla;  vestibule  and 
canal  opened  and  found  to  contain  free  pus.  Cochlea  apparently 
free  from  infection.    Cisterna  magna  then  drained. 

The  patient  made  a  good  recovery  from  operation.  Twenty- 
four  hours  later  temperature  had  not  been  above  100.4°,  General 
condition  good.  No  headache,  Kernig's  sign  negative,  no  rigidity 
of  neck.  The  improvement  was  much  greater  than  indicated  by 
the  clinical  chart.  This  improved  condition  continued  for  nine  days 
with  temperature  ranging  from  99°  to  101°.  Then  on  December  2 
there  was  nausea  and  vomiting,  frontal  headache,  steadily  rising 
temperature  during  the  day  to  104°  at  4  p.  m.,  which  fell  during  the 
night.  On  the  following  day  this  cycle  was  repeated  with  a  chill, 
temperature  reaching  105°.  Fearing  a  septic  sinus  thrombosis,  the 
sinus  and  an  area  of  the  temporal  dura  were  exposed  for  temporal 
drainage  if  needed.  The  dura  here  presented  a  dry  parchment-like 
appearance  with  no  sign  of  fluid  or  moisture  when  opened.     The 
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sinus  was  incised  for  one-quarter  inch  and  found  clear.  Tliis  in- 
cision was  then  covered  with  a  small  pad  without  obliterating  the 
sinus. 

Patient  was  now  in  septic  stage,  with  temperature  ranging  from 
100°  to  105°  in  the  twenty-four  hours,  which  cycle  continued  un- 
til death  ten  days  later.  During  this  time  autogenous  vaccine  in 
doses  from  50,000,000  to  75,000,000  were  given  without  result.  The 
day  before  the  patient's  death  irrigation  with  normal  salt  solution 
at  a  temperature  of  100°  was  carried  out  through  a  cannula  in  the 
lumbar  spine,  flushing  the  spinal  canal  out  through  the  opening  in 
the  cisterna  magna.  This  procedure  removed  a  quantity  of  puru- 
lent material  but  did  not  benefit  the  patient.  The  drainage  of  cere- 
♦bral  fluid  throughout  the  disease  was  free  and  abundant  until  the 
last  few  days.  Four  days  after  the  operation,  by  careful  estima- 
tion, it  totaled  11^  ounces,  but  later  diminished  to  SV^,,  ounces. 
From  December  10  the  patient's  condition  became  progressively 
worse,  with  onset  of  opisthotonos  and  delirium.  Autopsy  Decem- 
ber 13,  1912,  by  Dr.  Klotz,  one  hour  after  death. 

Abstract  from  report  of  autopsy :  "The  dura  was  closely  at- 
tached to  the  skull-cap,  so  that  in  removing  the  bone  it  was  also 
cut  through.  In  thus  removing  the  skull-cap,  it  was  found  that  a 
considerable  space  was  present  between  the  inner  surface  of  the 
dura  and  the  brain  substance.  The  dura  at  the  vertex  was  quite 
normal  and  it  was  observed  that  the  surfaces  of  the  hemispheres- 
were  unusually  dry  and  free  from  fluid.  The  convulutions  of  the 
hemispheres  showed  no  flattening  and  no  evidence  of  compression. 
The  sinuses  of  the  dura  were  all  clear  and  without  any  evidence  of 
thrombosis.  The  right  lateral  sinus,  which  had  been  opened  by 
operation,  was  found  normal,  and  on  the  inner  side  no  evidence  of 
the  operative  incision  into  the  sinus  could  be  observed.  There  was 
no  clotting  at  the  point  of  incision.  In  the  cisterna  magna  there 
was  some  slight  evidence  of  inflammatory  reaction  and  evidence  of 
a  little  granular  lymph  was  present  near  the  opening.  In  the  region 
of  the  right  middle  ear  the  dura  appeared  very  shiny,  but  along 
the  superior  border  of  the  petrous  bone  there  was  some  injection 
of  the  fine  vessels.  There  was,  however,  no  evidence  of  lymph 
exudate  over  the  petrous  bone  on  either  side.  The  anterior  fossa 
of  the  skull  was  normal.  Other  than  a  slight  congestion  around  the 
right  petrous  bone,  the  middle  fossa  was  free  from  disease.  The 
posterior  fossa  showed  some  inflammatory  exudate  at  the  base  of 
the  skull  over  the  basilar  process  of  the  occipital  bone  and  the  body 
of  the  sphenoid.    Here  it  was  found  that  some  yellow  lymph  was 
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present  over  the  body  of  the  occipital  bone,  as  well  as  around  the 
circumference  of  the  foramen  magnum  and  extending  a  slight  dis- 
tance over  the  portion  of  bone  at  the  cisterna  magna.  Anteriorly 
the  lymph  exudate  was  present  over  the  anterior  and  posterior 
clinoid  processes,  as  well  as  over  the  diaphragm  covering  the  pitui- 
tary body. 

"Brain :  The  vessels  of  the  hemispheres  and  cerebellum  were 
considerably  injected.  The  surface  was  dry.  The  hemispheres 
were  otherwise  fairly  normal  in  appearance,  save  for  a  slight 
amount  of  yellowish  exudate  extending  along  the  Sylvian  fissure  on 
the  left  side.  This  exudate  could  be  followed  along  the  fissure  to 
the  base  of  the  brain.  On  the  under-surface  of  the  brain  a  con- 
siderable quantity  of  yellowish,  elastic  lymph  was  present  from  the 
optic  commissure  backwards  over  the  crura,  pons,  medulla  and  the 
upper  portion  of  the  spinal  cord.  The  exudate  was  most  intense 
over  the  medulla  and  the  adjacent  parts  of  the  cerebellum.  The 
lobes  of  the  cerebellum  were  otherwise  free  from  any  evidence  of 
inflammatory  lymph.  There  was,  however,  a  little  yellowish  lymph 
around  the  brain  stem,  close  beneath  the  occipital  lobes.  .  There  was 
also  a  little  lymph  on  the  cerebellum  just  above  the  medulla.  This 
latter  area  was  opposite  the  point  of  drainage  in  the  cisterna.  The 
lymph  that  was  present  at  the  base  of  the  brain  was  of  such  quan- 
tity that  the  basilar  artery  and  the  circle  of  Willis  were  completely 
covered. 

"The  striking  feature  that  presented  itself  in  connection  with  the  . 
brain  was  the  localization  of  the  exudate  to  the  base  with  only  a 
slight  deposit  along  the  vessels  of  the  left  Sylvian  fissure.  The 
cerebral  and  the  cerebellar  hemispheres  were  both  free  from  an 
inflammatory  deposit,  except  where  this  tissue  bordered  upon  the 
structures  at  the  base. 

"The  pituitary  body  showed  some  exudate  along  the  infundi- 
bulum.    The  pituitary  itself  appear  reddened. 

"The  petrous  bone  on  the  right  side  was  opened  and  a  yellowish- 
red  exudate  was  found  present  in  the  semi-circular  canals.  There 
was,  however,  no  evidence  of  exudate  in  the  cochlea.  This  canal 
contained  a  clear  watery  fluid.  The  left  middle  ear  was  found  quite 
healthy. 

"Bacteriology:  During  life  the  cerebral  spinal  fluid  was  exam- 
ined bacteriologically  on  several  occasions.  On  November  18,  1912, 
fluid  was  obtained  by  lumbar  puncture.  The  cell  count  of  this  fluid 
showed  an  excess  number  of  polymorphonuclear  leucocytes.     No 
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bacteria  were  obtained  either  in  direct  smears  nor  in  the  culture 
made  from  this  fluid. 

"On  November  22,  1912,  some  spinal  fluid  was  again  obtained, 
and  at  this  time  it  was  distinctly  milky  and  a  fibrin  mesh-work  de- 
veloped in  the  fluid.  Direct  smears  showed  abundant  leucocytes. 
No  bacteria  could  be  made  out  in  the  direct  smears,  nor  were  there 
any  obtained  in  the  cultures,  though  these  were  made  on  a  variety 
of  media. 

"On  November  25,  1912,  materials  were  received  from  the  mas- 
toid, the  labyrinth  and  the  cisterna  magna.  Direct  smears  showed 
the  presence  of  chains  of  gram-positive  cocci  in  the  material  from 
the  mastoid.  In  none  of  the  other  direct  smears  were  bacteria 
observed.  Cultures  made  from  these  materials  from  the  different 
regions  showed  the  following  results:  Mastoid,  B.  Proteus  vul- 
garis, B.  Plebius,  streptococcus  mitis.  Labyrinth,  B.  Proteus  vul- 
garis, B.  Alkaligenes.    Cisterna  magna,  M.  Zymogenes, 

"On  November  28,  1912,  some  fluid  which  was  aspirated  from 
the  cisterna  magna  was  examined.  Cultures  of  this  fluid  showed 
the  presence  of  staphylococcus  aureus  alone. 

"On  December  10,  1912,  fluid  was  obtained  from  the  cisterna 
magna  by  injecting 'saline  through  a  lumbar  puncture.  Cultures  of 
this  fluid  showed  the  presence  of  the  streptococcus  pyogenes -and  the 
staphylococcus  aureus. 

"At  autopsy  a  culture  was  taken  from  the  fluid  at  the  base.  From 
this  fluid  the  streptococcus  pyogenes  as  well  as  a  staphylococcus 
aureus  was  isolated." 

Case  2:  Our  last  case,  diagnosed  clinically  as  acute  suppurative 
meningitis,  recovered.  The  diagnosis,  however,  was  never  proved 
and  is  open  to  doubt.  The  patient,  Martin,  a  foreigner,  speaking 
an  unusual  Slavish  dialect,  was  admitted  to  the  Eye  and  Ear  Hos- 
pital, February  2,  1913.  History,  indefinite  from  inability  of  in- 
terpreter to  understand  well,  was  of  pain  in  left  ear,  headache,  and 
dizziness  for  one  week.  General  examination:  Patient  very  rest- 
less and  noisy  at  times ;  at  others,  stupid  and  semi-comatose.  Tem- 
perature, 99°.  Eye  examination  negative.  W.  B.  C.  15,600.  Polys, 
74  per  cent.  Systolic  blood  pressure,  110.  No  cervical  rigidity. 
Negative  Kernig's.  Negative  caloric  test.  Lumbar  puncture  in 
six  attempts  gave  absolutely  dry  taps. 

Simple  mastoid  operation  was  done  by  Dr.  Waldie.  Extensive 
necrosis  found.  On  following  day  there  was  no  improvement.  Pa- 
tient was  very  restless  and  had  severe  head  pains.     Neck  muscles 
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very  rigid.  Kernig's  positive.  Temperature,  103°.  Neumann's 
labyrinth  operation  done.  Pus  and  granulations  found.  No  retro- 
labyrinthine  abscess  or  dural  necrosis.  The  cisterna  magna  was 
then  opened  with  escape  of  a  scant  amount  of  cerebral  fluid,  about 
one  ounce  under  no  pressure.  As  the  dressing  was  not  moist  from 
drainage,  it  was  not  changed  for  four  days,  during  which  time  the 
patient  did  not  improve,  but  continued  very  restless  and  noisy,  re- 
quiring the  use  of  morphin.  When  the  dressing  was  removed  about 
one  ounce  of  thick,  yellow  pus  escaped.  After  this  the  patient  had 
an  uneventful  recovery  extending  over  six  weeks. 

The  interesting  features  of  this  case  are:  1.  Though  the  clinical 
symptoms  were  those  of  meningitis,  the  pulse  did  not  follow  the 
temperature  typically,  but  remained  generally  at  about  90°.  2.  The 
dry  tap  from  the  lumbar  puncture  and  scant  amount  of  cerebral 
fluid.  3.  Rupture  of  a  cerebellar  abscess  through  the  operation 
wound.  4.  The  fact  that  the  meningitis,  if  present,  was  probably 
circumscribed. 

From  the  clinical  observation  of  these  nine  cases,  and  the  post- 
mortem findings,  which  presented  in  general  the  same  pathological 
conditions,  and  differed  only  in  the  extent  of  areas  involved,  we  are 
led  to  the  following  conclusions :  Drainage  of  the  cisterna  magna 
hinders  the  development  of  a  diffuse  meningitis  over  the  hemi- 
spheres, prevents  the  accumulation  of  inflammatory  exudate  in  the 
subdural  spaces,  but  appears  to  have  no  effect  upon  the  accumula- 
tion of  pus  in  the  pia-arachnoid,  and  does  not  influence  the  progress 
of  the  infection  at  the  base  of  the  brain.  The  accumulation  here 
was  present  in  all  of  our  post-mortems,  extending  from  the  optic 
corpmissure  backwards  over  the  crura,  pons,  medulla  and  the  up- 
per anterior  portion  of  the  spinal  cord. 

350  Winebiddle  Avenue. 


Case  of  Cerebellar  Abscess  of  Otitic  Origin  Successfully  Operated. 

U.  Calamida.  Arch.  ital.  di.  Otol,  July,  1913,  p  281. 
Man  of  31  years  who  suffered  since  childhood  from  otorrhea 
of  right  ear.  Sudden  attack  of  pain,  vertigo,  headache,  paralysis 
of  right  facial  nerve  with  increase  of  suppuration.  Three  months 
later  operation  at  which  a  large  cerebellar  abscess  was  found.  Re- 
covery. The  author  discusses  the  symptomatology  and  states  that 
the  prognosis  is  doubtful.  Ed. 


CONGENITAL  ABSENCE  OF  BOTH  EARS. 

DR.    R.    C.    LYNCH,    NEW    ORIvEANS, 

"Even  Nature  forgets"  and  yet  in  almost  all  of  the  instances  of 
her  unusual  development  or  lack  of  development  she  has  at  least 
shown  some  effort  toward  the  production  of  missing  parts,  or  the 
reduction  of  accessory  parts,  but  in  the  instance  reported  here  she 
has  actually  forgotten  entirely  the  development  of  a  single  vestige 
of  any  part  of  either  ear,  not  even  condescending  to  place  a  piece 
of  cartilage  that  might  represent  the  external  ear  or  the  Eustachian 
tube. 


Figure  1. 


Master  C.  is  13  years  ol^d,  the  seventh  child  from  a  father  and 
mother  in  whom  absolutely  no  consanguinity  exists,  and  whose  other 
six  children  are  perfectly  normal.  Although  hailing  from  a  section 
of  our  state  where  deaf  mutes  are  frequent,  there  exists  in  this  fam- 
ily no  such  trace,  as  far  back  as  the  grand-parents.  The  parents 
were  about  33  years  of  age  at  the  birth  of  this  boy,  and  the  mother 
could  not  even  find  a  superstitious  reason  to  account  for  the  peculiar 
anomaly. 

Externally,  the  skin  covering  the  lateral  surface  of  the  face  and 
head  is  as  smooth  as  can  be  imagined,  the  ramus  of  the  jaw  is  nor- 
mal, and  there  is  simply  a  slight  depression  where  the  skin  passes 
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from  the  zygoma  and  ascending  ramus  of  the  jaw  to  the  remnant 
of  the  mastoid.  Even  by  palpation  one  can  find  no  evidence  of  a 
pitting  in  the  skull  surface.  The  glenoid  fossa,  seemingly,  is  de- 
veloped on  the  anterior  face  of  the  mastoid  process ;  the  right  half 
of  the  body,  face,  arm,  hand  and  lower  extremity  are  larger 
than  the  left,  and  the  corresponding  slightly  more  prominent.  In 
the  naso-pharynx  there  is  the  same  lack  of  evidence  of  development. 
Examination  of  this  region  was  made,  first,  by  the  usual  method  of 
posterior  rhinoscopy  which  revealed  simply  the  presence  of  a  mod- 
erate amount  of  adenoid  tissue,  no  prominence  of  the  Eustachian 
tube,  no  evidence  of  even  an  eminence,  the  lateral  wall  of  the  naso- 


Flgure  2. 

pharynx  being  perfectly  smooth,  and  of  course  no  fossa  of  Rosen- 
mueller.  With  a  palate  retractor  and  the  Hays'  pharyngoscope  a 
beautiful  view  was  obtained  of  the  epi-pharynx  but  on  neither  side 
could  we  see  any  evidence  of  an  Eustachian  tube. 

The  mother  maintained  that  this  patient  would  imitate  chickens 
and  cows,  would  dance  with  joy  when  the  piano  was  played  and 
would  run  to  the  river  bank  when  the  steamboats  whistled.  He 
gave  absolutely  no  clue  to  hearing  with  the  tuning-forks  or  with  any 
form  of  extraneous  noise  I  could  devise  to  make.  I  felt,  however, 
justified  in  exploring  this  region  for  a  remnant  of  an  ear,  so  a  skin 
incision  was  made  where  the  mastoid  should  have  been.  On  peel- 
ing the  periosteum  away  we  found  the  temporo-maxillary  joint  in- 
stead of  a  canal,  and  behind  this  there  was  the  smoother  outer  table 
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that  one  sees  on  the  squamous  region  of  the  temporal  bone.  The 
facial  nerve  came  out  of  the  skull  just  behind  the  neck  of  the  maxil- 
lary articulation,  without  any  evidence  of  a  styloid  process.  The 
outer  table  was  clipped  off,  and  revealed  diploca;  so  following 
Politizer's  advice,  it  was  decided  not  to  proceed  further.  While  the 
patient  was  still  under  the  anesthetic,  a  careful  digital  examination 
of  the  naso-pharynx  was  made  but  we  could  feel  no  more  than  we 
saw. 

The  illustrations,  unfortunately,  are  poor,  being  the  efforts  of  a 
novice.  The  plates  and  prints  are  not  retouched.  The  black  dim- 
ple seen  in  Figure  2  is  not  a  cavity  or  pit  to  represent  the  ear  canal, 
but  the  space  in  shadow  between  the  ramus  of  the  jaw  and  the  base 
of  the  rudimentary  mastoid  process.  The  skin  over  this  region  is 
very  smooth  and  free  from  the  slightest  vestige  of  a  remnant  of  an 
external  ear. 

I  could  develop  no  nystagmus  by  ethyl  chlorid,  an  ice  bag  or  hot 
poultices  to  the  side  of  the  head,  nor  could  I  elicit  any  reaction  by  the 
turning  test.  Unfortunately  an  x-ray  was  not  made  at  the  time  of 
this  observation,  but  from  the  above  it  would  be  safe  to  conclude 
that  the  internal  ear  shared  the  same  fate  as  the  external  and  middle 
portions. 

Many  reports  have  appeared  in  the  various  text-books  and  cur- 
rent literature  dealing  with  various  deformities  and  remnants  of  the 
hearing  apparatus,  but  this  is  the  only  instance  I  am  able  to  find 
where  there  is  absolutely  a  complete  absence  ot  the  entire  organ  of 
hearing  on  both  sides  in  the  same  individual,  and  it  is  because  of 
this  curiosity  that  it  is  reported. 

624  Gravier  Street. 


Salvarsan  in  Otiatrics.  J.  Lang.     Deut.  med.  Wchnschr.,  No.  9, 
1913. 

In  five  cases  of  hereditary  lues  salvarsan  was  employed  because 
of  the  continued  disturbances  in  the  hearing.  One  case  remained 
unchanged;  in  one  the  improvement  was  temporary,  two  became 
worse,  and  one  improved.  Ed. 


EDELMANN'S  ACOUSTICS  FOR  OTOLOGISTS.* 

DR.  J.  HOLINGER^  CHICAGO. 

When  we  stop  to  compare  the  clear  optical  principles  on  which 
the  ophthalmologists  base  their  therapy,  with  the  indefinite  knowl- 
edge of  acoustics  which  we  have  at  our  disposal,  a  book  like  that  of 
Edelmann  on  ''Acoustics  for  Otologists"  will  be  a  welcome,  or 
rather,  a  necessary  addition  to  our  library.  Edelmann  dedicates  the 
book  to  the  memory  of  Bezold,  and  I  believe  that  a  great  deal  of 
the  criticism  of  Bezold's  work  would  have  been  avoided  if  the  prin- 
ciples of  acoustics  had  been  taken  into  consideration  earlier.  It 
was  a  great  satisfaction  to  see  how  the  unbiased  American  student 
at  once  grasped  the  importance  of  Bezold's  teachings.  Wherever 
there  was  reserve  or  opposition  it  was  easy  to  trace  the  cause  to 
influence  from  abroad.  The  German  student,  who,  in  his  prepar- 
atory studies,  is  steeped  in  Latin  and  Greek,  is  and  was  ill-pre- 
pared for  the  mathematical  and  physical  questions  involved.  Per- 
mit me  to  cite  from  literature  one  example  of  this  kind.  A  certain 
German  professor,  in  order  to  prove  that  the  handle  of  an  ordinary 
tuning-fork  does  not  vibrate  longitudinally  while  the  prongs  vi- 
brate transversely,  screwed  the  handle  in  a  vise,  and  with  the  mi- 
croscope watched  some  grains  of  lycopodium  powder  that  he  had 
poured  on  the  stem.  Of  course,  he  did  not  see  any  longitudinal 
vibrations,  for  this  reason:  Suppose  you  want  to  study  the  wag- 
ging of  a  dog's  tail,  by  taking  hold  of  his  tail  with  both  hands.  The 
consequence  will  be,  if  the  dog  does  not  bite  you,  that  the  tail  will 
wag  the  dog.  Yet  this  and  a  number  of  other  equally  absurd 
mistakes  did  not  baffle  the  professor,  but  induced  him  to  write  a  lot 
of  unscientific  general  and  indefinite  criticisms  which  certainly  hurt 
Bezold's  feelings,  but  did  not  shake  the  logic  of  his  deductions. 

One  reason  for  bringing  this  up  here  is  the  fact  that  a  number 
of  our  American  colleagues  mistook  the  absence  of  an  answer  to 
many  of  these  criticisms,  and  especially  of  an  answer  in  the  same 
offensive  tenor,  for  an  admission  of  the  weakness  of  Bezold's  ar- 
guments, whereas,  it  was  simply  the  answer  of  a  scientist  and  a 
gentleman.  Whenever  he  considered  an  answer  necessary  in  the 
interest  of  the  cause,  he  gave  it  in  a  scientific,  never  in  an  aggres- 
sive manner.      Another  reason  for  mentioning  this  matter  here  is 

•Read  at  the  meeting  of  the  Chicago  Laryngologlcal  and  Otological  So- 
ciety. December  19,  1911. 
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that  it  caused  Edelmann  to  publish  the  proofs  for  his  and  Bezold's 
theory  of  vibration  of  tuning  forks ;  so  it's  an  ill  wind,  etc. 

The  first  chapter  of  Edelmann's  book  explains  the  transverse 
and  longitudinal  progressing  vibrations  and  the  standing  vibrations. 
The  transverse  progressing  vibrations  may  be  produced  by  striking 
a  tight  rope  near  one  end,  longitudinal  progressing  vibrations  by 
letting  a  slightly  stretched  spiral  spring  snap  back.  The  natural 
harmonics  of  the  violin  string  are  given  as  an  example  of  standing 
longitudinal  vibrations. 

The  next  chapter  explains  a  number  of  technical  terms,  and  then 
shows  how  we  can  represent  vibrations  by  drawings,  and  finally 
mentions  the  phonograph  as  the  most  accurate  instrument  for  this 
purpose. 

Then  follows  a  discussion  of  clear  tones,  their  strength,  pitch 
and  the  interval  between  two  tones,  the  gauging  of  a  normal  tuning 
fork,  and  finally  the  number  of  vibrations  of  the  different  sounds 
in  Bezold's  tone  series. 

The  phenomenon  of  the  interference  of  two  simultaneous  sounds 
is  given  in  the  following  chapter.  After  this,  the  mechanism  of 
the  tuning  fork  is  discussed.  There  are  three  kinds  of  tuning 
forks:  (1)  the  simple  horseshoe-shaped  steel  rod  with  the  same 
rectangular  section  throughout;  (2)  the  fork  with  the  heavy  mass 
of  steel  at  its  arch;  (3)  the  fork  with  weights.  Proofs  that  a  sym- 
metrically constructed  fork  must  show  longitudinal  vibrations  of 
the  handle  when  the  prongs  vibrate  transversely  is  given  theoret- 
ically by  constructive  drawings,  and  practically  by  five  different 
experiments.  Considerable  space  has  been  given  these  points  be- 
cause they  are  of  utmost  importance  in  the  Rinne  and  Weber- 
Schwabach  tests.  You  have  often  heard  the  argument  that  in 
Rinne's  test  we  compare  things  that  cannot  be  compared,  namely 
longitudinal  vibrations  of  the  handle  with  transverse  vibrations  of 
the  prongs  of  the  tuning-fork.  Gentlemen,  we  compare  the  time 
of  the  vibrations  and  here  you  have  the  proof  that  the  time  of 
vibration  of  the  handle  is  identical  with  the  time  of  vibration  of  the 
prongs ;  as  long  as  the  prongs  vibrate  transversely  the  handle  must 
vibrate  longitudinally.  The  matter  is  very  important  and  I  wish 
to  illustrate  it  by  an  example:  Suppose  there  were  a  steam  car- 
line  and  an  electric  car-line  from  here  to  Milwaukee,  I  know  that 
the  steam  car  takes  exactly  the  same  length  of  time  to  make  a 
certain  distance  as  the  electric  car  does.  Yet  I  find  that  the  steam 
car  always  arrives  in  Milwaukee  ahead  of  the  electric  car.  Now 
then,  doesn't  that  give  me  a  right  to  draw  the  conclusion  that  the 
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electric  car-line  either  makes  a  detour,  or  makes  more  and  longer 
stops.  And  in  drawing  this  conclusion  do  I  compare  an  electric 
car  with  a  steam  car?  I  do  not  think  so,  I  only  compare  the  time 
it  takes  them  to  get  to  Milwaukee.  I  might  as  well*  take  two  steam 
cars  for  the  experiment,  provided  that  the  crew  that  runs  over  the 
tracks  of  the  electric  car  has  the  same  instructions  as  the  crew  on 
the  electric  car.  At  the  end  of  this  chapter  proof  is  given  that  the 
transverse  vibrations  of  the  handle  are  due  to  asymmetry  of  the 
metal  of  the  fork. 

A  very  interesting  chapter  is  devoted  to  the  construction  of  tun- 
ing-forks free  from  overtones  for  the  Rinne  and  Schwabach  tests. 
It  begins  with  a  discussion  of  the  production  of  overtones.  It  was 
through  an  accident  that  the  possibility  Of  eliminating  them  was 
discovered.  Bezold  had  an  "A"  fork  free  from  overtones  which 
Edelmann  with  the  best  of  machinery  could  not  duplicate,  although 
Bezold's  fork  was  made  by  a  simple  locksmith  and  by  hand.  It 
seemed  like  the  same  problem  as  with  the  old  Italian  violins  which 
cannot  be  imitated.  The  explanation  came  with  the  discovery  of 
a  tuning-fork  that  did  not  sound  at  all  when  held  in  the  usual  way, 
by  the  handle.  Any  fork  when  laid  down  so  that  both  prongs  and 
the  handle  are  supported  by  two  pieces  of  wood,  will  sound  if 
struck  in  the  middle.  Edelmann  calls  this  sound  "Plattenton,"  be- 
cause it  is  produced  in  the  same  way  as  that  of  a  steel  plate.  If 
ths  sound  is  accidentally  the  same  as  the  sound  of  the  prong  un- 
supported, these  two  sounds  kill  each  other  since,  according  to 
Pisko,  one  sound  is  by  resonance  transformed  into  the  other  and  then 
muffled  by  the  hand.  The  fork  is  mute.  This  principle  is  used  to 
eliminate  the  overtones.  If  this  second  sound  is  identical  with  the 
first  and  strongest  overtone  (usually  the  fifth  of  the  fundamental 
tone  of  the  prongs),  we  have  a  tuning-fork  without  weights  which 
is  for  all  practical  purposes  free  from  overtones.  Such  a  fork  will 
also  sound  a  long  time.  Bezold's  original  "A"  fork  accidentally 
fulfilled  this  requirement. 

The  chapters  on  Bezold's  series  of  tuning-forks  offer  no  new 
feature  for  discussion  here  except  that  in  the  lowest  forks  where 
adventitious  sounds  are  the  most  objectionable,  the  sound  of  the 
handle  is  eliminated  by  constructing  the  weights  of  the  prongs 
asymetrically ;  thus  excluding  the  possibility  of  a  vibration  of  the 
handle.  The  gauging  of  the  Galton  whistle  proved  a  ver\'  hard 
task,  but  was  accomplished  by  means  of  Kundt's  dust  figures.  The 
first  whistles  were  not  accurate  and  Edelmann  freely  admits  this. 
He  has  constructed  a  new  one.    The  chapter  on  Melde's  sounding- 
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plates  and  Koenig's  rods  I  shall  skip,  as  I  think  they  are  only 
theoretically  important.  The  monochord  produces  longitudinal 
vibrations,  and  it  seemed  for  a  while  as  though  it  were  destined 
to  replace  the  Galton  whistle  in  our  hearing-tests  of  the  highest 
sounds.  But,  according  to  Edelmann,  it  produces  so  many  adventi- 
tious noises  in  the  highest  pitch,  for  which  it  is  the  most  important, 
that  its  value  there  is  questionable. 

A  chapter  on  a  continuous  series  of  resonators  to  increase  the 
strength  of  the  sounds  and  to  differentiate  the  clear  sounds  is  not 
of  sufficient  practical  value  to  us  here. 

Of  much  greater  value  are  the  chapters  on  rational  and  objective 
measuring  of  the  strength  of  sound  and  the  possibilities  of  hearing. 
A  general  discussion  on  how  to  measure  anything  gives  us  an  in- 
sight into  principles  otherwise  foreign  to  us  but  in  which  Edelmann 
is  authority,  since  I  know  that  in  his  laboratories  his  specialty  is  the 
manufacture  of  the  finest  apparatus  for  measuring  magnetism,  elec- 
tricity, etc.  We,  therefore,  have  to  take  his  word  for  it  if  he  tells 
us  that  an  enormous  apparatus  is  necessary  for  measuring  the 
strength  of  a  sound.  The  principle,  in  short,  is  this :  a  normal  siren 
with  a  certain  number  of  holes  of  a  definite  diameter  is  turned  by 
a  motor  having  a  certain  number  of  revolutions.  A  current  of  air 
is  blown  with  a  known  pressure  against  the  holes.  On  account  of 
the  extreme  sensitiveness  of  the  ear  this  pressure  is  often  as  small 
as  .01  mm.  of  v/ater.  Therefore  a  special  apparatus,  a  micrometer 
for  air-pressure  with  mirror  and  telescope,  had  to  be  constructed  to 
measure  this  pressure  with  an  accuracy  of  .0001  mm.  Edelmann 
took  a  series  of  measurements  on  his  own  ears  and  found  that  the 
ear  is  most  sensitive  to  musical  sounds,  less  so  to  the  lowest  sounds 
and  to  sounds  above  c3.  The  quantitative  measurements  with  this 
accuracy  have,  of  course,  only  scientific  value,  but  they  show  the 
difficulties  we  have  to  face  when  we  want  to  talk  about  accuracy. 
Edelmann  proposes  as  the  unit  of  sound  that  strength  of  sound 
which  is  created  in  a  normal  siren  blown  against  with  a  current  of 
air  whose  pressure  equals  the  pressure  of  a  column  of  water  of 
.1  mm.  in  height.  He  calls  this  unit  "Phon"  (1  "*")  and  always 
adds  in  parenthesis  the  pitch  of  the  tone  measured.  He  takes  the  unit 
so  small  in  order  to  avoid  decimals.  1<I>  is,  of  course,  different  for 
each  pitch.  3^  is  not  necessarily  twice  as  strong  or  is  not  neces- 
sarily felt  twice  as  strong  as  1$.  The  laws  of  increase  have  to  be 
studied  first.  While  these  instruments  cannot  be  used  directly,  they 
are  used  for  gauging  handier  instruments  for  practical  use. 

Edelmann  offers  gauged  tuning-forks  that  are  suspended  from  an 
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elastic  handle  and  have  a  contrivance  which  indicates  the  moment 
the  prongs  have  attained  a  certain  excursion.  With  a  stop-watch 
we  note  the  number  of  seconds  from  that  moment  till  the  patient 
does  not  hear  the  sound  any  more.  The  sound  is  conducted  to  the 
ear  through  a  tube  of  a  certain  length  and  width.  A  table  of  figures 
accompanies  each  of  these  forks  giving  the  number  of  phones  of 
hearing  corresponding  to  each  second  that  has  elapsed  from  the 
moment  of  the  known  excursion  till  the  sound  is  no  longer  heard. 
This  gives  us  figures  by  which  we  can  not  only  make  a  comparison 
of  our  own  results  of  hearing-tests  made  at  different  times,  but 
can  also  compare  them  with  the  results  of  others.  Of  course,  only 
the  number  of  phones  of  the  same  pitch  can  be  compared,  but  each 
fork  has  to  be  separately  gauged,  since  the  steel  differs.  It  takes  a 
series  of  these  forks  of  different  pitch  to  test  the  whole  scale. 

In  order  to  measure  the  pressure  with  which  an  "A"  fork  is  set 
on  the  vertex  of  a  patient  in  the  Weber-Schwabach  test,  Bruen- 
ings'  handle  is  advised  which  indicates -directly  the  pressure  used. 
This  seems  to  be  a  great  advantage. 

The  last  chapter  treats  of  the  construction  and  the  use  of  a 
mechanically  accurate  model  of  the  middle  ear,  enlarged  twenty- 
two  fold.  It  also  serves  to  measure  the  proportion  in  which  move- 
ments of  the  tympanic  membrane  are  transmitted  to  the  fluid  of  the 
labyrinth.  Helmholtz  felt  the  need  of  such  a  model.  Politzer  and 
Helmholtz  began  the  study  in  detail  of  the  movements  of  all  parts, 
but  it  was  Bezold  who  gave  the  logical  explanation  of  the  whole 
apparatus  by  showing  that  whenever  any  part  of  the  whole  mechan- 
ism is  out  of  order,  hearing  for  the  lowest  part  of  the  sound  scale 
is  lost,  while  hearing  of  the  upper  octaves  is  little  or  not  at  all  im- 
paired. This  changed  the  general  question  of  the  physiology  of  the 
whole  apparatus,  and  brought  forth  the  solution  which  is  g^ven  at 
the  end  of  the  book  and  which  appears  just  as  clear  and  simple  as  it 
is  surprising.  In  the  study  of  the  whole  proposition  it  becomes  evi- 
dent that  this  solution  could  only  be  found  by  the  happy  com- 
bination of  a  careful  observer  and  deep  thinker  such  as  Bezold  with 
a  practical  physicist  and  eminent  mathematician  as  Edelmann.  I 
may  say  that  the  construction  of  this  model  was  the  greatest  care 
of  the  last  months  or  year  of  Bezold's  life,  and  when  Edelmann 
finally,  after  many  unsuccessful  attempts,  succeeded  and  the  result 
could  be  deducted,  Bezold  considered  his  life's  work  finished. 
From  actual  measurements  and  calculations  it  was  found  that 
movements  of  the  handle  of  the  hammer  of  24°  will  cause  move- 
ments of  1°  on  the  foot-plate  of  the  stirrup.     The  final  paragraph 
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of  the  book  says:  "The  conclusion  of  all  the  foregoing  considera- 
tions allows  us  to  answer  the  question,  in  which  ratio  are  vibra- 
tions of  the  tympanic  membrane  transmitted  to  the  fluid  in  the 
labyrinth''  in  the  following  manner:  "In  the  inverse  ratio  of 'the 
specific  gravity  of  the  vibrating  media." 

In  closing,  I  wish  to  add  that  this  work  of  Edelmann  is  a  collec- 
tion of  papers  that  appeared  in  different  journals.  My  paper  was 
written  with  the  object  of  drawing  your  attention  to  the  book,  and 
not  giving  a  full  account  of  its  contents.  A  number  of  interesting 
facts  I  could  not  touch  upon  at  all.  This  book  is  another  stone  of 
the  building  of  modern  otology,  for  which  Bezold  furnished  the 
normal  and  pathologic  physiology,  Siebenmann  the  pathology. 

64  Randolph  Street. 


Pyelitis  and  Otitis  Media  in  Infants.  F.  GlasEr  and  H.  FliEss, 
Dent.  med.  Wchnschr.,  July  24,  1913. 
Apropos  of  three  cases  the  authors  remark  that  otitis  media  very 
often  accompanies  or  precedes  pyelitis.  When  the  fever  continues 
it  should  be  suspected  even  though  there  are  no  manifest  symptoms. 
In  a  case  of  colon-bacillus  pyelitis  paracentesis  resulted  in  cure. 

Ed. 


Local  Autogenous  Temperature  Variations  a  Cause  of  Labyrin= 
thine  Vertigo.  E.  P.  FowlEr,  Med.  Rcc,  June  21,  1913. 
In  a  preliminary  report  on  this  intricate  symptom  the  author 
offers  a  rather  plausible  explanation.  The  bony  labyrinth  walls  are 
only  relatively  good  conductors  of  heat  and  being  surrounded  by 
poorly  conducting  bone  and  tissues  of  high  specific  gravity  it  fol- 
lows that  they  are  quickly  affected  by  changes  in  temperature.  Por- 
tions of  the  static  labyrinth  are  near  the  surface  of  the  body,  and 
it  follows  that  localized  inflammations,  congestions  or  anemias  may 
bring  about  variations  in  temperature  and  that  these  variations  near 
the  labyrinth  will  affect  the  flow  of  the  endolymph  and  if  of  suf- 
ficient intensity  will  cause  vertigo  and  other  similarly  produced 
phenomena.  These  conclusions  are  in  accord  with  the  author's  clin- 
ical observations.  A  fuller  report  of  the  above  investigations  will 
appear  in  the  future.  Lederman. 


CAVERNOUS  SINUS  THROMBOSIS:     REPORT  OF  A  CASE. 

DR.   RICHMOND  MCKINNEY,   MEMPHIS,   TENN. 

Airs.  AIcE.,  a  resident  of  Memphis,  aged  31,  was  seen  by  me  Oc- 
tober 5,  1912,  in  consultation  with  Dr.  \V.  J.  Wadhngton.  This 
history  was  obtained: 

About  a  year  ago  she  was  treated  by  a  local  colleague  for  antrum 
trouble.  The  nasal  wall  was  perforated  and  the  antrum  irrigated 
on  several  occasions.  She  was  apparently  relieved  by  this  treat- 
ment. About  four  or  five  days  ago,  following  a  severe  head-cold,  she 
developed  pain  all  over  the  right  side  of  the  face  and  above  the 
right  eye,  accompanied  by  considerable  swelling,  and  foul-smelling 
pus  occasionally  w.as  discharged  from  the  corresponding  naris.  Tem- 
perature course  100.5°  to  103°.  This  morning  the  swelling  was 
apparently  somewhat  less,  but  the  pain  was  very  severe,  requiring 
morphia  hypodermically. 

I  found  Mrs.  McE.  to  have  considerable  swelling  of  the  tissues 
of  the  right  cheek,  above  the  antrum,  and  also  above  the  right  eye. 
The  right  upper  lid  was  swollen  to  such  an  extent  as  to  completely 
close  the  eye,  and  showed  bluish  congestion,  indicating  blood  stasis. 
Her  pulse  was  rapid,  and  temperature  100°,  Pus  was  discharging 
from  the  right  antrum.  Pressure  anywhere  over  the  right  side  of 
the  face  and  above  the  corresponding  eye  elicited  complaint  of  pain 
from  the  patient. 

The  picture  presented  was  typical  of  cavernous  sinus  thrombosis. 
The  treatment  consisted  of  an  ice-pack  continually  applied,  and  2 
per  cent  cocain  spray,  and  frequent  irrigation  of  the  right  naris  with 
warm  satuated  solution  of  boracic  acid. 

The  temperature  rose  that  afternoon  to  103.5°,  and  the  pain 
continued  to  be  excruciating.  Morphin  hypodermically  was  freely 
used  for  relief  of  this.  The  next  morning  the  temperature  was 
down  to  100.5°,  but  up  again  in  the  afternoon  to  104°.  Practically 
the  same  course  was  run  the  next  day.  When  her  temperature 
would  rise  she  would  be  more  or  less  delirious.  Four  days  after  T 
first  saw  her,  Mrs.  McE.'s  temperature  was  normal,  and  she  ex- 
pressed herself  as  feeling  bfetter  than  she  had  at  any  time  since  the 
attack  began — in  fact,  I  may  say  that  she  was  in  a  state  of  euphoria. 
A  short  while  after  I  saw  the  patient,  her  temperature  began  to  rise, 
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and  delirum  rapidly  developed  with  coma  and  death  at  4.15  in  the 
afternoon. 

Cavernous  sinus  thrombosis  is  not  at  all  a  common  condition,  and 
is  almost  invariably  fatal,  the  mortality  in  such  cases  being  very 
high.  Ballenger,  in  the  last  edition  of  his  text-book,  reports  three 
cases,  which  he  says  is  an  unusually  large  number  to  come  to  the 
hands  of  one  observer,  as  many  clinicians  engaged  in  nose,  throat 
and  ear  work  never  see  a  case  of  this  character.  This  will  convey 
some  idea  of  the  rarity  of  the  condition. 

Memphis  Trust  Building. 


Injurious    Effects   of   Loud    Noises   on    the   Organ   of    Hearing. 

Harry  Friedenwaed,  Bull.  Med.  and  Chir.  Fac.  of  Md.,  Jan., 
1913. 
Friedenwald  reviews  the  various  forms  of  profession  deafness 
and  details  the  changes  which  take  place  in  the  organ  of  Corti,  ex- 
perimentally found  by  submitting  animals  to  various  sounds  for  a 
number  of  hours  daily.  He  concludes  that  since  the  injurious  effect 
of  loud  noises,  sudden  or  continuous,  has  been  demonstrated  by 
clinical  experience  and  experimental  study,  the  protection  of  the 
hearing  demands  the  reduction  of  loud  noises  wherever  possible. 

Ed. 


Connection  of  the  Sexual  Apparatus  with  the  Ear,  Nose  and 
Throat.  V.  Dabney,  A^  Y.  Med.  Jour.,  March  15,  1913. 
After  discussing  this  subject  very  thoroughly  and  reporting  eight 
interesting  cases,  Dabney  concludes  that  there  is  a  far  greater  con- 
nection than  is  supposed  between  the  sexual  apparatus  and  the  ear, 
nose  and  throat.  Cases  escape  diagnosis  in  whom  this  sexual  ele- 
ment is  the  contributing,  if  not  exciting  cause  of  many  of  the 
common  nasal  and  aural  abnormalities*  of  function,  because  of  the 
lack  of  time  and  the  difficulty  in  obtaining  proper  information. 

Ed. 


UNUSUAL  CASE  OF  MENIERE'S  DISEASE  ASSOCIATED 
WITH  NEPHRITIS. 

DR.  A.  L.  GUTHRIE,  LANCASTER,  OHIO. 

Patient,  male,  aged  43,  of  robust  type ;  occupation,  dentist.  Fam- 
ily  history  negative.  Previous  History :  Patient  complained  of  a 
heavy  feeling  and  soreness  over  kidneys  for  one  year  or  more, 
which  he  attributed  to  being  on  his  feet  most  of  the  day.  Six 
months  previous  to  present  attack  he  noticed  a  general  nervousness 
md  insomnia.  Urine  has  been  diminished  in  quantity  and  con- 
centrated for  fully  one  year;  habitual  constipation  since  boyhood. 
On  December  12,  1912,  patient  noticed  that  he  would  become  dizzy 
when  turning  suddenly — either  to  right  or  left.  This  dizziness 
would  only  last  a  few  seconds  and  no  importance  was  given  to  it 
by  the  patient. 

These  attacks  became  more  frequent  and  the  vertigo  more  pro- 
longed up  to  February  15,  1913,  when  he  had  a  more  severe  at- 
tack of  vertigo  accompanied  by  nausea — according  to  the  patient, 
this  attack  was  caused  by  rising  suddenly  from  a  chair.  Follow- 
ing the  last-named  date,  he  would  become  dizzy  almost  every  day, 
upon  sudden  turning  or  stooping. 

Present  Attack:  During  the  noonday  meal  on  March  30,  1913, 
he  developed  a  tinnitus  aurium  in  the  left  ear  similar  to  that  expe- 
rienced after  taking  quinin.  This  came  on  suddenly  and  became 
progressively  worse  during  the  meal.  Before  arising  from  the  table 
he  became  dizzy  and  had  some  difficulty  in  leaving  the  table,  after 
which  he  reclined  in  a  Morris  chair  and  during  that  afternoon  any 
attempt  to  arise  would  cause  a  marked  increase  in  the  dizziness  and 
tinnitus,  and  also  some  nausea.  The  same  evening  he  vomited  three 
or  four  times  (accompanied  by  nausea  and  retching)  which  slight 
ly  relieved  the  dizziness.  He  was  scarcely  able  to  ascend  to  his  bed- 
chamber although  assisted  by  his  wife  and  son.  Spent  a  very  rest- 
less night ;  sleeping  very  little. 

The  following  day  I  saw  the  patient  for  the  first  time.  Upon  ex- 
amination I  found  the  hearing  in  left  ear  practically  nil — bone- 
condition  no  better  than  air-conduction.  Both  low  and  high  regis- 
ters equally  impaired.  Rinne  and  Weber  tests  negative.  The  mem- 
brana  tympani  was  normal  and  the  Eustachian  tube  permeable. 
Inflation  had  no  effect  upon  the  hearing,  or  upon  the  tinnitus  which 
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was  very  marked.  Vertigo  very  pronounced ;  patient  could  not 
raise  head  from  pillow  without  dizziness  and  nausea.  Nystagmus 
only  apparent  when  eyes  were  rotated  to  extreme  right — chiefly 
horizontal  in  type.    All  other 'cranial  nerves  normal. 

•The  following  day  all  symptoms  aggravated.  Conjunctiva  was 
highly  injected,  vision  blurred,  retina  slightly  inflamed.  Urinalysis: 
Cloudy,  amber,  acid,  Spc.  gr.  1024.  Hyaline  and  granular  casts — 
large  quantity  of  albumen. 

The  third  day  the  general  condition  was  worse.  Pulse  110,  hard 
and  bounding;  temperature  101°;  respiration  22;  patient  very 
drowsy.  The  fourth  day  the  patient  was  slightly  improved ;  vision 
still  blurred;  aural  symptoms  the  same;  not  so  drowsy  and  mem- 
tally  brighter.  Each  day  following  showed  a  gradual  improvement, 
albumen  disappearing  in  ten  days.  Ocular  and  aural  symptoms 
gradually  returned  to  normal.  Patient  able  to  leave  bed  in  four 
weeks ;  in  six  weeks  he  was  able  to  come  to  my  office.  At  this  time 
the  hearing  had  greatly  improved;  the  low  registers  being  more 
appreciable  than  the  high ;  tinnitus  much  reduced  in  severity.  Ver- 
tigo only  manifest  when  stooping  or  turning  suddenly  ;  no  nystagmus 
present. 

August  5,  1913 :  All  aural  symptoms  have  disappeared  complete- 
ly with  the  exception  of  a  slight  impairment  of  hearing  (not  more 
than  20  per  cent  impairment,  high  and  low  registers  equally  im- 
paired). 

The  treatment  was  as  follows :  The  first  day  I  gave  a  saline  pur- 
gative, pilocarpin  hypodermatically,  hot  blankets,  hot  lemonade  and 
plenty  of  water  internally ;  milk  diet.  This  was  continued  for  three 
days  when  the  pilocarpin  was  discontinued — the  remainder  of  the 
treatment  was  continued  until  the  albumen  had  disappeared.  After 
three  weeks  I  gave  iodalbin  10  gr.  t.  i.  d.  for  a  period  of  three 
months, 

I  consider  the  case  unusual  as  to  premonitory  symptoms,  onset, 
and  recovery,  considering  the  severity  of  the  attack. 

Kirn  Building. 


UNTOWARD  RESULTS  FOLLOWING  THE  EXTERNAL  OPER- 
ATION ON  THE  FRONTAL  SINUS.      A  CRITICAL 
REVIEW  OF  TWENTY  CASES.* 

DR.   ROSS    HALL  SKILLERX,    PHILADELPHIA. 

Less  than  two  years  have  elapsed  since  Boenninghaus  collaborated 
and  published  the  unfortunate  results  of  the  Killian  operation.  He 
laid,  however,  especial  stress  upon  the  fatal  terminations,  and  did 
not  enter  into  the  detail  of  those  sequelae  which  were  not  danger- 
ous, but  could  readily  be  of  temporary  annoyance  and  even  actual 
permanent  discomfort  to  the  patient.  It  is  these  very  end-results 
which  I  have  the  honor  to  bring  before  you  for  your  consideration 
this  afternoon,  taken  from  all  the  cases  which  have  come  under  my 
care.  In  each  one  of  these  the  Killian  procedure  had  been  fol- 
lowed. 

Before  entering  into  individual  cases,  let  us  consider  the  untoward 
conditions  which  may  follow  the  operative  procedure:  1.  Edema 
of  eyelids,  particularly  the  superior.  2.  Paralysis  of  the  upper  lid. 
3.  Continuation  of  the  discharge.  4.  Fistula  or  abscess  formation. 
5.  Hemi-cranial  anesthesia.  6.  Neuralgia:  (a)  local,  (b)  hemi- 
cranial.  7.  Deformity:  (a)  sinking  in  of  forehead,  (6)  contraction 
of  scar,  (r)  falling  out  of  eyebrows,  (d)  excessive  growth  of  eye- 
brows, (e)  excessive  growth  of  scar-tissue  (keloid).  8.  Formation 
of  pneumatocele.  9.  Temporary  and  permanent  diplopia.  10.  Blind- 
ness on  operated  side. 

1.  Edema  of  the  Eyelids:  This  occurred  in  ever}-  case,  begin- 
ning from  two  to  four  days  after  the  operation.  The  duration  and 
extent  of  the  edema  depended  upon  the  amount  of  bone-resection 
required  for  the  inferior  wall.  Thus  the  more  extensive  the  re- 
section, the  longer  the  duration  of  the  edema.  Pressure  and  trac- 
tion upon  the  eyeball  exercised  no  little  influence  upon  the  prompt 
appearance  of  the  turgidity,  as  was  exemplified  in  our  earlier  cases 
when  the  optical  structures  were  subjected  to  more  or  less  trau- 
matism due  to  our  imperfection  of  finer  technic.  Since  using  a  spe- 
cially designed  eye  protector,  the  subsequent  edema  has  not  appeared 
so  promptly,  neither  has  it  been  so  well-marked  nor  persisted  so 
long. 

•Read  at  the  meeting  of  the  International  Congrress  of  Medicine,  Section 
on  Laryngrology,  London,  August  6,  1913. 
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As  a  general  rule  the  edema  appears  at  the  end  of  the  forty- 
eight  hours,  and  reaches  its  greatest  maximum  on  the  fourth  or 
fifth  day.  This  gradually  subsides,  requiring  often  three  or  four 
weeks  before  the  last  traces  disappear.  Care  should  be  taken  not 
to  confuse  a  partial  ptosis  with  a  persistent  edema.  Where  consid- 
erable traumatism  has  occurred  from  the  orbital  retractor,  the  swell- 
ing appears  on  both  the  upper  and  lower  lids,  while  the  upper  lid 
is  alone  affected  from  the  supra-orbital  incision,  which  has  of  course 
severed  the  main  return-channels  of  the  venous  blood. 

Pathological  importance  cannot  be  attributed  to  this  edema  unless 
it  assumes  such  proportions  as  would  lead  one  to  believe  break- 
ing down  and  suppuration  were  imminent;  such  an  eventuality, 
however,  has  not  as  yet  come  under  our  observation.  In  one  case 
(with  tubercular  history)  the  edema  has  persisted,  sometimes  in- 
volving the  entire  forehead,  but  more  often  being  confined  to  the 
upper  eyelid  of  the  operated  side.  Curiously  enough,  this  edematous 
swelling  is  recurrent  in  type,  one  day  practically  disappearing  only 
to  suddenly  reappear  without  any  apparent  cause.  The  possibil- 
ities of  an  angio-neurotic  type  might  be  considered  in  this  connec- 
tion. 

2.  Paralysis  of  the  upper  lid:  Immediately  after  the  operation 
this  condition  was  always  present,  but  as  it  co-existed  with  the 
edema  it  was  difficult  to  judge  whether  it  was  due  to  trophic  or  me- 
chanical disturbances.  In  only  two  cases  did  it  show  any  disposition 
to  become  permanent.  The  ptosis  here  is  not  well-marked  and  does 
not  include  the  entire  lid,  but  only  a  portion  of  its  internal  edge. 

3.  Continuation  of  the  discharge :  The  length  of  time  the  dis- 
charge continues  from  the  affected  nostril  will  depend  largely  upon 
the  extent  of  the  surgical  intervention.  Thus,  if  the^  frontal  sinus 
be  small,  and  only  the  anterior  ethmoid  cells  co-afifected,  the  puru- 
lent outflow  will  be  practically  nil,  and  entirely  disappear  at  the 
end  of  two  or  three  weeks.  If,  on  the  other  hand,  it  has  been  neces- 
sary to  completely  eradicate  the  ethmoid  labyrinth  and  resect  the 
anterior  sphenoidal  wall  as  well,  we  can  confidently  expect  a  dis- 
charge for  weeks  and  even  months,  which  gradually  diminishes 
both  in  amount  and  purulent  consistency,  until  a  thin  serous  or 
sero-purulent  secretion  remains.  This  appears  to  continue  indefin- 
itely, despite  frequent  applications  of  the  various  silver  prepar- 
ations, as  has  been  observed  in  about  50  per  cent  of  our  cases. 

It  must  be  emphasized  that  the  post-operative  discharge  can 
hardly  be  compared  with  the  original  condition,  that  it  is  at  first  the 
secretion  from  a  wounded  surface,  and,  even  though  it  become  semi- 
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purulent,  stagnation  is  impossible,  thereby  eliminating  the  danger 
and  previous  discomfort  to  the  patient. 

4.  Fistula  or  abscess  formation:  These  may  be  classed  as  pri- 
mary and  secondary.  Primary,  those  appearing  before  healing  of 
the  parts  has  occurred ;  secondary,  those  resulting  from  reinfection 
and  appearing  long  after  the  external  incision  had  healed.  These 
happened  in  five  of  our  cases.  Two  formed  fistulas  during  the 
'Process  of  healing,  and  three  became  reinfected,  which  resulted  in 
abscess-formation  along  the  line  of  the  original  incision. 

In  the  first  case  of  primary  fistula  formation  the  sinus  was 
very  large,  extending  well  up  toward  the  vortex.  During  retraction 
the  skin  was  torn,  and  a  fistula  formed  below  and  above  the  ridge 
of  bone.  This  necessitated  packing  with  iodoform  gauze,  and  the 
parts  healed  by  granulation,  the  entire  process  requiring  about  one 
month. 

The  second  occurred  at  the  outer  corner  of  the  wound  in  a 
large  sinus  which  extended  to  the  maler  bone,  and  was  due  to  stag- 
nation in  this  part.  The  insertion  of  iodoform  g^uze-drains  soon 
brought  about  healing. 

The  three  cases  of  abscess-formation  occurred  five  weeks,  eight 
months,  and  eleven  months  after  operation.  The  first  one  was  due 
to  a  piece  of  buried  silkworm  gut.  No  definite  cause  could  be  as- 
signed to  the  others.  It  would  appear  that  the  longer  the  primary 
sutures  are  allowed  to  remain  after  the  healing  process  has  well 
begun,  just  that  much  more  danger  of  subsequent  infection  with 
abscess  formation. 

Necrosis  and  breaking  down  of  the  ridge  of  bone  has  not  occurred 
in  any  of  our  cases. 

5.  Hemi-cranial  .anesthesia :  This  form  of  neuroses  occurred  in 
every  case,  which  was  only  to  be  expected,  as  the  supra-orbital 
nerv^e  had  invariably  been  severed.  The  curious  part  was  the  dif- 
ference in  discomfort ;  in  other  words,  the  attitude  of  the  diflferent 
patients  toward  this  condition.  The  complaints  were  limited  en- 
tirely to  the  females,  being  described  as  a  numb  sensation,  as  though 
the  part  were  dead.  Sensation  returned  in  every  case,  although  the 
time  of  the  establishment  of  the  collateral  nerve- function  differed 
markedly.  In  the  majority  of  instances,  six  months  was  sufficient, 
while  in  six  cases  certain  areas  of  anesthesia  are  still  present,  and 
two  of  these  belong  to  the  earlier  operations.  There  appears  also 
to  be  some  connection  between  the  duration  of  the  anesthesia  and 
subsequent  neuralgia.     Thus  in,  I  think,  all  of  the  cases  in  which 
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the  hemi-cranial  anesthesia  was  unduly  prolonged,  neuralgic  man- 
ifestations always  appeared  subsequently. 

6.  Neuralgia :  This  is  one  of  the  most  annoying  sequelae  that 
can  follow  operative  intervention  on  the  frontal  sinus.  Not  only  is 
the  patient  distressed,  but  the  surgeon  also,  from  the  persistent 
importunities  of  the  former  to  rid  her  of  this  continual  pain.  This 
is  especially  the  case  should  neurasthenia  be  combined,  as  not  in- 
frequently appears  in  women,  the  sinus  disease  first  causing  the 
neurasthenia.  Neuralgia  or  neuralgic  manifestations  were  present 
in  seven  of  our  patients,  but  only  in  two  were  the  symptoms  suf- 
ficiently severe  to  demand  surgical  intervention.  In*  one,  despite 
resection  of  the  nerve,  the  neuralgia  recurred  several  weeks  later. 

It  would  appear  as  though  several  conditions  may  give  rise  to 
this  neurosis.  (1)  The  nerve  endings  becoming  caught  in  and  bound 
down  by  the  scar.  (3)  Continuation  of  the  original  neuralgia 
which  accompanied  the  sinus  disease.  (3)  Neurasthenia.  (4)  Bul- 
bar enlargement  at  end  of  nerve.  It  has  been  our  observation,  the 
more  marked  the  deformity,  the  greater  the  neuralgic  manifesta- 
tions. 

7.  Deformity :  The  cosmetic  result  of  the  operation  depends 
largely  upon  the  size  of  the  sinus,  particularly  the  antero-posterior 
dimensions.  Another  very  important  factor  is  the  method  of  heal- 
ing which  has  taken  place.  If  by  first  intention,  the  resulting  scar 
is  so  slight  that  it  becomes  almost  unnoticeable.  If,  for  any  reason, 
by  granulation,  the  scar-tissue  is  very  prominent,  and  by  subse- 
quent shrinking  not  only  produces  greater  or  lesser  deformity,  but 
also  adds  to  the  discomfort  of  the  patient  by  embracing  the  term- 
inal ends  of  the  severed  supra-orbital  nerve.  The  scar  is  always 
more  prominent  from  the  inner  end  of  the  eyebrow  downward 
along  the  side  of  the  nose,  while  the  depression  is  always  found 
above  the  eyebrow  toward  the  median  line. 

Our  cases  may  be  classified  as  follows :  thirteen  cases  practically 
perfect,  no  scar  or  other  defect  recognizable  unless  special  atten- 
tion were  called.  Four  cases,  slight  depression  over  operated  eye, 
and  some  contraction  of  scar  tissue  along  descending  incision,  this 
being  due  to  subsequent  reinfection.  Result  may  be  called  very 
good. 

In  two  cases  the  cosmetic  result  was  not  quite  so  good.  In  one 
the  depression  above  the  eye  was  marked,  being  due  to  an  excep- 
tionally high  and  deep  sinus.  This  could  have  easily  been  corrected 
with  paraffin,  but  the  patient  (a  miner)  was  perfectly  satisfied,  and 
would  not  consider  any  further  surgical  treatment.     In  the  other 
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case  there  was  no  deformity,  but  an  edema  persisted,  which  gave 
the  forehead  a  swollen  shiny  appearance.  She  also  had  reinfection 
along  line  of  incision.    This  case  has  already  been  referred  to. 

One  case  showed  considerable  deformity,  both  from  the  de- 
pression as  well  as  scar-tissue  contraction.  During  the  operation 
the  skin  was  torn  from  too  great  retraction.  Healing  took  place  by 
.third  intention,  a  fistula  beneath  the  bridge  of  the  bone  persisting 
for  several  weeks.  Reinfection  occurred  several  months  after- 
ward. 

Present  condition :  Some  sinking  in  of  forehead ;  scar-tissue  pro- 
minent, drawing  skin  for  several  centimeters.  The  entire  condition 
is  much  better  after  several  injections  of  paraffin,  so  that  deformity 
is  not  particularly  noticeable. 

From  the  retrospect  of  our  cases  it  is  unwise  to  give  a  prognosis 
of  the  deformity  immediately  after  the  operation,  as  the  parts  will 
not  assume  their  permanent  position  until  several  months  have 
elapsed. 

8.  Formation  of  pneumatocele :  In  two  cases  we  noted  a  bulg- 
ing over  the  anterior  wall  on  blowing  the  nose,  on  the  first  dress- 
ing. After  compression  with  tight  bandage  this  disappeared.  In 
none  of  the  cases  was  this  visible  after  the  bandages  were  perma- 
nently removed. 

y.  Temporary  and  permanent  diplopia:  In  fourteen  of  the 
cases  double  vision  was  present  immediately  after  the  first  band- 
age was  removed.  This  lasted  a  variable  length  of  time,  but  in  the 
majority  of  instances  disappeared  in  a  few  days.  Thus  in  eleven  the 
diplopia  had  completely  disappeared  at  the  end  of  the  first  month. 
In  one  case  it  lasted  for  nearly  four  months,  and  in  two  cases  it  ap- 
peared permanent.  These  were  Case  5  and  Case  15,  both  young 
girls,  in  whom  the  sinuses  were  not  especially  large.  In  Case  5  the 
diplopia  first  appeared  some  two  weeks  after  the  operation  and  be- 
came more  marked  rather  than  diminishing  as  time  elapsed.  In  the 
other  case,  double  vision  appeared  on  removal  of  the  first  dressing, 
and  has  persisted.  The  ocular  disturbances  in  the  first  case  can  be 
explained  when  one  takes  into  consideration  its  delayed  appearance. 
During  the  process  of  healing  the  trochlea  became  involved  in  the 
new-forming  scar-tissue,  and  became  anchored,  as  it  were,  with  re- 
sulting loss  of  function.  The  cause  of  the  diplopia  of  the  second 
case  is  not  clear,  but  it  would  seem  as  though  hysteria  played  a  not 
inconsiderable  role,  as  at  first  rt  was  not  only  binocular  but  monocu- 
lar as  well.  Repeated  e^^aminations  failed  to  reveal  the  cause  of 
this  curious  condition.    After  several  weeks  the  monocular  diplopia 
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disappeared,  but  the  binocular  persists  even  to  the  present  time, 
(operation  April  28,  1911). 

In  both  of  these  cases  the  diplopia  was  counteracted  by  the  wear- 
ing of  appropriate  lenses,  and  it  would  seem  that  the  visual  dis- 
turbance is  also  improved,  although  on  removing  the  glasses  the 
double  vision  (two  years  and  one  year  after  operation)  is  still 
marked. 

10.  Blindness  on  operated  side :  This  unfortunate  sequelae  oc- 
curred in  Case  16,  curiously  enough  one  of  our  later  operations  in 
which  our  technic  was  established.  The  disease  involved  the  front- 
al, entire  ethmoid  and  sphenoid  on  the  right  side,  and  complete  ex- 
enteration of  these  parts  was  demanded.  The  operation  progressed 
as  usual,  offering  no  especial  difficulties,  and  it  was  not  until  the 
first  dressing  was  removed  and  the  patient  tested  for  diplopia,  that 
it  was  discovered  that  the  eye  was  sightless.  The  eye  ground  was 
gone  over  immediately  by-an  experienced  ophthalmologist,  who  re- 
ported absolutely  negative  findings  except  pupil  did  not  react  to 
light.  Despite  every  endeavor,  the  eye  remained  blind.  In  review- 
ing this  case  several  possibilities  may  be  advanced.  First,  in  break- 
ing away  the  lamina  papyracea  the  bone  may  have  been  fractured 
into  the  optic  foramen.  Second,  the  optic  nerve  may  have  become 
surrounded  by  an  extravasation  of  blood,  which  became  organized. 
Third,  a  dehiscence  may  have  existed  in  the  sphenoid  sinus  and  op- 
tic nerve  sheath,  injured  while  opening  this  sinus.  The  latter  ex- 
planation seems  the  most  plausible.  It  is  interesting  to  note  that 
this  occurrence  has  been  reported  twice  previously.* 

Case  I :  Agnes  McA.,  28  years  old ;  operation,  complete  Killian, 
June  25,  1909,  Polyclinic  Hospital.  Severe  supra-orbital  headache, 
impossible  to  concentrate  thoughts  or  study.  Purulent  fetid  dis- 
charge from  right  nostril,  three  years.  1.  Six  or  seven  weeks.  2. 
Several  weeks  ptosis.  3.  Five  or  six  weeks.  4.  Stitch  abscess  one 
week  after  operation.  5.  Eighteen  months  gradually  disappeared. 
6.  Slight  supra-orbital;  several  months.  7.  (a)  slight  depression; 
(c)  yes,  but  returned.  8.  Four  to  five  weeks  after  operation.  9. 
None.    10.  None. 

Case  2\  Mary  W.,  50  years  old;  operation,  Killian,  November 
18,  1910,  Rush  Hospital.  Increasing  frontal  pain,  great  tenderness 
over  frontal  sinus;  purulent  fetid  discharge  from  nose  over  two 
years.     1.  Disappeared  in  few  days.    2.  None.     3.  Several  months; 

♦Knapp.  Cecite  consecutive  a*  I'operation^  dune  emphyseme  'du  sinus 
frontal.  Annal  d'ocul.,  p.  67.  1901.  Freudenthal:  Nouvele  contribution  a 
Toperation  radicals  de  la  sinusite  frontale.  Arch.  Internat.  de  Laryng. 
Vol   20.   p.   761,   1905. 
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exacerbation  with  every  fresh  cold.    4.  None.     5.  Several  months, 

somewhat  annoying,     t!.  Slight  neuralgia  on  exposure  to  cold  or 

wet.    7.  None ;  result  perfect.    8.  None.    9.  Evanescent.    10.  None. 

Case  ? :    Grace  P.,  29  years  old ;  operation,  Killian,  December  15, 

1910,  Rush  Hospital.  Chronic  frontal  sinusitis ;  pain  and  dis- 
charge ;  small  sinus ;  about  one  year ;  complete  cure.  1.  Several 
days.  2.  None.  Several  weeks.  4.  None.  5.  Slight,  not  com- 
plained of.     f).  None.     7,  None.     8.  None.     9.  None.     10.  None. 

Case  4 :     James  B.,  40  years  old ;  operation,  Killian,  March  7, 

1911,  Rush  Hospital.  Chronic  frontal  sinusitis;  discharge  fetid; 
headaches  violent ;   several  years;  cured.     1.  About  three  weeks. 

2.  Slight;  evanescent.  3.  Gradually  ceased  after  several  months. 
4.  None.  5.  Not  complained  of.  6.  None.  7.  Slight,  due  to  sink- 
ing in.    8.  None.     9,  None.     10.  None. 

Case  5:  Sadie  McS.,  21  years  old;  operation,  complete  Killian, 
April  28,  1911,  Rush  Hospital.  Continual  left  supra-orbital  head- 
ache ;  profuse  purulent  discharge  from  nose,  also  from  post-nasal ; 
gradually  worse  over  a  year;  complete  relief.  1.  Lasted  three 
months ;  now  entirely  gone.  2.  No.  3,  Two  weeks ;  becomes  af- 
fected with  coryza.  4.  No.  5.  Almost  one  year.  6.  Super-sen- 
sitiveness; now  about  the  same.  7.  (a)  Slight  flatness;  (b)  slight- 
ly visible;  (c)  none;  (d)  no;  (e)  no.  8.  No.  9.  Two  weeks  after 
operation ;  still  in  lower  field ;  gradually  getting  better.     10.  No. 

Case  6:  Mrs.  J.  H.  C,  4G  years  old;  operation,  Killian,  May  18, 
1911,  Rush  Hospital.  Severe  headache  and  tenseness  in  right  side 
of  head  and  face ;  dizziness  marked ;  copious  discharge  from  right 
nostril;  one  year;  instant  relief.     1.  Two  or  three  weeks.    2.  None. 

3.  Four  or  five  months.  4.  None.  5.  Nine  or  ten  months.  6.  Over 
site  of  scar.  7.  None ;  cosmetic  result  perfect.  8.  None.  9.  None 
(never  appeared).    10.  None. 

Case  7:  Ida  L.,  operation,  Killian,  August  22,  1911,  Rush  Hos- 
pital. Continual  colds,  gradually  becoming  worse ;  supra-orbital 
pain,  unilateral;  nasal  discharge;  discharged  cured.  1.  Almost  dis- 
appeared at  time  of  discharge.  2.  None.  3.  No  data  available.  4. 
None.  5.  No  data  available.  6.  No  data  available.  7.  No  data 
available ;  none  at  time  of  discharge.  8.  None.  9.  Had  disappeared, 
10.  None. 

Case  8:  Elizabeth  McW.,  26  years  old;  operation,  Killian,  Sep- 
tember 8,  1911,  Rush  hospital.  Intermittent  supra-orbital  headache; 
inability  to  work;  pus  from  nose;  impossible  to  use  eyes  for  sew- 
ing, etc.;  nearly  two  years;  great  relief.  1.  Six  or  eight  months; 
still  slightly  noticeable.    2.  No.    3.  Intermittent  to  present.    4.  Abs- 


1070    skillern:    external  operation  on  frontal  sinus. 

cess,  December  18,  1912 ;  swelling  and  tenderness  along  line  of 
supra-orbital  incision ;  intra-nasal  treatment ;  sudden  discharge  of 
large  quantity  of  fetid  pus  (12/23)  ;  recovery.  5.  None.  6.  Anes- 
thesia for  several  weeks.  7.  (a)  none;  (b)  none;  (c)  none;  (d) 
none;  (e)  slightly  visible.    8.  No.    9.  None    10.  None. 

Case  p:  Frances  K.,  31  years  old;  operation,  complete  Killian, 
November  10,  1911,  Medico-Chirurgical  Hospital.  Continual  and 
excessive  headaches  and  purulent  fetid  discharge  from  nose.  Steno- 
sis of  lacrimal  duct ;  lacrimatine ;  twelve  years.  Absolute  relief  until 
August,  1912 ;  contracted  grippal  cold;  nose. began  to  discharge,  not 
so  profusely  nor  fetid.  Some  return  of  headaches,  not'  so  severe, 
but  resembling ;  trifle  neuralgia  over  scar ;  depression  in  forehead ; 
reinfection  of  remains  of  ethmoid  cells  and  sphenoid;  operation 
ethmoid,  January  21,  1913,  and  result  good;  paraffin  injection  Janu- 
ary 28,  1913.  1.  One  month.  2.  Three  or  four  months  before 
drooping  disappeared.  3.  Still  slight ;  inclined  to  crust ;  some  bother 
(due  to  ethmoid).  4.  None.  5.  Six  to  eight  months.  6.  Slight 
local;  several  months;  never  at  any  time  very  severe.  7  (a)  Yes, 
quite  noticeable ;  remedied  by  paraffin,  January,  1913,  which  also 
cured  anesthesia.     8.  No.     9.  No.     10.  No. 

Case  II :  H.  A.,  20  years  old ;  operation,  complete  Killian,  Febru- 
ary 6,  1912,  Medico-Chirurgical  Hospital.  Sudden  exophthalmos, 
with  fever  104°.  Great  pain  and  protraction;  no  discharge.  1.  Sev- 
eral months.  2.  Difficult  to  determine,  on  account  of  edema. 
3.  Several  months.  4.  Eight  months.  5.  Not  complained  of. 
6.  None.  7.  None,  except  in  soft  parts.  8.  None.  9.  None. 
10.  None. 

Case  12 :  P.  C.,  40  years  old ;  operation,  complete  Killian,  March 
23,  1912,  Medico-Chirurgical  Hospital.  Severe  pains  over  frontal 
for  several  years ;  gradually  becoming  worse ;  no  tenderness  over 
frontal ;  purulent  discharge  from  nose  since  attack  of  grip  over  one 
year  previous ;  operation,  March  23,  1912  ;  enormous  sinus  filled 
with  pus  and  granulations ;  frontal  wall  partly  necrotic ;  present  con- 
dition, patient  entirely  well;  considerable  sinking  in.  1.  Disap- 
peared in  few  days.  2.  None.  3.  No  data  available.  4.  None. 
5.  No  data  available.  6.  No  data  available.  7.  Considerable  flat- 
tening.   8.  None.    9.  None.     10.  None. 

Case  13:  Jennie  A.,  31  years  old;  operation,  Killian,  May  15, 
1912,  Rush  Hospital.  Severe  frontal  headache,  practically  con- 
tinuous, extended  to  temporal  and  occipital  regions ;  profuse  puru- 
lent discharge  from  nose;  marked  indigestion  and  sore  throat; 
twelve  years'  tubercular  history;  absolute  relief  from  headaches; 
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some  slight  discharge  from  nose  remaining;  November  23,  1912, 
reinfection  sweUing  over  scar,  with  pain,  abscess.  Present  time, 
intermittent  neuralgia  like  sudden  sting  of  bee,  gradually  abating; 
worse  in  bad  weather;  still  some  discharge  from  nose;  sore  throat 
and  indigestion  disappeared ;  April  9,  complains  of  drawing  in  scar 
tissue.  1.  Intermittent;  when  present  extends  upward  to  forehead. 
2.  Ver)'  slight.  3.  Still  present,  though  not  so  profuse.  4.  Has 
occurred  three  times  along  line  of  perpendicular  incision.  5.  Pres- 
ent,    6.   Present.     7.   Slight  contraction  of  scar-tissue.     8.   None. 

9.  None.    10.  None. 

Ca^Ke  14 :  Mary  R.,  50  years  old ;  Killian  operation,  anterior  and 
posterior  ethmoid  and  sphenoid,  June  12,  1912,  Medico-Chirurgical 
Hospital.  Constant  pain  in  supra-orbital  region  and  parietal ;  feel- 
ing as  though  something  was  loose  in  head ;  some  purulent  discharge 
from  nose ;  several  years ;  during  operation  skin  torn ;  fistula  above 
and  below  bridge  healed  in  two  weeks,  leaving  depressed  scar ;  five 
weeks  after  operation  began  to  feel  drawing  sensation  about  one 
inch  above  scar ;  developed  into  true  neuralgia ;  intermittent  attacks ; 
begins  about  8  a.  m.,  one  hour,  then  about  4  p.  m. ;  almost  unbear- 
able January  4,  1913,  paraffin  injected;  cosmetic  result  good;  neu- 
ralgia better.  January  13,  alcohol  injections;  no  result.  1.  Several 
months.  8.  No  droop.  3.  Still  present.  4.  None  after  healing. 
5.  Several  months  followed  by  6.  Stinging  sensations,  sometimes 
darting.  7.  Considerable  sinking.  8.  None.  9.  Lasted  seven 
months.     10.  None, 

Case  If, :     Bessie   S.,  22  years  old ;  Killian  complete,  July  22, 

1912,  Medico-Chirurgical  Hospital.  Severe  headache  over  left 
supra-orbital  region ;  discharge  from  nose  and  into  throat ;  dizzi- 
ness on  stooping ;  could  not  use  eyes  for  work ;  kakosmia ;  sore 
throat ;  several  months  ;  great  relief.  1.  About  nine  weeks.  2.  Par- 
tial several  months.  3.  Continues,  thinner,  no  crusting,  not  so  pro- 
fuse; uses  five  handkerchiefs  daily.  4.  No.  5.  Six  months  or  so; 
still  anesthesia  immediately  above  scar-tissue.  6.  No.  7,  None; 
result  excellent.     8.  No.     9.  Diplopia  in  all  fields  except  to  right.* 

10.  No. 

Case  16:  Jane  A.,  31  years  old;  Killian,  December  11.  1912, 
Medico-Chirurgical  Hospital.  Severe  supra-orbital  pain  and  pro- 
fuse discharge ;  for  past  ten  years  gradually  growing  worse ;  gen- 
eral system  aflfected ;  patient  anemic ;  sleeps  badly,  no  appetite ;  loss 
of  weight  and  strength,  coughs,  etc.     Immediately  after  operation 

•since  this   report  was   read   this   patient   was   operated   upon   October   2, 

1913,  by  Dr.  Norman  Risley  who  performed  a  tenotomy  of  the  left  su- 
perior rectus  with  resulting  absolute  fused  binocular  vision. 
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patient  complains  of  blindness  in  right  eye ;  absolute  relief  of  head- 
aches, and  discharge  thin  and  scanty ;  some  new  pain  in  eyeball  and 
temple;  sight  never  returned,  and  at  present  patient  still  blind  on 
right  side.  1.  About  six  weeks.  2.  Still  slight  droop.  3.  Exacer- 
bates on  exposure  to  cold  or  wet.  4.  None.  5.  Marked.  6.  Darting 
pains  through  eyeball  and  temple.  7.  None.  8.  None.  9.  None. 
10.  Complete. 

Case  17 :  Charles  L.,  62  years  old ;  Killian  operation,  December 
18,  1912,  Medico-Chirurgical  Hospital.  Large  mucocele  of  left 
frontal  sinus;  several  years;  complete  cure.     1.   Several  months. 

2.  Very  slight  ptosis.  3.  Two  or  three  v/eeks.  4.  None.  5.  Not 
complained  of.  6.  None.  7.  (a)  Slight.  8.  None.  9.  Present  be- 
fore operation;  not  now.     10.  None. 

Case  18:  Alice  G.,  32  years  old;  Killian  complete,  January  29, 
1913,  Medico-Chirurgical  Hospital.  Pain  in  frontal  sinus  and  left 
eye;  gradual  exophthalmos;  edema  of  eyelid;  no  discharge  from 
nose;  ethmoid  cells  polypoid  and  degenerated;  sphenoid  also;  mu- 
cosa thickened;  sight  almost  gone.    1.  Still  present.    2.  Great  ptosis. 

3.  No  discharge.  4.  None.  5.  Not  complained  of.  6.  None.  7. 
None.  8,  None.  9.  Eyesight  almost  gone ;  no  better.  10.  Was  al- 
most blind  before  operation. 

Case  19 :  F.  E.  L.,  41  years  old,  April  22,  1913.  Patient  in  acci- 
dent; injured  in  automobile;  Medico-Chirurgical  Hospital.  Left 
frontal  sinus  crushed  in  with  subsequent  reinfection ;  necrosis  of 
anterior  wall  with  fistula  formation  ;  over  one  year,  1.  Slight ;  soon 
disappeared.  2.  None.  3.  None.  4.  Healed.  5.  Not  complained 
"of.    6.  None.    7.  Marked  depression.    8.  None.    9.  None.   10.  None. 

Case  20:  Elberta  L.,  18  years  old;  operation,  April  19,  1913, 
Medico-Chirurgical  Hospital;  healing  by  first  intention.  Continual 
and  excessive  headaches  and  purulent  discharge  from  left  side  for 
one  year ;  absolute  relief  from  pain ;  discharge  gradually  ceasing 
May  17 ;  anesthesia  frontal  and  parietal ;  some  tenderness  in  scar ; 
no  visible  depression;  slight  edema  of  left  eyelid;  diplopia  set  in 
one  week  after  operation;  everywhere  except  to  left;  now  very 
much  better.  1.  About  ten  weeks.  2.  None,  3.  Still  present  at  end 
of  twelve  weeks,  though  greatly  lessened.  4.  None.  5.  Present. 
6.  (a)  Some  tenderness  in  scar.  7.  Vertical  scar  prominent;  no  de- 
pression. 8.  None.  9.  On  certain  positions  of  head  diplopia.  10. 
None. 

2032  Chestnut  Street. 


EMPYEMA    OF    THE    FRONTAL   SINUS    WITH    EXPOSED 
DURA  CURED  BY  OBLITERATION  OF  THE  SINUS.* 

DR.   THOMAS  CHEW  WORTHIXGTOX,  BALTIMORE. 

On  September  19,  1911,  the  patient  gave  the  following  history : 
'M.  G.,  male,  white,  aged  35  years.  He  has  had  trouble  with  his 
nose  as  long  as  he  can  remember,  viz :  difficult  nasal  respiration, 
especially  on  the  right  side,  with  a  great  amount  of  mucus  from 
the  nose  and  from  the  naso-pharynx.  From  about  July  1,  1911.  he 
has  had  attacks  of  vertigo,  especially  when  on  the  street.  At  times 
he  would  have  to  stop  and  hold  his  head.  About  July  15,  1911,  he 
began  to  have  severe  pain  over  the  right  eye.  Both  eyelids  as  well 
as  the  surrounding  tissue  began  to  swell.  On  August  1.  1911,  he 
was  operated  upon  in  a,  hospital,  by  having  a  piece  of  flesh  taken 
from  the  right  nostril.     Xo  improvement. 

On  August  8,  19  J 1,  he  was  again  admitted  to  the  same  hospital, 
and  under  ether  an  operation  was  done  over  the  right  eye  by  a  gen- 
eral surgeon.  This  reduced  the  swelling.  He  remained  in  the  hos- 
pital for  two  weeks  when  he  returned  to  his  home  wearing  a 
bandage.  In  one  weeks  time  the  upper  lid  began  to  swell  once 
more.  On  Septem.ber  7,  1911,  he  was  again  admitted  to  the  same 
hospital,  and  the  wound  was  reopened.  He  remained  in  the  hos- 
pital one  week  and  returned  to  his  home  still  wearing  the  bandage. 
Yesterday,  September  19,  1911,  or  just  forty-two  days  from  the 
first  operation,  he  again  began  to  suffer  pain.  This  became  aggra- 
vated last  night.  This  morning  he  went  to  Dr.  Harry  Frieden- 
wald's  office  because  he  could  not  open  his  right  eye.  The  patient 
was  referred  to  me  by  Dr.  Friedenwald,  as  one  of  frontal  sinus 
disease. 

Conditions  found  September  /p,  ipii:  The  right  upper  eyelid 
is  closed  by  inflammatory  edema.  This  extends  from  the  brow  to 
the  root  of  the  nose.  There  is  a  fistulous  opening  near  the  inner 
canthus,  which  is  discharging  pus.  Just  at  the  middle  of  the  eye- 
brow (or  external  to  the  supra-orbital  foramen)  is  a  small  opening 
which  connects  with  the  frontal  sinus.  This  opening  is  closed  by 
a  narrow  piece  of  gauze  three  inches  long.  Upon  its  withdrawal, 
pus  escapes   freelv   from  the  sinus.     The  right  nasal  chamber  is 

•Read  and  patient  presented  before  Section  on  Laryngology  of  the 
Baltimore   Medical   Society,   January   24,    1913. 
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filled  with  large  mucous  polyps.  There  is  no  discharge  of  any  sort 
to  be  seen  anteriorly.  The  post-nasal  fossa  and  the  pharyngeal 
wall  are  covered  with  a  thick  purulent  exudate.  The  patient  com- 
plains of  great  pain  about  the  eye  and  over  the  forehead.  He  has 
the  appearance  of  serious  illness. 

September  20,  1911:  Radical  operation  at  the  Baltimore  Eye, 
Ear  and  Throat  Hospital.  Ether  anesthesia.  After  removal  of  the 
nasal  polyps  it  was  found  that  the  ethmoidal. cells  had  already  been 
largely  destroyed  by  disease. 

The  sphenoidal  cell  and  the  maxillary  sinus  of  the  right  side  were 
opened,  and  drainage  was  established.  Both  of  these  sinuses  were 
diseased.  The  frontal  sinus  was  now  opened  into  through  the  nose 
by  the  use  of  my  angular  frontal  sinus  curette.  A  discharge  of 
thick  pus  from  the  frontal  sinus  followed  the  withdrawal  of  the 
instrument.  The  nasal  cavity  was  wiped  out  as  clean  as  possible 
and  packed  tightly  with  gauze  saturated  with  twenty  per  cent  argy- 
rol  solution.     (The  douche  was  not  used.) 

The  external  frontal  sinus  operation  was  begun  by  the  usual  in- 
cision carried  along  through  the  eyebrow  and  curving  downward 
over  the  nasal  bone.  In  this  case  the  incision  began  where  the 
previous  incision  had  ended,  which  was  at  the  extreme  outer  limit 
of  the  frontal  sinus. 

A  sufficiently  wide  opening  was  made  in  the  entire  length  of  the 
frontal  sinus  for  inspection  and  for  treatment.  This  opening  in- 
cluded the  removal  of  a  part  of  the  nasal  process  of  the  superior 
maxillary  bone  and  a  few  high  ethmoidal  cells. 

The  frontal  sinus  was  filled  with  firm  and  tough  granulations, 
evidently  of  long  standing.  The  sinus  had  drained  itself  through 
the  opening  which  I  had  just  made  intra-nasally,  and  it  contained 
very  little  pus.  It  was  found  that  the  floor  of  the  frontal  sinus  had 
broken  down,  that  a  part  of  the  orbital  plate  and  of  the  lacrimal 
bone  had  been  destroyed,  and  that  the  sinus  had  been  draining 
through  the  fistulous  opening  near  the  inner  canthus. 

The  frontal  sinus  was  cleared  completely,  leaving  the  bone  clean 
and  white  and  with  a  large  passage  into  the  nose.  Near  the  upper 
margin  of  the  posterior  wall  of  the  frontal  sinus  the  dura  was  ex- 
posed. (See  illustration.)  The  dura  could  be  both  seen  and  felt 
through  an  irregular  necrotic  opening  in  the  sinus  wall.  The  size 
of  this  opening  was  34  inch  by  i^  inch  in  length.  The  dura  was 
covered  with  smaller  and  softer  granulations  than  those  which  cov- 
ered the  sinus  wall.  The  dural  granulations  were  left  untouched. 
The  frontal  sinus  was  now  packed  closely  (not  tightly)  with  20  per 
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cent  sol.  argyrol  gauze.  An  end  of  the  gauze  was  passed  into  the 
nose.  The  edges  of  the  periosteal  covering  of  the  lower  part  of  the 
wound  were  approximated  as  nearly  as  possible,  and  the  skin-wound 
was  brought  together  by  interrupted  sutures.  This  left  more  than  an 
inch  opening  for  the  treatment  and  obliteration  of  the  frontal  sinus. 
Fresh  argjTol  gauze  was  packed  loosely  into  the  nasal  cavity.  This 
completed  the  operation. 

In    twenty-four    hours    the   nasal    dressing   was   removed.    The 
douche  was  now  used  very  carefully  in  the  lower  part  of  the  nose 
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only.  In  five  days  the  gauze  was  removed  from  the  frontal  sinus 
through  the  nose.  The  sinus  was  perfectly  clean  and  was  imme- 
diately repacked  with  argyrol  gauze.  The  nasal  cavity  was  at  this 
time  well  douched  with  a  weak  permanganate  solution.  The  frontal 
sinus  was  repacked  every  Jfour  or  five  days  but  was  not  irrigated 
during  the  entire  treatment.  The  sphenoidal  and  maxillary  sinuses 
were  douched  daily  and  were  soon  well.  Plain  sterile  gauze 
was  now  substituted  for  the  argyrol  gauze  in  the  frontal  sinus. 
It  soon  became  impossible  to  pass  the  gauze  from  the  frontal 
sinus  into  the  nose.  By  October  31,  1911,  the  frontal  sinus 
was  well  covered  with  granulations.  On  January  2,  1912,  the  sinus 
was  so  small  that  it  could  hold  but  the  smallest  bit  of  gauze. 
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By  January  S3,  1913,  the  frontal  sinus  was  obliterated  and  the 
wound  had  healed,  making  a  period  of  exactly  125  days  after  the 
radical  operation  on  September  20,  1911.  At  no  time  after  the 
radical  operation  until  the  discharge  of  the  patient  was  there  any 
evidence  of  infection  or  of  contamination  of  the  frontal  sinus.  (The 
frontal  sinus  contained  no  exudate  of  any  character  during  this 
period). 

The  obliteration  of  the  frontal  sinus  is  the  result  sought  for  in 
every  operation  done  for  disease  of  this  cavity.  Where  possible, 
the  frontal  sinus  should  be  closed  at  the  time  of  operation,  to  save 
the  patient  from  annoyance  of  long  after-treatment  and  for  cos- 
metic reasons  as  well.  In  this  case  the  open  treatment  of  the  sirms 
was  the  only  proper  surgical  procedure.  It  insured  against  "dead 
spaces"  left  within  the  cavity,  and  thereby  against  recurrences,  and 
involvement  of  the  dura  mater.  It  is  interesting  to  note  that  while 
there  was  no  effort  made  for  cosmetic  effect,  yet  the  deformity  is 
not  very  noticeable.     (See  photograph  taken  January  20,  1913.) 

I  would  call  special  attention  to  the  fact  that  nasal  irrigation  was 
not  used  at  the  time  of  operation,  because  it  is  impossible  under 
these  conditions  to  know  that  the  irrigating  fluid  will  not  enter  the 
orbital  cavity.  This  accident  has  occurred  and  will  usually  result 
in  orbital  cellulitis  with  impairment  of  vision,  and  may  result  in  the 
loss  of  an  eye.  And  for  this  reason  the  nasal  cavity  should  not  be 
douched  directly  after  an  ethmoidal  operation. 

It  is  difficult  to  determine  the  frequency  with  which  necrosis  of 
the  posterior  wall  of  the  frontal  sinus  occurs.  The  same  condition 
is  found  in  the  horizontal  and  cribriform  plates  of  the  ethmoidal 
bone  as  well  as  in  the  orbital  plate,  much  oftener  than  is  generally 
supposed.  These  complications  are  not  in  themselves  serious  when 
recognized  in  time.     Unfortunately  they  are  seldom  reported. 

Conclusion:  This  case  illustrates  very  forcibly  the  necessity  for 
the  thorough  and  radical  treatment  of  nasal  accessory  sinus  dis- 
ease. The  repeated  small  external  openings  made  in  the  diseased 
frontal  sinus  failed  to  effect  a  cure  or  even  to  relieve  the  symptoms 
of  pus  retention.  It  was  only  after  the  complete  opening  of  the 
frontal  sinus,  together  with  the  establishment  of  free  drainage  of 
the  other  diseased  sinuses  within  the  nose  and  careful  after-treat- 
ment, that  eradication  of  the  frontal  sinus  was  brought  about,  and 
with  it  entire  relief  of  a  disease  of  many  years  standing. 

Although  the  dura  mater  must  have  been  exposed  for  some  time, 
and  under  the  most  unfavorable  conditions,  yet  until  the  frontal 
sinus  was  opened  this  complication  was  not  even  suspected.     Not- 
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withstanding  its  exposure  by  necrosis  of  the  frontal  bone  the  dura 
had  remained  healthy  and  there  were  no  symptoms  attributable  to 
this  condition. 

On  this  date,  January  24,  1913,  a  year  after  the  end  of  treat- 
ment, I  find  the  patient  well,  and  with  no  evidence  of  disease  of 
the  nasal  accessory  sinuses. 

1022  Madison  Avenue. 


Some   Remote   Effects   of  Chronic  Sinus   Suppuration.      R-   C. 

Lynch,  Xen-  Orleans  Med.  and  Surg.  Jour.,  July,  1913. 
A  patient  suffering  from  recurrent  stiff'  neck,  trapezius  myalgia, 
inter-vertebral  disk  inflammation,  mild  arthritis  of  the  shoulder 
joint,  and  then  a  rather  severe  attack  of  arthritis  of  the  right  knee 
was  relieved  by  a  radical  operation  for  maxillar\'  empyema.  A 
woman,  having  evening  temperature  of  102°  to  103°  associated  with 
slight  cough  (reflex)  and  progressive  emaciation,  was  cured  by  cor- 
recting a  chronic  infection.  A  case  of  reflex  asthma  relieved  by 
operation  for  chronic  ethmoiditis.  Scheppegrell. 


Surg:ical  Aspects  of  Goiter.  Urp-an  Maes,  New  Orleans  Med. 
and  Surg.  Jour.,  July,  1913. 
In  the  prophylactic  control  of  hemorrhage,  one  vessel,  prefer- 
ably the  superior  thyroid  or  its  anterior  branch,  must  be  spared  to 
keep  up  the  blood-supply  of  the  gland.  This  same  rule  applies  when 
we  are  using  the  ligature  only  in  the  treatment  of  hyperthyroidism. 
Better  control  is  secured  by  ligating  the  inferior  thyroid  vessels  if 
only  one  set  is  to  be  secured..  The  arteries  are  best  ligated  first,  so 
as  to  allow  the  veins  to  empty  themselves  before  the  ligature  is  ap- 
plied to  them.  Preserve  the  isthmus  on  account  of  the  collateral 
blood-supply  in  case  all  the  vessels  of  a  lobe  require  ligature.  Final 
hemostasis  is  secured  by  a  fine  cat-gut  suture  of  the  raw  surface 
left  after  the  cuneiform  excision.  Scheppegrell. 


NERVE  TRUNK  ANESTHESIA  AND  CARBOLIZATION 
IN  NASAL  SURGERY.* 

DR.   GREENI^IELD  SLTJDER,   ST.   LOUIS. 

Nasal  surgery  presents  two  features  that  have  surely  engaged  the 
attention  of  every  nasal  surgeon,  i.  e.,  anesthesia  and  reaction,  it 
is  relative  to  these  considerations  that  I  should  like  to  narrate  my 
experiences  of  the  past  three  years,  and  call  attention  to  what  I 
believe  to  be  an  advantageous  practice  relating  to  both. 

In  all  the  more  extensive  surgical  procedures  in  the  nose  the  use 
of  sufficient  cocain  raises  the  question  of  drug  intoxication  with  its 
drawbacks.  Three  years  ago  I  began  the  cocainization  of  the 
spheno-palatine  ganglion  (from  which  comes  the  entire  sensory 
nerve-supply  of  the  nose  save  the  upper  anterior  part  which  is  sup- 
plied by  the  internal  nasal  nerve),  as  a  procedure  for  post-nasal 
surgical  anesthesia.  A  short  time  later  I  began  a  similar  practice 
with  the  internal  nasal  nerve,  and  a  combination  of  these  for  all  the 
severer  bone  surgery  of  the  lateral  wall.  This  practice  has  been 
exceedingly  satisfactory  in  my  hands — giving  practically  ideal  anes- 
thesia with  a  minimum  of  drug  and  so  avoiding  its  poison-mani- 
festations almost  altogether.  I  know,  however,  that  there  are  pa- 
tients so  susceptible  to  cocain  and  all  of  its  allied  products — local 
anesthetics  sold  by  various  names — that  no  local  anesthetic  so  far 
known  to  me  (quinine  and  urea  has  not  been  satisfactory  in  my  ex- 
perience), can  be  totally  exempt  from  toxic  properties.  According 
to  my  understanding  of  Cushney's  text*  they  are  all  chemical  cousins 
as  it  were — cocain  being  the  most  potent  but  also  the  most  toxic. 
And  my  experience  has  been  that  the  rhinologist  who  has  skillfully 
mastered  the  management  of  cocain  as  a  surface  anesthetic  secures 
better  results  by  its  use  than  by  the  use  of  any  other  drug.  It  is 
along  this  line  of  argument  that  my  present  practice  was  developed. 
This  consists  in  placing  a  very  small  applicator  bearing  one  drop 
(>4  minim)  saturated  solution  cocain  muriate  (90  per  cent)  directly 
under  the  posterior  tip  of  the  middle  turbinate  and  allowing  it  to 
remain  fifteen  minutes.  I  have  cited  this  method  of  cocainizing 
the  spheno-palatine  ganglion  several  times.^  It  is  faultless,  accord- 
ing to  my  experience.  Eight  minutes  after  the  setting  of  the  appli- 
cator  for  the  ganglion  I  set  the  applicator  for  the  internal  nasal 

♦Read  before  the  Saint  Louis  Medical  Society,  Section  on  Oto-Laryngol- 
osY,  April  30,  1913. 
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nerve.  For  this  purpose  I  use  a  smaller  one  which  will  carry  only 
one-half  drop ;  and  I  again  use  saturated  solution  cocain  muriate. 
This  is  applied  to  the  uppermost  anterior  aspect  of  the  nasal  fossa. 
The  small  applicator  is  introduced  into  nose  in  an  upward  direc- 
tion. It  very  soon  meets  the  anterior  limit  of  the  nasal  fossa  and 
then  follows  automatically  to  the  angle  of  junction  of  the  upper  and 
anterior  lines.  It  is  at  this  point  that  the  internal  nasal  nerve  enters 
the  nasal  fossa.  This  nerve  being  more  superficial  requires  less 
cocain  and  less  time  for  anesthesia.  Both  applicators  are  removed 
simultaneously  when  one  has  been  fifteen  and  the  other  seven  min- 
utes in  position.  The  anesthesia  thus  produced  in  my  experience 
gives  more  than  a  half  hour's  time  for  the  performance  of  the  most 
comprehensive  bone  surgery  of  the  lateral  wall.  (My  modification 
of  the  Mikulicz  antrum  operation  among  others.)-  Anesthesia  for 
all  the  surgery  of  the  septum  has  always,  in  my  experience,  been 
very  much  easier,  and  satisfactory,  in  its  performance,  by  sim- 
ple painting  with  small  amounts  of  cocain.  For  this  reason  I  have 
never  employed  this  method  for  the  septum;  but  I  see  no  reason 
why  it  should  not  be  equally  successful,  applied,  of  course,  in  both 
nostrils. 

I  am  fully  aware  that  nerve-trunk  anesthesia  has  been  practiced 
by  others  over  a  period  of  several  years.  But  as  far  as  I  am  aware 
it  has  alwa/s  been  done  by  an  attempt  at  submucous  injection  of 
cocain  (or  some  other  local  anesthetic)  into  the  nerve  trunks,  which 
is  infinitely  more  troublesome  and  difficult  than  this  surface  applica- 
tion just  described. 

In  addition  to  this  and  along  the  same  line,  I  have  resorted  to 
nerve-trunk  "blocking"  using  5  per  cent  phenol  in  95  per  cent 
alcohol  for  this  purpose  injected  by  means  of  a  straight  needle  used 
both  for  the  internal  nasal  nerve  and  the  spheno-palatine  ganglion. 
For  the  former  the  attempt  is  made  to  locate  the  groove  through 
which  the  internal  nasal  nerve  enters  the  nose.  For  the  latter  it  is 
introduced  under  the  posterior  tip  of  the  middle  turbinate  in  a  di- 
rection backward,  upward  and  slightly  outward,  and  is  introduced 
by  measurement  %  cm.  from  its  point  of  contact.  I  have  shown  this 
to  be  a  trustworthy  means  of  reaching  the  ganglion.^  One-half  ccm. 
of  the  solution  is  then  injected.  The  result  of  these  applications  suc- 
cessfully made  is  a  well-marked  analgesia  for  which  I  want  five  to 
seven  days.  I  prefer  to  wait  until  the  reaction  of  the  injection  is 
over.  There  is  anesthesia  also  but  what  I  desire  is  the  analgesia. 
In  my  experience  this  prevents  to  a  very  marked  degree  the  shock 
of  the  larger  operations  at  the  time  of  their  "perfGrmance  and  the 
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"reaction"  that  may  be  very  severe  in  "sensitive"  patients.  I  have 
on  two  occasions  done  a  high  turbinectomy  with  a  Hajek  radical 
post-ethmoidal-sphenoidal  operation  and  a  general  removal  of  the 
nasal  wall  of  the  ethmoid  after  such  nerve  blocking  without  the  use 
of  any  additional  anesthetic.  But  the  use  of  a  small  drop  of  cocain 
(90  per  cent)  to  the  spheno-palatin  ganglion  and  about  ^4  drop  to  the 
anterior  nasal  nerve  in  addition  to  the  "blocking"  is  so  much  more 
satisfactory,  giving  usually  absolute  anesthesia,  that  I  feel  that  the 
former  practice  is  not  to  be  recommended  except  in  very  specialized 
cases.  I  say  this  because,  according  to  my  experience,  absolute 
paralysis  by  "blocking"  with  phenol-alcohol  in  these  parts  is  not 
the  rule.  It  is  usually  a  well-marked  parasis;  but  not  a  total  par- 
alysis. The  addition  of  the  very  small  amount  of  cocain,  however, 
then  makes  it  complete. 

In  the  performance  of  the  Hajek  radical  post-ethmoidal-sphe- 
noidal operation  the  large  nerve-trunks  are  necessarily  encountered 
to  a  greater  or  lesser  extent  as  they  enter  through  the  spheno-palatine 
foramen.  And  the  more  so  is  this  true,  as  the  cut  extends  down- 
ward and  outward  and  forward.  It  seems  to  me  that  this  extension 
is  necessary  to  give  it  "radical"  qualities.  In  my  experience,  the 
shock  of  this  operation  increases  directly  in  proportion  as  this  ex- 
tension is  made. 

Carbolic  acid  added  to  the  alcohol  prevents  much,  if  i^ot  all  of  the 
pain  of  alcohol  when  injected;  and  the  analgesia  that  follows  seems 
to  me  much  more  and  of  longer  duration,  when  carbolic  acid  has 
been  added. 

In  the  Hajek  radical  post-ethmoidal  sphenoidal  operation  the  large 
blood-vessels  of  the  posterior  supply  of  the  nose  are  likewise  of 
necessity  encountered.  For  this  reason  it  has  seemed  to  me  wise 
to  pack  after  this  operation  whether  the  surgeon's  prejudices  be  for 
or  against  packing  in  other  nasal  operations.  And  I  feel  that  a 
pack  in  this  district  is  worse  than  useless  unless  it  be  really  tight 
and  trustworthy.  It  is  my  practice  to  place  accurately  a  double  thick- 
ness of  the  Simpson  -Berneys'  sponge  splint  which  has  been  per- 
forated and  tied  together  by  a  heavy  silk  ligature.  (The  ligature 
makes  its  withdrawal  easy  and  sure.)  Such  a  mass  of  compressed 
cotton  when  swelled  by  the  wetting  of  blood  and  serum  will  measure 
1^  ccm.  or  more  in  thickness.  In  my  experience  the  tolerance  of 
this  plug  is  extremely  trying  for  the  patient  who  has  not  been 
"blocked."  For  him  who  has  been  satisfactorily  "blocked"  it  may 
become  sufficiently  uncomfortable  but  will  not  sap  his  strength  as 
much  as  it  does  in  the  man  who  has  not  been  "blocked."     (I  should 
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estimate  it  about  one-tenth  as  debilitating.)  And  to  my  mind  this 
is  equal  in  value,  to  the  patient,  to  the  escape  from  the  primary 
shock.  In  fact,  this  "reaction"  has  often  been  much  the  worse  of 
the  two. 

I  am  aware  that  a  simple  opening  of  the  sphenoid  may  be  done 
with  little  shock,  or  a  post-ethmoidal  cell  may  also  be  opened  at  the 
same  time  and  still  produce  little  shock. 
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The  Nose  and  Throat.  E.  Daxziger,  N.  Y.  Med.  Jour.,  April 
19,  1913. 
The  author  discusses  the  diagnosis  and  treatment  of  (1)  abnor- 
mal development  of  structures;  (2)  acute  and  chronic  inflammations 
of  the  mucous  membranes  due  to  metabolic  conditions;  and  (3) 
neurosis  (vaso-motor  disturbances,  anomalous  sensations,  or  pares- 
thesias). Ed. 


Cause  of  Perforation  of  the  Nasal  Septum.     W.  B.  Ghamberlin, 

O.  State  Med.  Jour.,  April,  1913. 
The  author  discusses  the  following  causes  of  perforations  and 
thus  localizes  them :  Syphilis  of  the  septum  involves  primarily  the 
bone,  occasionally  the  cartilage,  but  hardly  ever  the  cartilage  alone. 
Tuberculosis  involves  primarily  the  cartilage,  the  bone  secondarily 
if  the  progress  is  unchecked.  Perforating  ulcer  involves  only  the 
cartilage,  never  the  bone.  Traumatic  perforation  from  operative 
interference  may  involve  any  portion  of  septum.  Ed. 


INTRA=TRACHEAL   ANESTHESIA    FROM   THE  STANDPOINT 

OF  THE  NOSE,  THROAT  AND  ORAL  SURGEON  WITH 

A  DESCRIPTION  OF  A  NEW  INSTRUMENT  FOR 

CATHETERIZINQ  THE  TRACHEA.* 

DR.   HENRY  H.  JANEWAY,  NEW  YORK  CITY. 

The'  satisfactory  manner  in  which  intra-tracheal  anesthesia  for 
operations  in  the  nasal,  oral  or  laryngeal  regions  or  even  within  the 
trachea  or  bronchi  meets  the  requirements  demanded  during  such 
operations  is  deserving  of  special  comment.  The  very  multiplicity 
of  methods  of  administering  an  anesthetic  during  nose  and  throat 
operations  testifies  to  the  presence  of  dissatisfaction  with  most  of 
the  methods  in  common  use.  This  dissatisfaction  is  most  apparent 
in  the  usual  methods  of  anesthesia  in  which  the  anesthetic  is  in- 
haled from  a  cone.  Under  such  conditions  the  surgeon  can  operate 
only  during  the  intervals  when  the  cone  is  removed.  The  anes- 
thesia can  never  be  a  smooth  one,  but  is  characterized  by  periods 
of  more  or  less  profound  coma  alternating  with  periods  of  partial 
return  to  consciousness.  During  the  latter,  there  is  often  more  or 
less  struggling  and,  perhaps,  coughing  or  retching.  Often  the 
operation  must  be  discontinued  at  very  critical  periods,  at  times  for 
instance,  when  the  hemorrhage  may  not  be  entirely  controlled. 
Operating  under  such  conditions  greatly  increases  the  dangers  and 
risks,  and  unnecessarily  prolongs  the  operation.  The  difficulty  of 
preventing  the  inhalation  of  blood  and  mucus  is  great,  and  constant 
care  and  attention  is  necessary  in  order  to  prevent  such  a  compli- 
cation. When  the  patients  are  profoundly  anesthetized  asphyxia 
from  the  falling  back  of  the  tongue  is  frequently  troublesome.  Lane 
of  London,  who  formerly  used  this  method  in  connection  with  his 
cleft  palate  operations,  has  well  remarked  that  anesthesia  for  oral 
operations  demands  the  services  of  an  expert  anesthetist  and  one, 
preferably,  who  is  accustomed  to  work  with  the  operator. 

A  more  useful  method  is  intra-nasal  or  pharyngeal  anesthesia.  By 
this  method  the  ether  vapor  may  be  conveyed  to  the  patient  through 
glass  bulbs  fitted  into  the  anterior  nares  or  by  means  of  a  catheter 
passing  to  the  pharynx  through  the  nose.  Both  these  methods  are 
much  more  satisfactory  than  the  preceding.     Their  use  permits  of 

•From  the  Department  of  Experimental  Surgery  of  New  York  University 
and  Bellevue  Hospital  Medical  College. 
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a  more  even  anesthesia  and,  especially  when  the  catheter  is  used 
through  the  nose,  of  a  much  greater  ease  in  preventing  inhalation 
of  mucous  or  blood.  Neither  method,  however,  is  entirely  satisfac- 
tory in  this  last  respect.  The  blood  and  mucus  within  the  mouth 
must  be  constantly  sponged  or  sucked  out,  the  head  must  be  kept 
well  thrown  back  and  frequently  trouble  is  experienced  because  of 
the  falling  back  of  the  tongue. 

Many  surgeons  have  resorted  to  rectal  anesthesia  in  order  to 
avoid  the  inconvenience  of  the  proximity  of  the  anesthetist  and  his 
apparatus  during  operation  about  the  head.  Rectal  anesthesia,  how- 
ever, has  never  come  into  general  use.  Perhaps  this  is  an  unfair 
argument  to  use  against  it.  Its  administration,  nevertheless,  re- 
quires considerable  skill  and  accurate  dosage  by  it  is  somewhat 


Figure  1.  Indirect  speculum  for  catheterizing  the  trachea.  1.  Prism. 
2.  Lamp.  5.  Objective  glass  through  which  the  eye  of  the  observer  views 
the  larynx  in  the  direction  of  3-4. 

difficult.  The  rectum  also  must  be  carefully  cleaned  beforehand. 
Under  usual  conditions  and  with  expert  care  irritation  of  the  rectum 
is  rarely  produced.  Cunningham,  Leggett  and  Sutton  have  laid 
down  the  principles  and  developed  the  technic  to  a  high  point  of 
efficiency. 

Intra-venous  anesthesia,  only  recently  experimented  with  in  this 
country,  fulfills  somewhat  the  same  indications  as  rectal  anesthesia. 

To  Dr.  Francis  Honan  belongs  much  of  the  credit  for  developing 
in  this  country  a  successful  technic  for  the  administration  of  intra- 
venous anesthesia. 

With  both  rectal  and  intravenous  anesthesia  the  surgeon  must 
rely  entirely  upon  the  patient's  position  in  order  to  protect  the 
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trachea  from  the  inhalation  of  blood  and  mucus  and  it  is  absolutely 
important  to  provide  for  free  expiration  in  order  to  regularly  elim- 
inate the  ether. 

In  contrast,  however,  to  all  these  methods,  anesthesia  by  intra- 
tracheal insufflation,  i.  e.  through  a  tube  introduced  into  the  trachea, 
meets  the  requirements  of  the  nose,  throat  and  oral  surgeon  in  an 
eminently  satisfactory  manner.  Either  ether  or  nitrous  oxid  and 
oxygen  may  be  used  as  the  anesthetic.  With  a  minimum  of  effort 
on  the  part  of  the  anesthetist,  a  perfectly  -even  anesthesia  is  pro- 
duced with  complete  relaxation  of  the  patient  and  the  maintenance 
of  a  rosy  color.  This  statement  is  as  true  of  nitrous  oxid  and 
oxygen,  assuming  that  the  patient  is  a  normal  individual,  as  it  is 
of  ether.     In  fact  intra-tracheal  anesthetization  by  both  ether  and 


Figure  2.  Direct  speculum  for  catheterizing  the  trachea.  1.  Press  but- 
ton for  illuminating  the  lamp  2.  Lamp.  3-4.  Direction  'of  vision.  5-6.  Di- 
rection taken  by  the  catheter.     7.  Handle   containing  two  dry  cells. 

nitrous  oxid  renders  possible  a  better  and  more  complete  anesthesia 
ttiat  can  be  obtained  by  either  of  these  anesthetics  when  adminis- 
tered in  the  ordinary  manner.  It  is,  therefore,  questionable  whether 
intra-tracheal  anesthesia  should  not  be  ustd  very  generally. 

The  only  drawback  to  intra-tracheal  anesthesia  is  the  difficulty 
sometimes  experienced  in  inserting  the  intra-tracheal  catheter.  To 
the  expert  laryngologist  it  may  seem  that  catheterization  of  the 
trachea  should  always  be  a  simple  matter.  In  the  fully  relaxed 
patient  it  is  frequently  an  easy  matter  to  pass  a  rubber  catheter  into 
the  trachea  with  the  fingers  alone.  In  many  patients,  fully  re- 
laxed, the  larynx  can  be  seen  and  catheterized  without  even  flex- 
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ing  the  head  by  the  aid  of  the  Jackson  direct  laryngoscope  after  the 
manner  described  by  Dr.  Richard  Johnston  of  Baltimore. 

The  most  reliable  method  of  all  is  by  means  of  the  Jackson  direct 
laryngoscope  with  the  head  in  extreme  extension.  Even  if  simpler 
methods  were  as  uniformly  successful,  the  use  of  the  direct  laryi)- 
goscope  in  this  manner  would  be  preferable  for  the  verv  important 


Figure  3.  Apparatus  for  administering  intra-tracheal  ether  anesthesia. 
It  measures  12x14  inches  and  weighs  28  pounds.  1.  Rotary  blower;  2.  Over 
the  position  of  the  motor  which  is  hidden  behind  the  ether  jar.  3.  Air  filter 
and  muffler  into  which  the  air  passes  from  the  blower.  4.  Slide  valve 
through  which  the  air  passes  from  the  filter.  It  shunts  any  desired  por- 
tion of  the  air  from  passinc  through  the  ether  jar.  5.  Eiher  jar.  6.  Water 
jar,  cont-aining  an  electric  "heater  for  warming  and  moistening  the  current 
of  air.  7.  Interrupting  slide  valve  operated  by  a  worm  wheel  in  the  posi- 
tion indicated  bv  the  arrow  *'3.'  but  hidden  in  the  picture  behind  the 
blower  "I "'  8.  Air  pressure  safety  valve  which  can  be  set  to  blow  oft  at 
any  desired  pressure.  10.  Manometer.  11.  Rubber  tube  conducting  the  air 
to  "the  patient. 

reason  that  it  permits  of  inspection  of  the  larynx  before  the  inser- 
tion of  the  catheter.  Dr.  Chevalier  Jackson  has  called  the  writer's 
attention  to  one  death  already  attributable  to  intra-tracheal  anes- 
thesia because  of  failure  to  previously  inspect  the  larynx. 

Not  a  little  trouble  has  been  experienced,  however,  in  the  intro- 
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duction  of  the  intra-tracheal  catheter  by  this  method.  In  fact,  Dr. 
Connell  of  Roosevelt  Hospital,  whose  experience  has  been  very 
large,  expressly  states,  {Surgery,  Gynecology  and  Obstetrics,  Au- 
gust, 1913,  p.  50),  that  although  intra-tracheal  anesthesia  is  the  best 
form  of  anesthesia  and  always  superior  to  pharyngeal  anesthesia, 
yet  the  difficulty  of  catheterizing  the  trachea  will  always  prevent 


Figure  4.  Apparatus  for  intra-tracheal  anesthesia  capable  of  beinpr  car- 
ried in  small  hand-bag.  It  measures  4i/^"x5"xl5"  and  weighs  18  pounds. 
1.  Motor.  2.  Blower.  3.  Slide  valve  controlling  the  proportion  of  air  passed 
over  the  ether.  4.  Filter.  5.  Safety  valve.  6.  Ether  flask.  7.  Rheostat. 
8.  Manometer. 

the  general  adoption  of  the  method.  The  writer's  own  experience 
confirms  this  view.  He  has  seen  another  surgeon,  who  has  admin- 
istered as  many  as  500  intra-tracheal  anesthesias,  waste  no  little 
time  in  attempting  to  introduce  a  catheter  into  the  trachea. 

It  will  be  unfortunate  if  a  method  of  anesthesia  so  universally 
successful  and  valuable  as  intra-tracheal  anesthesia  fails  to  receive 
general  adoption  because  of  these  difficulties.  The  main  trouble  in 
catherizing  the  trachea   is  the  tendency   for  the  catheter  to   fall 
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back  into  the  esophagus.  In  using  the  direct  laryngeal  speculum 
the  writer  has  frequently  been  impressed  with  the  great  advantage 
which  would  be  offered  by  some  means  which  would  bend  the  distal 
end  of  the  catheter  forwards,  if  only  a  little  forwards,  so  as  it  passes 
over  the  distal  end  of  the  direct  laryngoscope.  A  wire  stylet  accom- 
plishes this  but  is  inconvenient  to  use. 

In  order  to  accomplish  it  in  a  simple  manner,  the  writer  has 
devised  the  speculum  represented  in  Figure  1.    It  in  part  meets  con- 


Figure  5  illustrates  the  manner  in  which  the  smaller  apparatus  may  be 
taken  apart  into  three  pieces. 

ditions  demanded.  At  "1"  is  a  prism  which  permits  of  visions  in 
the  direction  3-4  when  the  eye  of  the  observer  is  placed  at  5.  With 
this  instrument  catheterization  of  the  larynx  after  cocainization  of 
the  pharynx  is  an  exceedingly  simple  matter  in  both  the  conscious 
and  anesthetized  patient  and  with  but  little  extension  of  the  head. 
It  has  been  discovered,  however,  that  by  shortening  the  distal  end 
of  this  speculum  the  larynx  may  be  viewed  directly,  that  is,  without 
the  aid  of  the  telescope,  just  beneath  the  distal  termination  of  the 


1.088  JANEWAY  :     INTRA-TRACriEAL  ANESTHESIA. 

curved  upper  half  of  the  speculum  and  through  its  central  notch 
which  serves  to  keep  the  catheter  in  the  middle  line,  Figure  "2." 

This  control  of  the  distal  end  of  the  catheter  even  though  it 
causes  only  a  slight  forv^ard  bend  of  the  catheter  offers  a  very  great 
advantage.  It  permits  of  easy  catheterization  of  the  larynx  even 
when  the  patient's  pharyngeal  reflexes  are  not  completely  abolished 
and  without  the  necessity  for  the  same  degree  of  extension  of  the 
head.  The  omission  of  the  telescope  greatly  simplifies  the  instru- 
ment, while  the  possibility  of  viewing  the  larynx  directly  is  superior 
to  viewing  it  indirectly,  even  though  the  latter  method  permits  of  a 
greater  curve  in  the  distal  end  of  the  catheter. 

The  illumination  is  obtained  through  a  lamp  placed  at  "2,"'  which 
is  lighted  through  two  small  storage  cells  contained  in  the  handle 
of  the  instrument. 

With  this  instrument,  a  large  size  of  catheter  ^^^  of  an  inch  in 
diameter  designed  for  intra-tracheal  anesthesia  by  nitrous  oxid  and 
oxygen  may  easily  be  introduced  into  the  larynx. 

As  soon  as  the  tube  has  been  introduced  its  external  extremity 
is  connected  with  the  tube  from  the  insufflation  apparatus ;  and 
from  this  time  on,  that  is  before  the  beginning  of  the  operation,  the 
anesthetist  may  take  his  position  .at  any  convenient  distance  from 
the  patient  and  the  operator  is  unhindered  by  his  presence  or  by  an 
anesthetizing  apparatus  other  than  the  tube  emerging  from  be- 
tween the  patient's  teeth.  This  tube,  for  mouth  operations,  is  best 
held  in  place  by  an  assistant  wdio  also  manages  the  mouth-gag  and 
retractors,  for  then  it  may  be  moved  at  will  to  any  portion  of  the 
mouth  not  within  the  field  of  operation.  For  other  operations,  a 
small  metal  tube,  one  inch  long,  may  be  slipped  over  it  between  the 
teeth.  This  is  kept  from  slipping  out  of  the  mouth  by  a  spring  which 
passes  behind  the  neck  somewhat  in  the  same  manner  as  a  frame 
truss  which  maintains  its  position  by  pressure  around  the  back. 
Figure  3  and  4  represents  the  author's  apparatuses  designed  for 
supplying  the  ether  vapor  to  the  intra-tracheal  tube.  There  are 
several  features  about  them  which  deserve  emphasis  even  at  the 
expense  of  repetition.  Figure  3  represents  an  apparatus  which 
may  be  described  as  an  easily  portable  machine,  weighing  about 
28  pounds  and  measuring  10x12  inches  and  capable  of  supplying  a 
continuous  current  of  warm,  moistened  air  saturated  with  any 
desired  amount  of  ether  vapor.  The  current  may  be  interrupted 
automatically  for  the  purpose  of  allowing  regular  deflation  of  the 
lungs. 

These  features  are  all  of  some  importance  and  contribute  to  the 
best  results  in  anesthesia.     The  temperature  of  the  air  delivered  at 
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the  end  of  a  tube  three  feet  long  has  been  measured.  It  is  95  de- 
grees, at  least  15  to  30  degrees  higher  than  a  current  of  air  coming 
directly  from  the  ether  bottle.  It  is  also  perceptibly  moistened, 
and  we  are  forced  to  believe  that  the  every  day  experience  of  the 
evil  effects  of  mouth-breathing  makes  it  evident  that  warmed  ether 
vapor  mixed  with  moistened  warm  air  approximate  more  closely 
to  the  normal  physiological  conditions  and  are  better  borne. 

Next,  concerning  the  amount  of  ether  vapor.  In  the  above  ap- 
paratus it  is  possible  to  regulate  the  amount  of  ether  in  two  ways, 
first  by  the  slide  valve  "4"  any  portion  of  the  current  of  air  may 
be  diverted  from  passing  over  the  surface  of  the  ether,  second,  by 
the  cock  handle  "13"  controlling  the  inlet  valve  to  the  ether  flask, 
the  percentage  of  ether  vapor  in  the  current  of  air  may  be  increased 
over  an  amount  which  it  is  possible  to  pick  up  by  simply  passing  the 
air  over  the  surface  of  the  ether  by  bubbling  a  portion  of  this 
air  through  the  top  layers  of  the  ether.  This  additional  quantity  is 
sometimes  needed  with  alcoholic  patients. 

Finally  as  regards  the  interruptions.  By  laboratory  experiment 
there  seems  to  be  no  change  in  the  sphymographic  tracings  of  the 
pulse  produced  by  regularly  interrupting  the  current  of  air  sup- 
plied during  intra-tracheal  anesthesia  when  the  anesthesia  is  ad- 
ministered within  the  limits  of  the  proper  pressures  for  intra- 
tracheal anesthesia.  V'ery  serious  diminution  of  the  volume  output 
of  the  heart  is  produced  by  higher  pressures.  The  greatest  benefit 
obtained  by  interrupting  the  current  of  air  is  the  effect  of  such  in- 
terruptions when  regularly  and  automatically  performed  upon  re- 
spiration. The  author  possesses  tracings  which  demonstrate  the 
almost  entire  abolition  of  efforts  at  respiration  caused  by  interrupt- 
ing the  current  of  air  .during  intra-tracheal  anesthesia.  Such  a  con- 
dition renders  the  anesthesia  far  safer  and  does  much,  not  only  to 
conserve  the  expenditure  of  energy  by  the  patient,  but  the  ease,  of 
operating  for  the  surgeon.  In  this  apparatus  only  the  physiological 
effect  upon  the  patient  is  depended  upon  as  the  guide  to  the  correct 
percentage  of  ether  to  use.  Such  is  a  safe  guide,  though  Dr.  Con- 
nell  has  rendered  surgeons  a  service  in  defining  the  correct  per- 
centages and  showing  how  closely  definite  percentages  can  be  fol- 
lowed. 

Figure  4  represents  an  apparatus  which  is  still  smaller  and,  there- 
fore, more  portable.  It  weighs  only  18  lbs.  and  measures  4>4x5x5 
inches.  By  removing  the  two  pins  penetrating  the  base  plate  the  ap- 
paratus will  come  apart  in  three  pieces  as  illustrated  in  Figure  5 
and  may  then  be  packed  in  a  small  hand-bag.     This  smaller  ap- 
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paratiis  is  most  simple  in  construction.  It  contains  the  same  size* 
blower  and  motor  as  the  apparatus  figured  in  Figure  3  and  only 
differs  from  the  latter  in  not  running  quite  so  noiselessly  and  in 
not  being  provided  with  so  serviceable  a  means  for  interrupting  and 
warming  and  moistening  the  current  of  air. 

Actual  trial  with  this  apparatus  during  a  period  of  eight  months 
has  given  uniformly  good  results.  In  the  majority  of  cases  in 
which  the  writer  has  used  the  apparatus  there  have  been  some  spe- 
cial indications  for  it.  Five  have  been  intra-thoracic  cases  and, 
in  most  of  the  other  cases,  the  operations  were  within  the  nose, 
mouth  or  about  the  head.  It  has  given  all  the  advantages  which 
have  been  claimed  for  intra-tracheal  insufflation.  The  operations 
were  conducted  without  interference  from  the  anesthetist  or  his 
apparatus  and  the  anesthesia  was  smooth  and  uninterrupted.  On 
no  occasion  was  there  any  inconvenience  from  blood  or  mucus  in 
the  throat.  During  the  past  two  years  the  writer  has  made  a  con- 
siderable number  of  esophagoscopic  and  gastroscopic  examinations. 
These  he  usually  conducts  under  local  anesthesia,  but  for  a  com- 
plete gastroscopic  examination  it  is  desirable  to  give  a  general  an- 
esthetic. The  ease  of  making  these  examinations  with  the  smooth 
uninterrupted  anesthesia  produced  by  the  intra-tracheal  anesthesia 
contrasted  strongly  with  similar  examinations  conducted  unden 
anesthesia  produced  by  inhalation  through  the  mouth. 

Bronchoscopic  examinations  and  operations  may  similarly  be  per- 
formed binder  intra-tracheal  anesthesia — a  small  catheter  may  be 
inserted  by  the  side  of  the  bronchoscopic  tube,  or  the  insufflation 
aDDaratus  may  be  connected  directly  to  the  bronchoscopic  tube  and 
the  ether  vapor  administered  intermittently. 

In  fact,  it  is  interesting  to  note  that  a  number  of  years  ago  Dr. 
Chevalier  Jackson  availed  himself  of  true  intra-tracheal  insuffla- 
tion and  at  the  suggestion  of  T.  Drysdale  Buchanan  added  an  aux- 
illiary  ether  tube  to  his  bronchoscope. 

In  conclusion,  for  the  longer  operations  of  the  nose,  throat  and 
oral  surgeon,  intra-tracheal  anesthesia  meets  the  indications  in  a 
manner  that  no  other  form  of  anesthesia  does. 

The  technic  of  nitrous  oxid  and  oxygen  by  intra-tracheal  insuffla- 
tion differs  considerably  from  ether  anesthesia  and  will  be  de- 
scribed in  another  communication. 

104  East  Fortieth  Street. 


THE  KUHN  METHOD  OF  PERORAL  NARCOSIS.* 

DR.    FRANKLIN    HAzLEHURST,    JR.,    BALTIMORE. 

This  very  ingenious  method  has  been  developed  by  Franz  Kuhn, 
of  Cassel,  Germany.  Kiihn's  first  communication  upon  the  sub- 
ject^ appeared  in  1900  under  the  title  "The  ]\Ietal  Tube  in  Intuba- 
tion and  as  Tracheal  Canula."  The  purpose  of  the  instrument  em- 
ployed, as  sketched  in  this  brief  article,  was  to  bring  the  trachea  in 
direct  connection  with  the  outer  air ;  thus  eliminating  the  mouth 
and  nose  as  respiratory  passages  and  making  possible  operations 
upon  the  nose  and  throat  and  their  immediate  neighborhood  with- 
out fear  of  respiratory  obstruction.  The  flexible  metal  tube  was 
installed  by  means  of  an  intubator  by  a  procedure  quite  similar  to 
the  O'Dwyer  method  of  intubation.  The  author  claimed  that  the 
use  of  this  tube  would  frequently  obviate  the  necessity  for  tracheo- 
tomy. In  a  second  paper  in  1901  Kuhn-  has  this  to  say  of  the 
technic  of  introduction:  "Though  it  may  be  necessary  in  intubat- 
ing a  child  to  seek  the  arytenoid  cartilage,  it  is  sufficient  in  adults 
to  hold  the  posterior  surface  of  the  epiglottis  with  the  left  index- 
finger  and  let  the  tube  glide  into  the  larynx  by  making  light  turn- 
ing and  lateral  movements.  The  tube  is  held  fast  in  position  with 
the  left  hand,  while  with  the  index-finger  of  the  right  hand  the 
intubator  is  gradually  disengaged.  If  the  narcosis  is  not  rather 
deep,  introduction  is  naturally  somewhat  irritating." 

The  tube  should  be  as  large  as  possible,  an  essential  point  is  the 
frequent  cleansing  of  the  tube  of  mucus  and  secretion  by  means  of 
a  ''thin  spiral  brush."  Use  of  the  tube  in  indicated,  (1)  in  cases 
where,  on  account  of  compression  of  the  trachea  as  in  struma  or 
strumectomy,  tracheotomy  would  likely  be  done,  or  as  a  sub- 
stitute for  tracheotomy,  for  the  operative  field  is  cleaner;  (2)  where 
aspiration  of  blood  is  feared,  when  gauze  may  be  tamponed  about 
the  tube;  (3)  in  routine  narcosis  to  maintain  patency  of  the  air 
passage  without  pulling  out  the  tongue  or  holding  the  jaw  forward; 
(4)  in  inflammatory  conditions  where  there  is  edema  of  the  glottis; 
and  (5)  as  a  means  of  direct  inflation  after  the  introduction  of  the 
canula.     In  asphyxia  this  would  be  of  prime  importance. 

In  1905  at  the  congress  of  South  German  Laryngologists  at  Heid- 
elberg, Kuhn'  emphasized  the  value  of  his  method  in  bloody  oper- 

♦Read  at  the  meeting  of  the  Laryncrologlcal  Section  of  the  Medical  and 
Chirurglcal  Faculty  of  Maryland,  Baltimore,  March  28.  1913. 
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ations  on  the  mouth,  Hps,  jaws,  tongue,  throat  or  nose,  its  useful- 
ness in  cases  of  asphyxia  due  to  anesthesia  or  other  cause,  and  sug- 
gested the  use  of  peroral  narcosis  to  produce  increased  intra-pul- 
monary  pressure  as  a  substitute  for  the  chambers  of  Sauer  and 
Brauer  in  operations  in  the  thoracic  cavity.  In  the  following 
year*"®  he  advocated  peroral  intubation  in  operations  for  cleft  palate 
as  well  as  for  naso-pharyngeal  tumors.  Since  the  tube  allows  the 
mouth  to  be  wide  open,  the  throat  near  the  tube  may.  be  tightly 
packed  off;  thus  preventing  aspiration  of  any  material.  In  conse- 
quence of  the  uninterrupted  anesthesia  there  is  an  essential  shorten- 
ing in  the  operation  time.  The  tongue  may  be  pressed  back  by  a 
spatula,  thus  carried  away  from  the  teeth  and  the  field  of  operation, 
and  there  is  a  cleaner  field  and  a  clearer  view. 

Kuhn^  lays  special  stress  on  the  use  of  his  method  of  anesthesia 
in  surgery  on  the  base  of  the  tongue,  epiglottis,  tonsils,  and  floor 
of  the  mouth.  Tn  surgery  of  these  regions,  especially  in  malignant 
disease,  the  method  is  of  advantage  because  anesthesia  is  continu- 
ous, easier,  and  simpler  than  in  methods  ordinarily  used.  The  hang- 
ing head  may  be  dispensed  with,  aspiration  is  avoided,  and  the 
operator  has  a  better  view  of  his  field.  Kuhn  has  never  seen  ulcer- 
ations from  the  use  of  the  tube;  he  considers  that  smaller  amounts 
of  anesthetic  are  necessary  than  would  otherwise  be  employed. 

In  a  monograph  on  the  subject  which  is  a  summary  of  his  ex- 
perience to  that  date,  Kuhn^  states  that  he  has  demonstrated  on 
animals  the  value  of  the  method  for  "overpressure,"  that  is  for  in- 
creasing the  intra-pulmonary  pressure  in  operations  in  the  thoracic 
cavity.  In  treating  the  asphyxiated,  air  or  oxygen  can  be  intro- 
duced through  a  catheter  passed  into  the  trachea  through  the  tube. 
Its  chief  domain  is,  however,  anesthesia.  It  guarantees  free  inspira- 
tion without  danger  of  aspiration,  and  continuous  anesthesia;  the 
narcotic  is  carried  directly  to  the  place  of  absorption;  and  it  is  pos- 
sible by  strong  tamponade  to  suppress  vomiting.  Kuhn  shows  that 
the  same  observation  holds  in  this  method  as  in  tracheotomized  pa- 
tients, that  anesthesia  is  easily  induced  without  release  of  disturbing 
pharyngeal  reflexes,  the  reflex  region  of  the  trigeminus  being  ex- 
cluded from  irritation.  The  method  is  seen  at  its  best  in  surgery  of 
the  air  passages,  where,  with  fear  of  aspiration  removed,  there  is 
continual;  peaceful  anesthesia  and  the  anesthetist  is  away  from  the 
field  of  operation. 

Dirk»  reported  that  he  had  used  the  method  with  success  in  a 
large  number  of  head  operations.  O.  Hildebrand^  does  many  oper- 
ations with  this  method  of  anesthesia,  for  example  the  radical  oper- 
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ation  upon  the  antrum  of  Highmore,  which  he  had  previously  per- 
formed under  local  anesthesia  owing  to  the  inconveniences  of  the 
general  method.  Hildebrand,  in  about  100  cases,  saw  nothing  worse 
than  hoarseness  and  slight  discomfort  in  swallowing  as  a  result  of 
the  employment  of  the  tube.  Koehler^"  thinks  favorably  of  the 
method  and  is  of  the  opinion  that  Meltzer  has  added  nothing  es- 
sentially new  to  Kuhn's  method. 

My  personal  experience  with  the  method  has  been  limited  to 
nine  cases.  1  will  state  briefly  the  age,  sex  and  operation  for  which 
the  method  was  used  where  noted,  the  length  of  anesthesia  through 
the  tube,  the  quality  of  breathing  before  and  after  insertion  of  the 
tube,  the  amount  of  mucus  contained  in  the  throat,  the  presence  of 
reflex  phenomena  as  coughing,  vomiting,  etc. 


Figure   1.     Laryngeal   tube. 


Figure  2.     Intubator. 


Case  I:  Girl,  aged  13,  disease  atrophic  rhinitis;  operative  explor- 
ation of  left  antrum  of  Highmore,  curettage  of  the  left  ethmoid. 
Intubation  easily  accomplished ;  breathing,  with  tube  inserted,  very 
natural  and  easy ;  on  account  of  the  presence  of  mucus  which  seemed 
to  be  partially  clogging  the  tube.  Dr.  Stewart  of  St.  Agnes  Hospital 
suggested  routine  use  of  morphin  and  atrophin  preliminary  to  the 
general  anesthesia.  Operation  time,  one  hour.  Preliminary  an- 
esthesia before  introduction  of  the  tube,  fifteen  minutes.  This  pa- 
tient was  not  rendered  hoarse;  there  was  slight  soreness  in  the 
throat  for  a  couple  of  days. 

Case  2\  Woman  of  35  years.  Carcinoma  of  the  nasal  fossa. 
Operation,  entrance  at  inner  angle  of  eye  through  the  Gruenwald 
incision,  removal  of  the  middle  turbinate  and  some  tissue  at  the 
lower  end  of  the  ductus  sinus  frontalis.  The  case  proved  to  be  ma- 
lignant involving  the  base  of  the  brain  with  erosion  of  the  cribiform 
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plate  and  the  inner  orbital  plate.  The  operation  was  very  bloody 
(malignant  tissue)  and  of  about  one  and  one-half  hours'  duration. 
The  use  of  the  tube  was  very  satisfactory,  intubation  was  easily  ac- 
complished, breathing  was  easy,  coughing  and  pharyngeal  reflexes 
lacking.  Patient  showed  no  post-operative  soreness  of  the  throat. 
Case  3 :  Man,  aged  33  ;  probably  luetic  necrosis  of  nasal  septum, 
the  hard  palate,  lateral  wall  of  nose,  and  polypoid  degeneration  of 
the  mucous  membrane  of  the  right  antrum.  Operation,  radical 
antrum,  with  removal  of  dead  bone.  In  this  patient,  intubation  was 
readily  accomplished  but  after  a  short  time  the  tube  slipped  out. 


Pig-ure  3.  Distal  attachment  with  cone  through  which  anesthetic  is 
administered  and  patient  breathes. 

Figure  4.     Kuhn's  laryngeal  tube  containing  intubator. 

The  patient  was  a  tall  man,  at  least  six  feet  and  the  tube  was  evi- 
dently too  small  to  stick  properly  between  his  vocal  cords.  The 
tube  was  the  middle  sized  tube.  In  this  case  the  voice  was  not  af- 
fected. The  throat  was  sore  but  soreness  was  probably  due  to 
rather  rough  handling  of  the  tongue  during  operation. 

Case  4 :  Woman,  aged  32  :  syphilitic  adhesion  of  the  soft  palate 
to  the  posterior  pharyngeal  wall  with  perforation  of  the  soft  pal- 
ate. Operation,  closure  of  perforation,  release  of  adhesions,  inser- 
tion of  silver  plate  to  prevent  re-adhesion.  The  quality  of  breath- 
ing before  the  insertion  of  the  tube  was  rough,  rapid,  rate  40;  after 
insertion  of  the  tube,  rate  26  and  smoother.     There  was  no  cough- 
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ing  or  vomiting,  etc.  The  tube  was  in  place  for  two  hours ;  the  voice 
was  unaffected,  post-operatively ;  the  throat  was  sore  but  this  ap- 
parently from  the  raw  pharyngeal  areas  and  not  from  the  larynx. 

Case  5 :  This  patient  was  a  child,  aged  10,  on  whom  a  mastoid 
operation  was  performed.  The  tube  was  inserted  with  the  idea  of 
allowing  the  anesthetist  to  be  further  from  the  operative  field.  In 
this  case  the  tube  appeared  to  be  too  large  for  the  patient  and  because 
of  incomplete  insertion  respiration  was  partially  blocked.  After  a 
trial  of  about  twenty  minutes,  during  which  the  patient's  cyanosis  be- 
came rather  marked,  the  tube  was  removed. 

Case  6:  A  girl,  aged  15,  patient  of  Dr.  Bloodgood's  at  St.  Agnes 
Hospital  in  whom  he  proposed  to  explore  for  unerupted  molar.  Du- 
ration of  intra-tracheal  etherization,  20  minutes.  The  quality  of  the 
breathing  was  smooth,  slightly  rougher  at  times  from  mucous  ac- 
cumulations.    \'ery  satisfactory'. 

Case  7 :  Patient  same  as  Case  1 ;  atrophic  rhinitis ;  operation  left 
ethmoid  through  Gruenwald  incision  at  inner  corner  of  eye.  Dura- 
tion of  anesthesia  after  insertion  of  the  tube,  one  hour  and  twenty 
minutes ;  no  untoward  symptoms  of  any  kind  during  or  after  opera- 
tion. 

Case  8 :  Same  case ;  operation  elevation  of  septal  mucous  mem- 
brane and  deposition  of  paraffin  in  order  to  narrow  left  nasal  fossa. 
Duration  of  anesthesia  per  tubam  was  about  forty-five  minutes; 
breathing  was  remarkably  free  and  patient  had  no  marked  soreness 
of  the  throat  and  no  hoarseness  aiter  operation. 

Case  p :  Woman,  aged  42  ;  chronic  antral  and  ethmoid  suppura- 
tion with  polyp  formation.  Operation,  radical  antrum  according  to 
method  of  Caldwell-Luc,  and  exenteration  of  the  ethmoid  cells,  with 
exploration  of  the  sphenoid  sinus.  In  this  case,  operated  upon  by 
Dr.  Goldbach  and  myself,  intubation  was  rather  difficult  but  after 
several  trials  was  finally  successful.  Mucous  collection,  which  was 
abundant  in  throat  before  introduction  of  tube,  was  practically  ab- 
sent during  anesthesia  per  tubam,  which  lasted  one  hour  and  fifteen 
minutes. 

My  experience  with  this  method,  while  limited,  has  impressed  m€ 
with  its  great  practicability  in  operations  of  any  kind  about  the 
head.  The  facts  stated  by  Kuhn  in  regard  to  the  more  accessible 
operative  field,  the  absence  of  ^danger  of  aspiration  of  foreign  ma- 
terial, the  practical  absence  of  the  large  mucous  accumulations  so 
common  in  ordinary  methods  of  ether  anesthesia,  and  the  continu- 
ous peaceful  anesthesia  with  absence  of  the  usual  phar}'ngeal  reflex 
phenomena  are  well  borne  out  by  my  experience. 
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Stuttering  and  Its  Treatment.  F.  A.  Bryant,  Med.  Rec,  Oct. 
4,  1913. 

In  a  very  interesting  and  instructive  paper  on  this  important  sub- 
ject the  author  describes  the  various  factors  in  an  analytical  man- 
ner. 

Most  cases  depend,  probably,  upon  an  exaggerated  irritability 
of  the  natural  reflexes  associated  with  the  spontaneous  production 
of  speech.  Phylogenetic  influences  play  an  important  part  in  caus- 
ing stuttering.  Imitation  and  fear  are  also  common  factors  in  the 
production  of  this  ailment.  Sudden  fright  in  childhood  is  an  active 
cause.  Attention  is  directed  to  the  morphological  changes  that  the 
brain-cells  undergo  in  shock  produced  by  fear,  according  to  the  in- 
vestigations of  Crile. 

Other  diseased  conditions  of  the  body  are  brought  about  as  a 
result  of  the  habit  of  stuttering,  neurasthenia,  hypochondria  and 
melancholia.  Improper  breathing  fails  to  aerate  the  lungs  and  pul- 
monary changes  may  occur.  The  prognosis  is  variable,  depending 
upon  the  causative  factor.  • 

Didactic  and  pedagogic  treatment  shows  the  best  results.  This 
consists  in  going  over  the  technic  of  speech  from  its  very  simplest 
forms  to  that  of  the  complicated  utterances.  The  respiratory  chan- 
nels must  be  placed  in  good  condition.  LedErman. 
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Safety    Pin    Removed    From    Larynx   of   Child    by    Direct    Laryngoscopy, 
Db.  Habmon  Smith. 

Mary  McD.,  aged  12i^  years,  was  first  seen  by  Dr.  S.  T.  Quinn,  of 
Elizabeth,  N.  J.,  on  February  22,  1913,  at  which  time  she  was  hoarse 
and  had  a  croupy  cough.  Temperature  was  99°  and  pulse  90.  Examina- 
tion of  throat  negative;  of  chest  revealed  some  bronchial  rales.  Diag- 
nosis of  bronchial  croup  was  made  and  a  laxative  with  syr.  of  ipecac 
was  administered.  The  condition  improved  under  the  treatment.  Feb- 
ruary 27,  five  days  later,  the  child  became  suddenly  worse  and  Dr.  Quinn 
was  again  dWled  and  found  the  child  in  bed  with  marked  dyspnea  and 
dry  croupy  cough.  Temperature,  99°;  examination  of  pharynx  nega- 
tive. Dr.  J.  S.  Green  was  called  in  consultation  and  a  diagnosis  of  mem- 
branous laryngitis  was  made.  An  O'Dwyer  intubation  tube  was  inserted 
into  the  larynx  which  immediately  relieved  the  obstructive  respiratory 
symptoms.  Three  thousand  units  of  diphtheria  anti-toxin  was  also  in- 
jected. A  culture  from  the  pharynx  was  negative.  The  tube  was  re- 
tained forty-eight  hours  when  it  was  coughed  up.  The  condition  of  the 
child  improved  in  every  way,  except  the  hoarseness  which  persisted.  On 
March  18,  twenty-four  days  after  the  first  attack  the  child  again  became 
croupy  and  in  the  absence  of  Dr.  Quinn,  Dr.  Green  administered  syr.  of 
ipecac  with  favorable  results.  As  the  hoarseness  persisted  Dr.  Quinn 
called  Dr.  Norton  Wilson  in  consultation  to  examine  the  larynx  on 
March  30,  thirty-six  days  after  the  first  attack,  and  with  the  laryngoscopic 
mirror  Dr.  Wilson  thought  he  observed  a  growth  in  the  larynx  which 
he  took  to  be  a  papilloma,  and  advised  that  the  child  be  submitted  to 
me  for  the  removal  of  the  growth  and  for  advice  concerning  the  subse- 
quent care  of  the  case. 

On  March  31,  (thirty-seven  days  after  the  first  attack  simulating 
croup),  I  saw  the  child  which  was  then  dyspneic,  breathing  rapidly, 
with  marked  episternal  retraction  and  in  bad  physical  condition.  I  pre- 
pared to  do  a  tracheotomy  immediately  after  examining  the  larynx  and 
await  the  physical  recuperation  of  the  child  before  removing  any  of  the 
growths  unless  It  was  found  to  be  single  and  pedunculated.  Under 
chloroform  anesthesia  I  passed  the  Jackson  laryngoscopic  spatula  Into 
the  larynx  and  encountered  considerable  mucus  which  was  sponged  away, 
during  which   procedure  I  observed  a  bright  metallic  point  projecting 
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above  the  cords  in  the  anterior  commissure  and  with  grasping  forceps 
easily  removed  a  closed  safety  pin,  the  extremity  protecting  the  point  of 
the  pin  being  uppermost. 

The  child's  breathing  immediately  became  easier  and  the  next  day  it 
returned  home  where  it  has  made  an  uneventful  recovery.  The  doctor 
assures  me  by  letter  that  her  voice  is  now  normal,  although  it  remained 
hoarse  for  quite  a  while.  The  interest  of  the  case  lies  in  the  fact  that 
treatment  for  membranous  croup  lessened  the  symptoms,  that  the  intro- 
duction of  an  intubation  tube  did  not  disturb  the  position  of  the  pin', 
and  while  the  child  was  able  to  cough  out  tho  tube  it  still  held  the  pin 
firmly  fixed  between  the  cords,  and  lastly  that  in  cases  where  no  mem- 
brane is  in  evidence  and  the  microscopic  examination  of  cultures  is  nega- 
tive, and  the  disturbance  of  respiration  and  voice  continues,  it  is  un- 
questionably advisable  to  have  the  larynx  and  bronchi  examined  by  the 
direct  method  if  for  no  other  reason  than  to  exclude  the  presence  of  a 
foreign  body  as  the  cause  of  the  disturbance. 

DISCUSSIOX. 

Dr.  Em II,  Mayer  said  that  he  would  like  to  make  one  addition  to  the 
conclusions  drawn  by  Dr.  Smith,  namely,  to  have  an  x-ray  picture  taken. 
In. March  a  child  had  been  brought  to  him  from  New  Jersey  with  a  his- 
tory of  difficulty  in  swallowing  which  had  come  on  shortly  after  an  attack 
of  retro-pharyngeaL  abscess  in  December.  No  history  was  given  of  any- 
thing that  could  in  any  way  account  for  the  child's  condition,  which 
was  really  very  pitiable.  With  the  aid  of  a  pharyngoscope  he  was  able 
to  get  a  good  view  of  the  larynx.  The  edema,  however,  was  so 
great,  covering  the  whole  of  the  upper  portion  of  the  larynx,  that  it  was 
evident  something  urgent  must  be  done.  The  child  was  accordingly  sent 
to  the  hospital,  and  there,  as  a  part  of  the  routine  examination,  an  x-ray 
picture  was  made,  which  showed  a  foreign  body  in  the  larynx.  The 
following  day  there  was  no  difficulty  in  introducing  an  esophageal  tube, 
and  the  foreign  body  was  removed,  which  proved  to  be  a  lead  seal  with 
a  wire  attached.  Even  at  that  time,  when  the  father  was  asked  if  any 
piece  of  jewelry  was  missing,  he  replied  in  the  negative.  The  child  re- 
covered very  well  from  the  esophagoscopy,  but  expired  in  the  middle  of 
the  night.  It  had  been  in  a  very  weakened  condition  for  some  time  be- 
fore it  was  admitted.  It  seemed  probable  that  its  life  could  have  been 
saved  had  it  been  seen  earlier.  After  its  death,  the  father  recalled  that 
on  January  7,  the  child  had  swallowed  something  and  was  taken  to  a 
doctor,  who  told  them  that  they  were  making  a  fuss  about  nothing.  The 
father  had  asked  the  doctor  then  to  have  an  x-ray  picture  taken,  but  he 
refused.  Strange  to  say,  this  whole  episode  was  entirely  forgotten.  If 
the  father  had  given  this  history  when  the  child  was  brought  in  it  is 
possible  that  even  then  the  child  might  have  been  saved. 

Dr.  Smith  was  certainly  to  be  congratulated  on  the  results  in  the 
case  reported,  and  his  conclusions  should  be  borne  in  mind. 

Dr.  Wilson  said  that  the  case  was  a  most  interesting  one.  When  he 
was  called  to  see  the  child  the  day  before  Dr.  Smith  saw  it,  he  examined 
It  with  a.  laryngeal  mirror  and  thought  that  he  discovered  a  slight 
growth  of  some  material  which  looked  like  a  papillomatous  mass.     He 
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had  suggested  that  it  was  the  proper  thing  to  have  a  direct  examination 
made  to  determine  its  true  character  and  referred  it  to  Dr.  Smith. 

Dk.  L.YXAH  congratulated  Dr.  Smith  on  the  very  interesting  case  he 
presented,  and  also  wished  to  congratulate  the  physician  who  was  able 
to  intubate  a  larynx  with  a  foreign  body  without  dislodging  it.  He 
thought  this  broke  all  records.  He  himself  had  intubated  a  child  with  an 
enlarged  thymus  gland  which  had  been  mistaken  for  croup.  So  far  as 
cultures  in  these  cases  are  concerned,  they  are  frequently  negative,  for 
staphylococci  outgrow  the  diphtheria  bacilli  on  the  surface  of  the  mem- 
brane and  unless  you  get  under  the  membrane  you  will  get  a  negative 
result.  Therefore  under  the  conditions  correct  judgment  was  used  in 
treating  the  case  as  laryngeal  diphtheria.  From  fifty  to  sixty  per  cent 
of  the  cases  of  laryngeal  and  bronchial  diphtheritic  stenoses  show  no 
local  manifestations  in  the  pharynx  and  such  a  case  as  Dr.  Smith  has 
reported  should  put  us  on  our  guard  when  dealing  with  types  of  acute 
laryngeal  stenosis. 

Dr.  Harmon  Smith  said  that  he  could  very  well  understand  how  this 
object  was  mistaken  for  a  papilloma,  as  it  was  covered  with  mucus,  the 
child  was  breathing  rapidly  and  a  view  of  the  larynx  was  obtained  with 
great  difficulty.  To  illustrate  how  near  the  child  had  come  to  having  a 
tracheotomy  performed  unnecessarily.  Dr.  Smith  said  that  when  called 
upon  by  Dr.  Quinn  relative  to  what  had  best  be  done  in  the  case  of 
papilloma  of  the  larynx,  he  had  suggested  that  tracheotomy  be  performed 
and  advised  that  Dr.  Wilson  perform  the  operation  there  instead  of 
sending  him  to  New  York  for  it.  He  said,  however,  that  if  he  wished 
him  te  make  an  examination  for  the  determination  of  the  character  of 
the  growth  that  he  could  send  him  in  to  the  hospital  where  the  examina- 
tion could  be  made,  and  then  returned  to  Dr.  Wilson  for  the  tracheo- 
tomy. The  discovery  of  the  foreign  body  was  really  accidental  as  pre- 
parations had  been  made  for  the  diagnosis  and  possible  removal  of  the 
papilloma.  The  pin  was  located  in  the  anterior  commissure  and  held 
there  apparently  by  muscular  contraction  rather  than  by  adhesion,  as  it 
was  extracted  with  difficulty  and  without  bleeding.  The  main  in- 
terest of  the  case  lay  in  the  intubation  with  the  safety  pin  in  the  larynx 
and  the  difficulty  of  obtaining  a  correct  diagnosis  under  problematical 
circumstances  without  the  employment  of  the  x-ray  or  the  use  of  the 
direct  method  of  examination. 

Case  of  Congenital  Deformity  of  the  Nose.  Presented  by  Dr.  Carter  for 
Dr.  Myles. 
The  patient  was  a  child,  6  months  of  age,  with  a  congenital  deformity 
of  the  nose.  It  was  brought  in  to  Dr.  Myles'  clinic  to-day,  and  the 
mother  was  asked  to  bring  the  child  before  the  Section.  Dr.  Myles 
would  like  to  have  any  suggestions  as  to  the  character  of  the  deformity, 
the  best  way  to  correct  it,  and  when  it  should  be  attempted.  It  was  a 
very  interesting  and  rare  condition.  The  child  is  perfectly  healthy  and 
the  parents  are  young,  strong  and  have  no  history  of  specific  disease. 
At  the  third  month  of  pregnancy  the  mother  struck  her  abdomen  against 
the  sharp  corner  of  a  bed. 
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DISCUSSION. 

Dr.  Emil  Mayer  said  that  it  was  difficult  to  speak  positively  from  a 
superficial  examination  of  so  interesting  and  unusual  a  case.  It  would 
seem  worth  while,  however,  to  consider  elevation  of  the  nose  from  with- 
in; perhaps  Carter's  ingenious  bridge  splint  might  raise  up  the  depressed 
condition.  It  might  be  well  to  try  that  first,  and  then  later  on  see  what 
could  he  done  to  the  interior  of  the  nares. 

Dr.  Carter  said  that  it  was  an  extremely  rare  type  of  nasal  deformity, 
and  was  due,  as  could  readily  be  seen,  to  an  imperfect  union  of  the  two 
sides  of  the  nose.  Other  portions  of  the  child's  head  also  showed  a  ten- 
dency to  the  embryonal  type;  the  eyes  were  far  apart,  the  nasal  bridge 
was  very  wide,  and  there  was  a  tendency  for  the  eyes  to  remain  on  the 
side  of  the  head,  as  in  the  embryo.  It  is  a  true  embryological  nasal  de- 
formity. Such  cases  were  very  rare  indeed.  It  had  been  his  good  for- 
tune to  see  one  other,  the  only  one  he  knew  of  in  New  York.  The  pa- 
tient was  a  girl,  18  years  of  age,  first  seen  in  1910.  He  did  not  recall 
whether  or  not  he  had  presented  the  case  before  the  Section.  There  was 
a  double  septum,  the  two  planes  being  developed  side  by  side,  with  an 
interval  between.  At  the  tip  of  the  nose  there  was  a  wide  separation 
of  the  two  nostrils.  The  cartilages  forming  the  nasal  orifices  being 
separated  by  a  deep  furrow,  each  cartilage  forming  a  naris  by  itself.  In 
correcting  a  deformity  of  this  kind  something  else  must  be  done  besides 
a  readjustment  of  the  nasal  tissues.  They  are  all  out  of  place.  As  Dr. 
Mayer  had  suggested,  the  bridge  splint  operation,  accompanied  by  a  plas- 
tic operation  would  seem  to  be  indicated.  A  wide,  wedge-shaped  piece 
would  have  to  be  taken  from  the  center  of  the  nose,  and  under  the  alae 
it  would  have  to  be  raised  up.  A  semilunar  flap  would  have  to  be  made, 
and  the  two  parts  brought  up  and  everted  to  make  a  tube.  The  nasal 
processes  of  the  superior  maxillae  would  also  have  to  be  approximated 
by  suitable  apparatus. 

This  is  what  is  called  the  "dog-nose  deformity."  In  a  ycjug  child 
like  this,  it  would  seem  that  something  could  be  accomplished  by  doing 
a  plastic  operation,  and  using  the  bridge  splint,  and  then  mcilding  it 
into  shape  by  means  of  lead  plates,  padding  them  and  changing  them 
from  time  to  time,  so  as  to  bring  the  nasal  process  of  the  s'-perior 
maxillae  closer  together.  It  was  also  a  question  as  to  whether  or  not 
some  apparatus  might  not  be  devised  to  bring  the  whole  head  into  bet- 
ter adjustment,  for  there  was  a  possibility  that  this  child  might  become 
blind.  The  girl  upon  whom  he  had  operated  was  blind  in  one  eye, 
supposed  to  be  due  to  the  fact  that  the  images  had  been  suppressed  for 
so  long  in  the  eye.  Beginning  at  the  age  of  this  child,  one  ought  to  be 
able  to  get  good  results,  for  if  the  parts  could  be  brought  into  good  po- 
sition and  develop  in  good  position  a  good  result  might  be  secured. 

Dr.  Carter  showed  a  cast  of  the  case  upon  which  he  had  operated — a 
typical  case  of  dog-nose  deformity,  showing  the  way  such  cases  develop 
at  about  the  age  of  his  patient.  The  eyes  were  away  over  on  the  side  of 
the  head,  so  far  separated  that  the  concentration  of  the  visual  angle  was 
impossible,  and  the  girl  became  blind  in  one  eye. 
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In  correcting  a  nose  of  that  kind  after  it  has  reached  the  adult  stage, 
it  was  not  advisable  to  narrow  the  bridge  of  the  nose  too  much,  for  in 
correcting  the  nasal  deformity  the  symmetry  of  the  face  must  be  con- 
sidered, the  relationship  of  the  distance  between  the  eyes,  the  size  of  the 
nose,  and  the  size  of  the  face,  etc.  To  narrow  the  nose  too  much  would 
create  a  greater  asymmetry  than  already  existed.  The  casts  of  Dr.  Car- 
ter's case  showed  perfect  correction  of  the  deformity. 

In  operating  upon  the  girl  referred  to.  Dr.  Carter  said  that  a  wedge- 
shaped  piece  was  removed.  After  taking  out  this  wedge  the  edges  of  the 
wound  were  everted  and  brought  together.  The  bridge  splint  was  kept 
in  place  for  two  weeks.  The  operation  corrected  the  greater  part  of  the 
deformity,  but  the  eyes  were  still  very  much  to  the  side  of  the  head. 
Posterior  rhinoscopy  showed  the  choanae  to  be  much  broader  than  usual; 
the  septum,  also,  was  very  broad,  and  was  double. 

Dr.  Welson  asked  if  he  was  correct  in  understanding  that  this  child 
was  blind  in  one  eye. 

Dr.  Carter  replied  that  he  did  not  know  whether  that  condition  pre- 
vailed in  this  instance,  but  in  the  case  he  had  operated  upon  the  patient 
was  blind  in  one  eye.  It  was  said  that  the  image  was  suppressed  in  that 
eye  for  so  long  that  she  could  not  see.  Her  eyes  were  very  carefully  ex- 
amined, there  was  no  optic  atrophy,  and  they  were  said  to  be  all  right. 
Possibly  there  was  some  malformation  of  the  retina  that  prevented  her 
from  seeing,  but  she  was  certainly  blind  in  one  eye. 

Intra-Nasal  Operations  and   Their   Relation   to   Hearing.    Dr.  Samuel  W. 
Thurber. 
{To  be  published  in  full  in  a  subsequent  issue  of  The  Laryngoscope.) 

DISCUSSION. 

Dk.  McCoy  said  that  the  paper  was  most  timely  and  particularly  adapt- 
ed for  the  Nose  and  Throat  Section.  Those  who  treat  the  ears,  as  most 
of  the  members  do,  see  many  dire  conditions.  Many  patients  suffer 
disastrously  from  deafness  and  tinnitus,  which  is  all  the  more  dis- 
tressing when  we  consider  that  many,  if  not  all  of  them,  could  have  been 
prevented  by  proper  attention  to  the  nose  and  naso-pharynx  at  the  prop- 
er time.  The  paper  presented  many  good  points  for  discussion.  In  con- 
sidering the  etiology  of  the  so-called  dry  catarrhs — the  catarrhal  ad- 
hesive conditions  in  the  middle  ear — we  find  that  almost  always  the 
cause  is  located  in  the  nose  or  naso-pharynx.  Many  of  these  cases  start 
in  childhood,  and  it  would  seem  that  the  regular  examination  of  the 
nose  and  naso-pharynx  during  childhood  would,  In  a  large  measure,  con- 
serve the  hearing  of  children,  and  adults  as  well  as  the  specialists 
who  are  seeing  children  all  the  time,  cannot  have  this  fact  impressed 
upon  them  too  strongly.  Not  long  since,  in  a  paper  before  the  Children's 
Section,  some  of  the  members  of  which  rather  pooh-poohed  the  idea  of 
children  having  sinusitis,  It  required  a  good  deal  of  argument  to  per- 
suade some  of  the  pediatrists  that  one  might  frequently  see  accessory 
•inusitis  in  a  child. 

Dr.  Thurber  had  spoken  of  the  amount  of  accessory  sinusitis  seen  in 
children.  It  was  granted  to  be  the  cause  of  many  cases  of  atrophic 
rhinitis.    We  have  had  many  cases  of  accessory  sinus  disease.    Dr.  Mc- 
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Coy  said  that  in  his  practice,  during  the  last  few  years,  he  has  had  occa- 
sion to  operate  radically  on  children  from  1  to  6  years  of  age  for 
ethmoidal  labyrinthine  conditions  which  had  suppurated  and  perforated 
the  orbital  plates  and  extended  into  the  eye.  If  that  had  been  his  ex- 
perience in  six  years  with  such  virulent  infections  as  to  have  broken 
through  into  the  eye,  it  is  easy  to  see  that  there  must  be  many  cases 
which  should  be  treated,  but  fail  to  receive  attention  because  the  condi- 
tions are  not  extreme.  Many  children  unquestionably  suffer  from  acces- 
sory sinus  conditions.  The  conditions  in  the  pharynx  are  generally 
classified  under  tho  term  of  adenoids,  and  the  oonditions  in  the  nose  as 
hypertrophic  rhinitis  and  deviated  septum.  In  hypertrophic  rhinitis 
Dr.  Thurber  mentions  deafness  as  being  caused  by  deficient  drainage  and 
deviated  septum  also. 

It  is  a  nice  question  as  to  how  young  we  should  operate  and  how  much 
of  the  septum  should  be  removed.  Dr.  Thurber's  dictum  to  conserve  as 
much  of  the  septum  as  possible  was  wise;  yet,  if  it  should  be  so  deviated 
as  to  cause  serious  trouble,  possibly  accessory  sinus  or  ear  trouble,  it 
should  be  removed  so  as  to  give  good  ventilation  and  drainage  to  the 
nose. 

Another  question  which  had  been  brought  up  was  that  of  operating 
for  the  removal  of  adenoids  in  an  acute  stage  of  inflammation  in  which 
the  ear  is  involved.  There  is  no  question  but  that  all  agree  it  is  better 
to  wait  until  the  acute  stage  has  subsided.  As  Dr.  Thurber  has  said,  if 
we  wish  to  preserve  or  help  the  hearing,  we  must  preserve  the  function 
of  secretion  and  attend  to  the  proper  ventilation  and  drainage  of  the  air 
passages. 

In  the  latter  part  of  the  paper,  reference  was  made  to  the  question  of 
whether  it  is  wise  to  remove  the  minor  deformities  of  the  nose.  It 
would  seem  that  it  is  wise  to  remove  them,  for  a  slight  deformity  in  one 
nose  may  create  a  great  amount  of  disturbance,  and  a  large  amount  of 
deformity  may  create  a  small  amount  of  disturbance;  therefore,  since 
we  cannot  measure  the  amount  of  disturbance  that  is  being  created,  we 
should  do  everything  we  can  to  remove  the  obstruction  and  place  the 
nose  in  as  normal  a  condition  as  possible  in  order  to  conserve  the  hear- 
ing of  the  future  generation.  This  applies  particularly  to  the  examina- 
tion of  children. 

Dr.  Seymour  Oppenheimer  said  that  the  paper  brought  up  many  im- 
portant points  for  consideration.  The  prognosis  of  hearing,  so  far  as  in- 
fluenced by  intra-nasal  treatment  and  surgery,  depends  very  much  on 
the  prognosis  of  the  intra-nasal  condition.  Given  a  case  of  intra-nasal 
disease  which  is  amenable  to  treatment,  the  otitis  is  more  amenable  to 
treatment  provided  the  functional  conditions  showjiot  too  great  a  devia- 
tion from  the  normal,  i.  e.  not  too  great  an  adhesive  process  and  there  is 
no  internal  ear  involvement,  for  in  this  latter  condition  all  intra-nasal 
treatment  and  surgery  is  of  no  avail. 

As  to  operative  and  pathological  conditions,  one  in  particular  which 
is  frequently  overlooked  and  which  is  largely  responsible  for  the  exist- 
ence of  otitic  symptoms,   is  the  presence   of  posterior  hypertrophies   of 
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the  turbinate  bodies.  It  has  only  been  since  more  of  the  men  have  been 
working  with  the  pharyngoscope  and  inspecting  the  pharynx  better  that 
we  are  able  to  recognize  more  accurately  conditions  in  the  naso-pharynx. 
It  is  astonishing  to  find  how  frequently  posterior  hypertrophy  of  the  in- 
-ferior  turbinate  exists,  and  how  frequently  we  can  with  this  instrument 
recognize  conditions  of  the  mouth  of  the  Eustachian  tube  which  could 
not  be  recognized  with  the  post-nasal  mirror;  and  how  frequently  we 
find  secretions  coming  from  the  choanae  which  affect  the  mouth  of  the 
Eustachian  tube  and  give  rise  to  otitic  symptoms.  The  results  in  cases 
of  deafness  have  been  very  much  better  since  we  have  been  paying  more 
attention  to  the  condition  of  the  mouth  and  lumen  of  the  Eustachian 
tube.  I  take  it  for  granted  in  these  cases  that  there  is  something  in  the 
nasal  passageway  which  has  been  the  cause  of  these  tubal  inflammatory 
processes. 

As  to  the  removal  of  adenoids,  it  is  surprising  how  often  this  is  badly 
done  in  so  far  as  it  affects  ear  symptoms.  A  prominent  otologist  who 
does  not  do  any  throat  operations,  recently  stated  that  he  had  been  send- 
ing his  adenoid  cases  with  otitic  symptoms  to  the  laryngologist,  but  that 
most  of  the  men  that  had  operated  for  him  failed  to  correct  the  condi- 
tions; for  while  they  removed  a  large  mass  from  the  pharynx,  they  gen- 
erally overlooked  the  very  region  which  had  caused  the  otitic  symptoms, 
namely,  the  lymphoid  mass  in  the  fossa  of  Rosenmueller.  More  care 
should  be  exercised  in  the  removal  of  masses  of  lymphoid  tissue  in  the 
naso-pharynx,  and  some  type  of  operation  should  be  adopted-  which  will 
permit  the  removal  of  lymphoid  tissue  under  direct  inspection,  rather 
than  working  in  the  dark  with  the  curette. 

The  time  of  operation  is  most  important.  Many  times,  sufficient  judg- 
ment is  not  exercised  in  urging  operations  in  the  nose  and  throat  in  the 
presence  of  acute  or  sub-acute  otitic  symptoms.  Dr.  Oppenheimer  said 
that  he  knew  of  many  unpleasant  occurrences  which  had  developed  as 
the  result  of  injudicious  and  ill-timed  operations,  not  sufficient  time 
having  been  allowed  to  elapse  to  permit  the  naso-pharynx  to  free  itself 
of  infection. 

Dr.  P.\ge  expressed  his  regret  that  he  had  not  arrived  in  time  to  hear 
all  of  the  paper.  He  thought  that  what  Dr.  McCoy  had  said  about  obtain- 
ing proper  ventilation  of  the  nasopharynx  without  subseqtie7it  atrophic 
changp.'  occurring,  was  what  was  most  to  be  desired.  Several  years  ago 
the  tendency  of  the  operators  was  to  attempt  the  removal  of  every  vestige 
of  adenoid  tissue  in  the  nasopharynx.  Their  enthusiasm  often  resulted 
m  the  destruction  of  the  whole  mucous  membrane,  and  in  such  traumat- 
ism around  the  tubes  that  double  otitis  media  was  not  infrequent.  This 
practice  is  still  not  uncommon.  He  considers  it  better  practice,  par- 
ticularly in  babies  and  young  children,  to  remove  the  adenoids  tnly 
with  a  La  Force  adenotome,  without  trying  to  scrape  it  all  out  at  one  time 
with  a  curette.  When  recurrence  occurs  it  can  be  removed  again  in  the 
same  way,  with  the  gentle  use  of  a  small  curette  in  Rosenmueller's  fossa 
where  this  is  particularly  indicated. 

He  agreed  with  what  Dr.  Oppenheimer  had  said  about  the  use  of  the 
naso-pharyngoscope  and  had  himself  found  this  Instrument  of  great  %'alue. 
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as  with  it  he  had  been  able  to  inspect  conditions  in  the  naso-pharynx 
which  could  not  be  seen  with  the  mirror  and  to  treat  conditions  which 
he  could  not  treat  before.  He  had  also  found  Dr.  Yankauer's  Eustachian 
applicator  very  useful  in  these  conditions. 

Dr.  Phillips  said  that  Dr.  Thurber's  able  and  interesting  paper  had  evi- 
dently been  prepared  for  the  purpose  of  provoking  a  discussion,  and  thera 
was  little  doubt  that  it  would  accomplish  that  purpose.  A  number  of  points 
suggested  themselves  to  him,  but  he  would  confine  his  remarks  to  two  or 
three.  In  the  first  place  the  primary  cause  of  acute  purulent  otitis  medi;i 
is  in  the  nose.  Recurring  attacks  of  acute  purulent  otitis  media  in- 
variably occur  in  children  who  have  adenoids  and  tonsils,  and  if  you 
take  these  out  you  will  have  no  more  trouble.  The  cause  of  infec- 
tious purulent  otitis  media  is  the  introduction  of  infectious  material 
through  the  Eustachian  tube,  and  of  course  it  comes  from  the  nose  and 
naso-pharynx.  There  are  rare  exceptions  to  this.  Just  so  far  as  attacks 
of  acute  infectious  rhinitis  are  prevented,  the  frequency  of  acute  purulent 
otitis  media  will  be  lessened. 

In  regard  to  acute  and  chronic  catarrhal  otitis  media:  Acute  catarrhal 
otitis  media  is  a  distinct  affection  and  should  not  in  any  way  be  connected 
or  associated  with  acute  purulent  otitis  media.  They  are  not  alike  in  any 
respect.  Acute  purulent  otitis  media  is  bacteriological  and  inflammatory 
in  its  origin.  Acute  catarrhal  otitis  media  is  never  infectious  and  it  never 
becomes  purulent  of  itself.  Whenever  the  purulent  state  supervenes,  it  is 
a  new  disease  due  to  a  new  cause.  What  is  the  cause  of  an  acute  catarrhal 
otitis  media?  It  is  due  to  temporary  closure  of  the  Eustachian  tube. 
Following  said  closure  some  reduction  of  the  enclosed  air  takes  place  and 
a  partial  vacuum  ensues.  "Nature  abhors  a  vacuum,"  and  hence  the  drum 
retracts.  You  have  a  retracted  drum  in  acute  catarrhal  otitis  media  and 
you  have  a  bulging  drum  in  acute  purulent  otitis  media.  The  next  thing 
to  occur  after  the  drum  is  retracted  is  the  pouring  out  of  serum  from  the 
small  blood  vessels  into  the  tympanic  cavity.  Now,  the  untreated  cases 
of  acute  catarrhal  otitis  media,  wherein  the  serum  is  allowed  to  remain 
and  no  effort  is  made  to  release  the  pressure  in  the  intra-tympanic  cav- 
ity, gradually  become  chronic  in  type.  The  treatment  for  acute  catarrhal 
otitis  media  is  inflation.  Dr.  Phillips  expressed  the  opinion  that  we  fail  to 
realize  how  frequent  are  these  attacks  in  children,  and  how  many  children 
of  ten,  eleven,  twelve  or  thirteen  years  of  age  show  degenerative  changes 
in  the  drum — retraction,  etc.,  and  that  failure  to  treat  acute  cases  in  child- 
hood is  the  cause  of  chronic  catarrhal  deafness. 

It  is  not  so  much  the  importance  of  telling  the  fathers  and  mothers 
that  they  must  have  the  noses  of  the  children  kept  in  perfect  condition. 
Even  the  removal  of  tonsils  and  adenoids  does  not  wholly  prevent  children 
from  catching  cold  and  having  attacks  of  catarrhal  otitis  media.  Parents 
should  be  instructed  that  when  their  children  have  colds  in  the  head 
with  indications  of  acute  catarrhal  otitis  media, — slight  pain,  deafness, 
stuffy  sensations,— to  consult  an  otologist  for  prompt  treatment.  In  this 
way,  the  development  of  catarrhal  otitis  media  will  often  be  prevented. 

Dr.  Kopetsky  stated  that  he  wished  to  add  one  point  to  what  Dr.  Phil- 
lips had  said.  In  adult  cases,  which  are  already  deaf, — where  the  con- 
nective tissue  changes  have  fJready  taken  place— it  is  theoretically  and 
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practically  useless  to  expect  absorption  and  restoration  of  function  by  any 
procedure  on  the  nose.  It  is  a  matter  of  chagrin  to  find,  after  promising 
a  patient  with  a  deviated  septum  who  suffers  from  deafness  a  recovery  of 
his  hearing,  and  after  subjecting  him  to  the  financial  and  time  loss  of  the 
operation,  that  he  is  no  better  than  he  was  before.  Undoubtedly,  attention 
to  the  ear  itself  and  attention  to  the  Eustachian  tube  might  accomplish 
the  same  result  without  subjecting  such  a  patient  to  the  operative  pro- 
cedure on  the  nose  or  pharynx. 

Dr.  Kopetsky  said  that  though  he  followed  Dr.  Phillips  closely  he  could 
not  follow  all  of  his  views.  In  children,  in  spite  of  the  removal  of  the 
adenoids  and  the  tissue  in  Rosenmueller's  fossa  acute  and  chronic  in- 
fections of  the  ear  develop.  It  is  well  to  pause  occasionally  in  recommend- 
ing the  removal  of  tonsils  and  adenoids  on  account  of  the  so-called  effect 
on  the  ear;  for  he  has  seen  cases  put  as  near  the  normal  as  possible  and 
these  eventually  develop  deafness, — so  it  cannot  be  said  that  the  removal 
of  the  so-called  caustive  factors  in  the  nose  will  greatly  tend  to  the  res- 
toration of  the  hearing  of  the  deaf.  The  nose  might  require  surgical 
treatment  on  its  own  account,  but  Dr.  Kopetsky  thought  that  the  effects 
produced  by  intra-nasal  surgery  among  those  afflicted  with  deafness  was 
very  much  over-estimated,  by  both  the  laity  and  the  profession. 

Dr.  Daxziger,  admitting  the  importance  of  the  anatomical  deformities 
in  the  treatment  of  otitic  disease,  said  that,  in  a  number  of  cases  where 
children  suffer  from  chronic  rhinitis  without  any  other  deformity,  it  must 
be  remembered  that  the  mucous  membrane  of  the  naso-pharynx  is  only 
a  part  of  the  respiratory  system.  The  mucous  membrane  is  liable  to  in- 
fection in  certain  constitutional  conditions  as  in  the  congenital  vulner- 
ability of  the  structure  in  the  presence  of  tuberculosis  and  lues.  An  early 
Wassermann  is  sometimes  more  important  than  surgical  procedures. 

Dr.  Phillips  had  spoken  of  treating  acute  catarrhal  otitis  by  inflation. 
He  could  not  entirely  agree  with  what  the  Doctor  had  said,  for  to  have 
a  catarrhal  otitis  there  must  be  an  inflammatory  edema  in  the  Eustachian 
tube  due  to  infection.  Dr.  Phillips  had  said  that  if  you  do  not  introduce 
infectious  material  into  the  middle  ear  you  will  not  get  infection  there. 
If  you  blow  infected  air  into  the  ear,  how  can  you  avoid  infection? 

The  Chairman  said  that  the  discussion  was  rather  getting  away  from 
the  topic  of  discussion,  which  was  "Intranasal  operations  in  relation  to 
the  hearing," — The  points  to  be  discussed  are  chiefly,  the  beneficial  or 
non-beneficial  results  to  the  hearing  resulting  from  intra-nasal  opera- 
tion. 

Dr.  Miller  inquired  what  time  Dr.  Thurber  would  advise  that  operation 
should  take  place  in  these  questionable  cases. 

Dr.  Hfrzig  suggested  that  in  case  an  operation  is  necessary  for  the  cure 
of  catarrhal  ear  affections  the  submucous  resections  should  be  preferred 
whenever  possible  to  a  turbinectomy.  The  regulation  of  an  ante-proteid 
(red  meals)  diet  is  of  the  greatest  importance  after -these  operations  as  it 
greatly  diminished  the  congestion. 

Dr.  Carter  said  he  wished  to  call  attention  to  one  point  in  regard  to  the 
after-treatment  of  intra-nasal  operations,  as  regards  the  injury  to  the 
ear  and  the  quick  recovery  from  these  operations.  If  we  can  control 
the  capillary  circulation  in  the  mucous  membrane  of  the  nose,  we  can 
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prevent  any  complication  that  might  affect  the  ear.  He  had  directed  at- 
tention to  this  point  some  years  ago  and  had  first  suggested  the  use  of 
vaseline  gauze  and  described  its  preparation.  Used  in  the  nose  after 
operations,  this  would  do  more  than  anything  else  that  he  knew  of  to 
limit  the  second  and  prevent  the  third  stage  of  inflammation.  It  would 
limit  the  stage  of  retardation  of  the  capillary  flow  and  prevent  the  stage 
of  stasis.  If  this  can  be  done,  intra-nasal  operations  are  quickly  recovered 
from  and  middle-ear  complications  are  not  apt  to  occur. 

Dr.  Carter  said  that  he  was  glad  to  see  that  his  original  suggestion  had 
been  widely  adopted  and  that  vaseline  gauze  was  now  generally  used  as  a 
packing  after  intra-nasal  operations. 

Dr.  Phillips  said  he  had  hoped  that  some  one  would  have  spoken  on 
the  question  of  operating  on  the  nose  during  the  time  when  an  acute  in- 
flammatory process  was  going  on  in  the  nose  or  ear. 

Dr.  Carter  replied  that  he  thought  every  rhinologist  recognized  that 
principle,  and  that  no  one  would  dare  to  touch  a  nose  or  throat  during  an 
acute  inflammation. 

Dr.  MacKenty  said  that  in  acute  otitis  media  the  removal  of  the  ade- 
noids was  usually  a  justifiable  procedure.  The  removal  of  the  tonsils  is 
not  necessary  at  that  time.  Often  the  removal  of  the  adenoids  in  an  acute 
condition  will  serve  to  promote  drainage  and  will  not  do  harm,  if  done 
properly,  which  always  means  not  with  the  curette. 

In  regard' to  the  objection  to  the  use  of  the  curette  in  the  naso-pharynx: 
If  used  at  all,  it  should  be  used  with  the  greatest  care.  Intra-nasal  oper- 
ation should  certainly  never  be  done  unless  urgent  during  acute  condi- 
tions. 

Dr.  Thurber  said  that  the  purpose  of  the  paper  loas  to  provoke  dis- 
cussion. One  of  the  chief  difficulties  in  children  is  to  obtain  good  nasal 
drainage.  Secretions  held  stagnant  by  the  apposition  of  septum  and  tur- 
binates soon  become  thickened  and  often  purulent  and  thus  do  harm  to 
the  ears. 

Dr.  Thurber,  replying  to  Dr.  McCoy,  said  that  it  was  his  rule  to  remove 
just  enough  of  the  septum,  by  one  of  the  several  methods,  to  permit  good 
drainage,  trusting  to  further  growth  to  enlarge  the  nasal  cavities  and, 
at  the  same  time,  not  removing  so  much  that  growth  of  the  septum  would 
be  interfered  with. 

In  regard  to  operating  for  adenoids  in  acute  otitis  media:  Each  case 
must  be  judged  on  its  own  merits.  No  one  would  think  of  operating  on  a 
case  if  the  ears  were  doing  well  but  in  the  cases  where  there  is  evident 
delayed  resolution,  adenoids  would  probably  have  to  be  removed.  In 
chronic  ear  infections,  the  case  is  different.  One  has  waited  for  resolu- 
tion without  results  and  the  indications  for  removing  adenoids  or  any 
mass  that  is  obstructive,  are  clear  enough. 

He  agreed  with  Dr.  Oppenheimer  that  the  naso-pharyngoscope  gave  a 
better  view  of  the  Eustachian  tubes  than  any  other  instrument  yet  at 
hand.  The  fault  with  the  post-nasal  mirror  is  that  it  has  to  be  placed  so 
far  below  the  level  of  the  nasal  floor  that  the  true  relations  of  the  post- 
nasal structures  are  not  well  seen. 

In  regard  to  the  use  of  the  adenoid  curette:  The  curette  can  and  should 
be  used  as  delicately  as  one  would  use  a  uterine  curette.     It  is  possible 
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to  educate  the  touch  so  that  one  is  able  to  tell  when  all  the  adenoid 
tissue  has  been  removed.  The  object  is  not  to  use  such  great  force  that 
the  whole  naso-pharynx  is  denuded  of  membrane. 

He  agreed  with  Dr.  Kopetzky  in  what  he  said  about  giving  promises  of 
cure  in  chronic  otitis  media.  The  changes  in  the  middle  ear  are  there  to 
stay  and  comparatively  little  can  be  accomplished  by  treatment.  He  had 
mentioned  letting  the  turbinates  alono  unless  there  are  marked  bony  en- 
largements. Too  many  turbinectomies  have  been  done  in  the  past.  No 
one  can  make  set  rules  for  intra-nasal  operations.  It  is  a  question  of 
using  good  judgment  upon  each  case. 

Tumors  of  the  Carotid  Gland  and  Their  Relation  to  the  Larynx:  With 
Report  of  Case  and  Microscopic  Section.  Du.  James  G.  Callison, 
(by  invitation). 

DISCUSSIOX. 

Dr.  MacKexty  said  that  the  Dr.  Callison's  paper  was  most  timely,  fur 
very  few  of  us  in  making  differential  diagnoses  of  tumors  of  the  neck 
think  of  the  carotid  body  as  being  a  possible  cause.  It  has  not  been  pre- 
sented before  as  Dr.  Callison  has  treated  it.  The  surgery  of  the  caroad 
body  is  certainly  very  difficult,  and  if  not  undertaken  early  in  the  growth 
before  the  malignancy  has  involved  the  arteries  death  from  unilateral 
cerebral  anemia  or  recurrence  may  be  expected. 

In  operating  on  this  case,  he  opened  the  neck  extensively  and  found  a 
large  mass  under  the  deep  fascia.  Groing  down  on  it,  he  lifted  the  whol-a 
contents  of  the  anterior  compartment  of  the  neck  including  the  sympa- 
thetic nerve  and  everything  in  the  sheath  of  the  vessels.  It  was  split 
open,  but  it  was  found  that  it  would  be  impossible  to  remove  it  without 
removing  the  vessels  and  nerves,  so  he  simply  removed  a  portion  of  the 
growth  and  sewed  the  neck  with  drainage. 

Unfortunately  in  the  next  bed  of  the  ward  was  a  case  of  erysipelas, 
which  he  also  developed.  A  few  weeks  later  he  had  a  very  severe  hem- 
orrhage, and  on  opening  the  wound  it  was  found  to  be  from  an  open 
common  carotid  artery.  This  was  tied  and  the  patient  died  a  day  later. 
Hemiplagia  occurred. 

The  presence  of  tumor  in  the  carotid  location  is  suspicious.  These 
growths  are  benign  at  first,  as  a  rule,  and  of  slow  growth;  mobility  is  an- 
other point.  All  one  can  do  is  to  surmise  that  it  is  a  tumor  of  the  carotid 
body.  The  examination  of  a  pathological  specimen  is  necessary;  even 
then  the  diagnosis  is  difficult  as  shown  in  our  case. 

Dr.  MacKenty  said  that  Dr.  Callison  had  done  a  great  deal  of  work  iu 
compiling  this  paper,  probably  the  best  that  had  been  done  anywhere, 
and  that  he  had  presented  the  subject  exhaustively,  which  was  of  great 
interest  and  value,  giving  as  it  does  the  subject  up  to  date. 

Dr;  Callison  said  that  the  tumor  seemed  to  occur  at  all  ages,  the 
youngest  patient  being  7  years  of  age  and  the  oldest,  76,  most  occurring 
In  middle  life.  The  patient  in  the  particular  case  cited  was  41  years  of 
age.  The  tumor  shows  a  very  mild  form  of  malignancy  and  is  best  left 
alone. 

Report  of  a  Case  of  Bronchial  Carcinoma  With  Skin  Metastasis,  Termi- 
nating in  Tracheal  Stenosis  and  Laryngeal  Edema.  Dr.  Otto  Glogau. 
Mr.  M.  X.  presented  himself  in  February  4,  1913,  at  my  Clinic  at  St 
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Marks  Hospital.  Previous  history:  Patient  suffered  ten  years  ago  from 
pleurisy,  but  was  otherwise  always  healthy  until  about  six  months  ago 
when  his  present  ailment  set  in.  He  started  to  cough,  brought  up  some 
phlegm  and  was  somewhat  short  of  breath  when  he  over-strained  himself. 
About  four  months  ago  he  noticed  a  swelling  at  the  left  side  of  the 
neck,  that  gradually  increased  in  size  and  spread  backward  and  down- 
ward. Soon  afterward  he  noticed  two  red  patches  at  the  center  of  the 
chest.  Every  day  some  more  of  these  red  patches  would  appear,  till 
almost  the  entire  chest,  neck  and  back  was  covered  by  them.  The  swell- 
ing at  the  left  side  of  the  neck  within  the  last  few  days  became  so  big 
that  it  interfered  with  his  breathing  and  within  the  last  day  almost 
choked  him.  He  has  lost  in  weight  considerably  during  the  last  few 
months. 

Present  state:  The  patient  is  50  years  of  age  and  somewhat  emaciated. 
He  is  gasping  for  air  and  appears  to  be  almost  choking.  For  the  follow- 
ing description  of  the  status  of  the  skin  of  the  patient  I  am  indebted  to 
Dr.  L.  Oulmann,  Dermatologist  of  the  German  Dispensary,  who  was  kind 
enough  to  see  the  case  with  me  after  his  admission  to  the  hospital: 
"Around  the  larynx,"  the  skin  is  somewhat  infiltrated  and  over  the  chest 
covered  with  light-red  patches  of  different  sizes  from  lentil-form  to  one 
by  two  inches  in  irregular  form.  At  the  left  side  of  the  neck  a  tumor 
can  be  felt,  which  is  adherent  to  the  underlying  tissues  and  to  the  great 
vessels  as  well  as  to  the  skin.  This  tumor  is  of  about  apple-size,  presses 
on  the  larynx,  and  pushes  the  latter  together  with  the  trachea  over  the 
middle  line  towards  the  right  side;  from  the  larynx  to  the  sternum  the 
neck  shows  hard  infiltration.  The  chest  as  well  as  the  back  are  covered 
with  the  above-mentioned  red  patches,  which  extend  in  front  down  to  the 
eighth  rib,  in  back  yet  further  downward,  but  more  sparingly.  The  left 
side  is  more  covered  by  these  patches  than  the  right  one,  but  the  lesions 
present  extend  over  the  middle  line  in  front  and  back.  The  lesions  show 
marked  infiltration  and  are  slightly  raised.  Some  of  them  are  covered 
with  a  crust,  which  is  hard  and  adherent  to  the  skin,  and  when  scraped 
shows  a  weeping  epidermis.  Around  the  margins  the  enlarged  capil- 
laries can  be  followed  up  into  the  normal-looking  skin." 

Inspection  of  the  larynx  by  both  larygeal  mirror  and  the  pharyngo- 
scope revealed  an  almost  total  occlusion  of  the  entrance  of  the  larynx,  due 
to  an  excessive  edema  of  the  ary-epiglottic  folds  and  of  the  arytenoid 
cartilages.  The  left  cheek,  right  above  the  tumor,  from  the  inside  showed 
a  toughy  edema  and  infiltration  of  the  size  of  a  walnut.  As  the  patient 
was,  in  danger  of  life  from  suffication,  he  was  immediately  admitted  to 
St.  Marks  Hospital  and  I  performed  a  tracheotomy.  As  my  tentative 
diagnosis  was  malign  tumor  of  the  neck  causing  by  pressure  laryngeal 
edema,  I  decided  to  do  a  superior  tracheotomy;  thus  supposedly  opening 
the  trachea  right  beneath  the  stenosis.  In  order  to  reach  the  trachea, 
the  above-described  tumor  had  to  be  divided.  On  account  of  the  size  of 
the  superimposed  tumor,  the  trachea  was  very  deeply  situated  and  was 
reached  only  after  the  separation  of  a  mass  of  very  friable  and  excessively 
bleeding  tissue.  The  trachea  had  been  pushed  beyond  the  middle  line 
for  about  one-half  an  inch.  The  trachea  was  incised  and  a  middle-sized 
canula  introduced.     The  lumen  of  the  trachea  was,  however,  so  narrow 
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that  a  thin  canula  had  to  be  resorted  to.  It  became  apparent  that  the  en- 
tire trachea  was  stenosed  due  to  the  pressure  of  the  tumor  which  ex- 
tended very  much  deeper  and  further  downward  than  could  be  expected 
by  its  outward  appearance.  The  depth  of  the  wound,  i.  e.  the  distance 
from  the  incision  of  the  skin  to  the  incision  of  the  trachea  was  about  two 
inches.  The  canula  had,  therefore,  to  be  introduced  and  fastened  at  the 
bottom  of  the  wound  and  the  wound  had  to  remain  open.  Should  the 
wound  have  been  closed  and  the  canula,  as  usual,  boen  fastened  to  the 
skin,  the  canula,  due  to  the  width  of  the  tumor  mass,  would  not  have 
even  reached  the  tracheal  incision.  Around  the  neck  of  the  canula  the 
wound  was  packed  with  gauze  and  the  opening  of  the  canula  covered 
with  gauze  dipped  into  warm  saline  solution.  The  house-surgeon  was  in- 
structed to  remove  and  clean  at  intervals  the  inner  tube  of  the  canula. 
During  the  day  the  patient  felt  greatly  relieved. 

Dr.  L.  Oulman,  concluding  from  his  above-mentioned  report,  was  kind 
enough  to  diagnose  the  case  from  the  appearance  of  the  skin  in  the  fol- 
lowing way:  "The  mammae  appear  normal  and  there  are  no  nodules 
present.  The  latter  fact  excludes  cancer  en  cuirasse,  the  former  a  primary 
carcinoma  of  the  mammae.  The  extensive  involvement  of  the  skin  with- 
out tumor  formation  of  any  size  excludes  sarcoma,  while  angio-sarcoma 
of  such  large  involvement  never  appears  without  some  bleeding  into  the 
skin,  never  would  be  covered  with  crusts,  and  would  show  a  different 
taint.  Therefore  the  diagnosis  is  made  of  secondary  or  metastatic  car- 
cinoma of  the  skin  due  to  a  primary  carcinoma  either  of  the  neck,  if  the 
tumor  there  was  a  primary  carcinomatous  degenerated  cyst,  or  from  some 
primary  cause  in  the  chest,  icith  a  secondary  metastasis  of  the  neck  and 
of  the  skin. 

Pieces  of  skin,  including  the  corium  and  subcutaneous  tissue  were  re- 
moved for  microscopic  examination  and  sent  to  the  Pathological  Labor- 
atory of  the  Woman's  Hospital. 

The  day  following  the  operation  I  was  informed  over  the  telephone  that 
the  patient  was  almost  suffocating.  I  hurried  to  the  hospital  and  found 
the  patient  in  great  distress.  He  did  not  breathe  at  all  through  the 
tracheal  canula.  Inquiring  from  the  house-surgeon  whether  the  inner 
tube  had  been  removed  and  cleaned  as  ordered,  I  learned  that  this  had 
been  done  a  few  times  and  even  a  very  short  time  before  my  arrival. 
Upon  inspection  of  the  wound,  I  found  the  canula  apparently  in  the 
tracheotomy  wound  and  was  therefore  at  a  loss  to  account  for  the  pa- 
tient's failure  to  breathe  through  it.  I  removed  the  canula  and  inserted 
It  again,  with  the  same  untoward  result.  The  patient  in  the  meantime 
grew  worse  and  worse.  Searching  the  bottom  of  the  wound  I  accidentally 
pulled  the  dislocated  trachea  towards  the  middle  line  and  suddenly 
noticed  tracheal  breathing  from  a  place  quite  remote  from  the  spot  where 
the  house-surgeon  and  I  had  inserted  the  canula.  Through  thorough  In- 
spection and  inquiry  the  mystery  was  solved  in  the  following  way: 
Before  performing  the  tracheotomy  I  had  pulled  towards  the  middle  line 
the  trachea  that  had  been  dislocated  by  the  pressure  of  the  tumor  and 
made  the  central  incision.  The  inserted  canula  prevented  the  trachea 
from  following  its  tendency  to  return  into  its  dislocated  position.  When 
the  hou5*3-surgeon  tried  to  remove  the  inner  tube  in  order  to  clean  it, 
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the  canula  slipped  out  of  the  tracheal  wound;  the  trachea  thereupon  re- 
turned into  its  dislocated  position,  thereby  twisting  somewhat  about  its 
long  axis  and  turning  the  centrally  located  incision  laterally.  The  house- 
surgeon  tried  to  reinsert  the  canula  and  after  many  trials  mistook  an  ex- 
cavation at  the  bottom  of  the  wound,  at  its  inferior  angle,  for  the  tracheal 
incision  and  inserted  the  canula  into  it.  In  trying  to  find  out  the  reason 
for  the  patient's  not  breathing  through  the  canula,  I  first  made  the  same 
mistake  until  I  accidentally  detected  the  displacement  and  consequent 
occlusion  of  the  tracheal  incision.  After  the  insertion  of  the.  canula  into 
the  tracheal  incision  the  patient,  of  course,  felt  much  relieved. 

Bearing  Dr.  Oulmann's  tentative  diagnosis  of  primary  carcinoma  within 
the  chest  in  mind,  it  occurred  to  me  to  examine  the  patient  bronchosco- 
pically  through  the  tracheal  incision.  After  thorough  cocainization,  I  in- 
troduced a  narrow  bronchoscopic  tule,  attached  to  Bruening's  bron- 
choscope through  the  tracheal  incision  down  to  the  bifurcation  and  first 
into  the  right  and  then  into  the  left  main  bronchus.  The  lumen  ot  the 
trachea  and  the  right  bronchus  was  very  narrow,  and  that  of  the  left 
bronchus  almost  entirely  occluded.  One  inch  beyond  the  bifurcation,  1 
detected  within  the  left  bronchus  a  whitish-yellowish  mass  of  apparently 
decayed  tissue  which  I  diagnosed  as  carcinoma.  I  thought  of  removing 
bronchoscopically  a  piece  of  the  tissue  for  microscopic  examination,  but 
tne  condition  of  the  patient  grew  so  bad  that  I  had  to  withdraw  the 
bronchoscope.  Within  a  few  hours  following  the  bronchoscopic  examina 
tion  the  patient  became  so  short  of  breath  that  I  Avas  called  to  the  hos- 
pital. It  was  evident  that  the  tracheal  canula  could  not  give  him  relief, 
as  the  entire  trachea  below  it  was  stenosed  on  account  of  the  tumor  and 
infiltration  of  the  adjacent  tissues.  In  order  to  prolong  the  life  of  the 
patient,  I  introduced  a  small  bronichdscopic  tube  into  the  right  bronchus 
and  left  it  in  place  instead  of  a  canula.  The  patient  felt  much  relief 
for  a  short  time,  but  the  bronchoscopic  tube  became  clogged  up  and  had 
to  be  removed  and  inserted  again  after  being  cleaned.  The  insertion  of 
the  bronchoscopic  tube  in  this  case  was  very  hard,  as  the  tracheal  in- 
cision was  two  inches  below  the  level  of  the  skin  and  it  was  only  by  re- 
sorting to  great  strength  that  the  trachea  could  be  stretched  sufficiently. 
The  procedure,  of  course,  was  very  painful  to  the  patient.  While  the 
bronchoscopic  tube  was  removed  he  did  not  get  any  air  at  all  and  almost 
choked.  After  each  insertion  of  the  bronchoscopic  tube  he  recovered  for 
some  time.  The  oxygen  tank  was  attached  to  the  bronchoscopic  tube,  but 
the  improvement  was  inconsiderable.  By  resorting  to  the  bronchoscopic 
tube  the  life  of  the  patient  was  prolonged  for  twenty-four  hours.  He  died 
on  February  9,  1913,  at  6  p.  m.  from  suffocation.  Permission  to  post- 
mortem was  refused  by  the  relatives.  They  only  consented  to  the  re- 
moval of  the  larynx. 

The  specimen  of  the  larynx  shows  an  extreme  edematous  infiltration  of 
this  organ.  The  ary-epiglottis  folds,  the  arytenoid  cartilages,  the  false 
vocal  cords  and  the  recussus  Morgagni  are  transformed  into  a  huge  mass 
of  edematous  tissue  that  occlude  the  larynx.  The  larynx  was  surrounded 
and  encroached  upon  by  a  mass  of  infected  glands  forming  the  above- 
mentioned  tumor. 

A  few  days  afterwards  the  following  pathological  report  was  received 
from  Dr.  Emil  Schwarz,  Associate  Pathologist  of  the  Woman's  Hospital: 
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.    ^.   ..      .        ,  ,    }y   g-ranular   cytoplasm.      The   cell-boundaries    are 

indistinct.  In  some  of  the  larger  islands  the  tissue  is  necrotic  in  the 
central  portion.  Some  dilated  lymph-vessels  show  regular  infarcts  of 
these  cell-complexes,  with  vacuolization  here  and  there.  The  microscopic 
sections  allows  of  the  conclusion  that  we  have  to  deal  with  a  metastatic 
carcinoma  of  the  skin,  propagated  through  the  lymph  channels  of  the 
skin  and  probably  originating  within  the  respiratory  tract.  The  metastatic 
carcinoma  is  caused  by  an  infarct  of  the  lymph  glands  from  the  original 
tumor  and  to  subsequent  retrograde  propagation  over  the  subcutaneous 
tissue  along  the  lymph  channels.  The  differential  diagnosis  between  sar- 
coma cutis  multiplex  idiopathicum  (kaposi),  endothelioma  metastaticum, 
mycosis  fungoides,  and  leucemic  skin  tumors  rests  with  the  character  of 
the  cells,  being  doubtlessly  epithelial,  with  the  locality  of  the  affected 
lymph  glands  and  the  secondary  spreading  over  the  left  thoracal  region, 
the  absence  of  leucemia  and  the  lack  of  regularly  developed  mycosis  fungo- 
ides eruptions. 

From  the  localization  of  the  affection  and  from  the  form  of  the  cells 
(most  probably  derived  from  cylinder  cells)  I  judge  that  the  metastasis 
of  the  skin  in  this  case  is  due  to  carcinoma  of  the  respiratory  tract,  prob- 
ably to  bronchial  carcinoma." 

Dr.    Schwartz   was   kind   enough  to  search   the   literature   for  similar 

cases.  Reitman  (Arch.  f.  Dermatologie,  Vol.  90,  p.  359)  reports  about 
forty  cases  where  carcinoma  of  the  internal  organs  spread  cvar  large 
areas  of  the  skin.  About  half  of  the  cases  are  metastasis  of  carcinoma 
ventriculi,  while  15  per  cent  are  metastasis  of  carcinoma  of  the  lungs. 
Recklinghausen  mentions  {h^  lymph  vessels  as  propagating  such  metas- 
tatic carcinomata  of  the  internal  organs.  Cases  of  skin  metastasis  (car- 
cinoma ventriculi)  are  furthermore  reported  by  Kreibich  {Med.  KUnik, 
Vol.  39, 1909);  Offergold,  (carcinoma  uteri)  {Zeitschr.  f.  Geb.  u  Gynk,\ol. 
29,  1909)  and  Montier  and  Clarri  (Arch.  de.  med.  prov.,  Vol.  32,  1910).  A 
case  similar  to  the  one  described  in  this  article  is  reported  by  Stropseni 
(Zeitschr.  f.  Krebsf.,  Vol.  IX,  1910).  The  interesting  feature  of  this  case 
is  that  the  primary  carcinoma  had  been  diagnosed  in  three  different  inde- 
pendent ways.  The  dermatologist,  from  the  appearance  of  the  skin 
changes,  diagnosed  the  case  as  secondary  skin  metastasis  caused  by  a  car- 
cinoma within  the  chest.  The  writer  succeeded  in  locating  the  primary 
carcinoma  bronchoscopically  and  the  pathologist,  from  the  appearance  of 
the  metastatic  cells,  concluded  that  the  primary  carcinoma  must  be  sit- 
uated witnin  the  bronchi.  The  pressure  of  the  infarcted  glands  forming  a 
large  tumor  together  with  that  of  the  infiltrating  secondary  skin  metas- 
tasis brought  about  a  stenosis  of  the  trachea  and  finally  an  excessive 
edema  of  the  larynx,  that  could  not  be  relieved  by  tracheotomy.  The  dis- 
location of  the  trachea  and  consequently  of  the  tracheal  incision,  further- 
more the  prolongation  of  the  life  of  the  patient  by  inserting  a  bronchial 
tube  instead  of  a  tracheal  canula  add  to  the  interest  of  the  case. 

I  wish  to  express  my  thanks  to  Dr.  L.  Oulmann  for  the  clinical  diag- 
nosis of  the  skin  affection  and  to  Dr.  E.  Schwartz  for  the  pathological 
report. 

DISCUSSIOX. 

Dr.  Mayer  said  that  it  was  to  be  regretted  that  the  lateness  of  the  hour 
prevented  the  discussion  of  some  of  the  interesting  points  suggested  by 
this  case.  He  congratulated  Dr.  Glogau  on  the  opportunity  of  reporting 
such  a  case. 
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Regular  Meeting,  February  18,  1913. 

Db.  Ross  Hall  Skillern,  Chairman. 

Anatomy    of   the    Static    Labyrinth.    Dk.  M.  Stbouse. 

Within  the  petrous  portion  of  the  temporal  bone,  there  is  located  two 
special  sense-organs,  that  of  hearing  and  the  so-called  equilibrium  func- 
tion (derived  from  the  epiblastic  layer)  and  all  contained  within  the 
so-called  labyrinthine  capsule.  We  speak  of  an  osseous  and  membranous 
labyrinth.  The  osseous  labyrinth  is  composed  of  compact  bone,  and  ia 
divided  into  three  essential  parts;  the  cochlea  anteriorly,  semi-circular 
canal  posteriorly,  and  vestibule  intermediately.  The  cochlea  is  a  spiral 
tube,  28  to  30  mm.  in  length,  located  between  the  internal  auditory  canal 
and  tympanum;  in  the  human  making  two  and  one-half  turns,  and  ter- 
minating in  a  blind  end;  at  the  basil  whorl  it  communicates  with  the 
vestibule,  is  2  mm.  in  diameter,  and  gradually  decreases  to  its  supe(rior 
extremity.  The  basil  whorl  is  above  the  jugular  bulb,  and  separated  from 
it  by  a  very  thin  lamina  of  cancellous  bone;  internal  carotid  artery  in 
front  and  external  to  the  cochlea,  and  also  separated  by  a  thin  layer  of 
spongy  bone. 

Semi-circular  canals:  Three  in  number,  external,  superior  and  inferior. 
Each  canal  has  an  enlargement  at  one  end,  called  ampulla;  ampulla  of 
superior  canal  lies  above  that  of  the  external  canal,  and  that  of  inferior 
canal,  inferiorly  and  medianward.  The  canals  have  five  openings  into 
the  vestibule,  external  canal  two,  and  ampullar  and  nonampullar  open- 
ing; superior  and  posterior  canals  have  an  ampullar  opening,  while  at 
the  non-ampullar  end  they  unite  and  open  conjointly  into  the  vestibule. 
According  to  Shoenamann  (Braun  and  Friesner)  planes  of  angles  of 
canals  are  very  inconstant;  external  is  rarely  horizontal,  the  angle  be- 
tween external  and  posterior  most  constant.  Canals  form  two-thirds  of 
the  circumference  of  a  circle  and  are  7  to  8  mm.  in  diameter.  External 
canal  exposed  on  the  median  wall,  and  superior  and  posterior  to  facial 
canal,  and  therefore,  an  important  surgical  landmark  in  the  mastoid 
operation;  is  seldom  injured  in  operative  procedure,  but  a  favorite  site 
for  fistula  in  the  suppurative  process  of  middle  ear. 

The  VestihuTe:  An  irregularly  rounded,  bony  cavity,  67  mm.  in  length, 
3  to  4  mm.  in  width,  4  to  5  mm.  in,  heighth,  contents  about  1  minum 
(Politzer)  into  which  opens  posteriorly  and  superiorly  the  three  semi- 
circular canals  and  anteriorly  and  interiorly  the  lowest  cochlea  whorl. 
On  inner  wall,  a  ridge;  the  crista  vestibuli  divides  the  vestibule  into  two 
recessus,  ellipticus  and  sphericus;  aqueductus  vestibuli,  and  macula  crib- 
rosa,  open  into  recessus  ellipticus.  Externally,  oval  window  for  foot- 
plate of  stapes.  Briefly,  the  osseous  labyrinth  lies  within  the  petrous 
portion  of  the  temporal  bone  and  there  are  certain  exposed  portions, — 
posteriorly  on  the  median  wall,  the  prominent  portion  corresponding  to 
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the  convexity  of  the  external  canal,  anterior  to  this  the  facial  canal,  con- 
taining the  seventh  nerve,  then  oval  window  for  the  foot-plate,  finjiUy 
the  promentory  corresponding  to  the  cochlea,  interiorly  the  round  win- 
dow, the  plane  of  which  is*  at  right  anglesi  to  the  median  tympanic  wall. 
On  the  superior  surface  eminentia  arcuata  marking  convexity  of  superior 
canal.  On  superior  median  surface,  internal  auditory  canal,  for  accom- 
modating the  internal  auditory  artery,  and  seventh  and  eighth  nerves; 
immediately  under  this  canal  the  aqueductus  cochlearis  and  ductus  peri- 
lymphaticus,  and  about  1%  cc.  external  of  this  the  aqueductus  vestibuli 
corresponding  to  location  of  saccus  endolymphaticus.  Membranous  laby- 
rinth corresponds  in  contour  to  osseous  with  one  exception,  in  place  of 
one  vestibule  we  have  two  membranous  sacs,  utriculus  in  the  recessus 
ellipticus  and  sacculus  in  the  recessus  sphericus.  The  sacculua  is  in 
communication  with  the  membranous  cochlea,  through  the  ductus  re- 
uniens.  The  utriculus  is  in  direct  communication  with  the  three  semi- 
circular canals  by  live  openings.  From  the  sacculus  springs  the  ductus 
endolymphaticus,  from  the  utriculus  a  short  duct  uniting  utriculus  with 
ductus  endolymphaticus,  called  the  ductus  utriculo-saccularis.  Bony 
canals  about  eight  times  the  size  of  the  membranous.  Membranous  am- 
pulla almost  the  size  of  bony  ampulla.  Between  membranous  and  bony 
labyrinth,  the  perilymphatic  space  containing  perilymph,  and  its  intra- 
cranial outlet  is  through  the  aqueductus  cochlearis,  where  it  spreads  over 
the  subarachnoid  space.  It  is  the  avenue  by  which  infection  may  reach 
the  brain.  Endolymphatic  space  is  within  the  membranous  labyrinth.  Is 
a  closed  canal,  containing  endolymph,  and  its  intra-cranial  termination 
is  called  saccus  endo-lymphaticus,  located  between  the  two  layers  of  the 
dura  at  aqueductus  vestibuli.  The  membranous  canal  contains  three 
separate  anatomic  and  functionating  highly  specialized  sense  organs,  the 
first  located  in  the  cochlea,  and  called  the  organ  of  Corti.  I  will  not 
describe  it,  as  it  belongs  less  to  the  symposium  than  the  other  two.  Second, 
the  crista  ampullaris,  three  in  number,  one  for  ampullar  end  of  each 
canal.  Third,  macula  acoustici,  two  in  number,  one  each  for  utriculus 
and  sacculus.  The  crista  ampullaris,  as  its  name  indicates,  is  a  ridge  and 
on  the  surface  of  which  we  tind  sense  cells  of  neuro-epithelium,  contain- 
ing cilia,  and  alternating  with  supporting  cells.  The  hairs  of  neuro- 
epithelium  (about  20  to  25  microns  in  length)  are  held  together  by  an 
adhesive  substance,  and  surmounted  by  a  cupola;  the  crista  protrudes 
into  the  cavity  of  the  ampulla,  and  is  the  organ  which  receives  the  im- 
pact of  moving  endolymph  in  the  canal,  physiologically  taking  place  when 
we  move  our  heads  in  curved  lines.  The  macula  acoustica  is  an  eliptl- 
cal  area  in  close  contact  to  membranous  sac,  containing  neuro-ephithe- 
lium  or  special  sense  cells,  alternating  with  supporting  cells,  on  the 
surface  of  which  is  a  gelatinous  mass,  containing  crystals  of  calcium 
carbonate,  or  so-called  odeliths  (2  to  30  microns  in  diameter).  It  is  by 
reason  of  the  drag  of  these  crystals  en  masse  on  the  cilia  of  the  cells 
which  gives  us  the  impression  of  our  position  in  space  (static  function), 
and,  too,  our  sense  of  direction  of  motion  in  straight  lines,  as  distinct 
to  the  function  of  the  semi-circular  canals  in  curved  lines. 
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Turning  Test.     Dr.  Herbert  M.  Goddaed. 

As  a  result  of  careful  experiments,  Barany  developed  an  accurate  method 
for  the  determination  of  the  reaction  of  the  semi-circular  to  turning.  In 
order  to  make  the  examination  the  patient  is  placed  in  a  revolving  chair, 
and  instructed  to  hold  firmly  so  as  to  prevent  toppling  over.  Some  ex- 
perimenters have  the  patient  wear  dark  glasses,  although  that  is  not  a 
requisite.  The  examiner  holds  a  stop-watch  in  one  hand  and  with  the 
other  turns  the  patient  or  has  an  assistant  do  the  turning. 

The  turning  should  be  made  as  nearly  uniform  as  possible  and  should 
consume  about  two  seconds  for  a  complete  turn,  that  is  360°.  Turning 
ten  times  usually  produces  the  maximum  amount  and  duration  of  after- 
nystagmus. 

When  it  is  desired  to  examine  for  horizontal  after-nystagmus  to  the 
right,  we  must  turn  the  patient  to  the  left.  If  we  examine  for  rotary 
after-turning-nystagmus,  to  the  right,  the  patient's  head  is  inclined  90° 
forward  and  the  patient  turned  to  the  left;  after  making  ten  complete 
turns,  the  patient  is  brought  to  a  sudden  stop  when  the  examiner  starts 
the  watch  and  makea  the  observation.  Just  as  soon  as  nystagmus  ceases 
the  watch  is  stopped.  If  the  observations  are  correct  the  watch  should 
record  the  exact  duration  of  the  after-nystagmus.  If  there  is  any  doubt, 
it  would  be  well  to  have  the  findings  proved  by  repeating  the  act,  pro- 
viding the  patient  is  not  too  much  affected  by  first  experiment. 

The  reaction  of  the  semi-circular  canals  to  turning  is  in  proportion  to 
the  duration  of  the  after-nystagmus.  The  average  duration  of  after-turn- 
ing-nystagmus is  between  20  and  22  seconds  for  the  horizontal,  and  be- 
tween 23  to  26  for  the  rotary. 

Barany,  in  some  200  experiments  with  normal,  and  others  with  affected 
ears  but  yet  no  complaining  of  vertigo,  found  the  average  duration  of 
horizontal  after-nystagmus  after  turning  ten  times  to  the  left,  forty-one 
seconds,  and  to  the  right,  thirty-nine.  Mackenzie  in  his  article  states 
he  does  not  believe  after-turning-nystagmus  thoroughly  reliable  unless  the 
patient  has  a  fixed  object  straight  ahead.  Barany  claims  that  duration 
of  after-nystagmus  diminishes  after  50  years  of  age. 

Right  here  I  may  add  that  it  is  claimed  by  Barany  and  Mackenzie  that 
after-nystagmus  varies  according  to  the  number  of  times  the  subject 
has  been  turned,  but  proportionately  less  where  the  turnings  are  less 
than  ten  and  any  greater  number  of  turns  than  ten  seems  to  diminish, 
rather  than  increase,  the  duration  of  after-nystagmus. 

Barany  refers  to  what  he  calls  after-nystagmus  which  frequently  oc- 
curs in  patients  who  have  turned  twenty  or  more  times;  in  these  cases 
the  subject  shows,  first,  a  very  pronounced  after-nystagmus  in  the  usual 
direction,  which  ceases  rather  suddenly  followed  by  a  small  excursioned 
nystagmus  in  the  opposite  direction  to  the  after-nystagmus,  that  is  in 
the  direction  of  the  turning  which  produced  it. 

Since  we  have  learned  the  semi-circular  canals  of  one  side  are  capable 
of  producing  nystagmus  to  either  side,  it  is  of  importance  to  know  just 
how  much  the  after-nystagmus  to  one  side  is  due  to  the  irritation  of 
the  same  side,  and  how  much  to  the  irritation  of  the  semi-circular  canals 
of  the  opposite  side. 
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Ewald's  experiments  have  shown  that  mechanical  forcing  of  the  en- 
dolymph  toward  the  ampulla  of  the  horizontal  canal  produces  nystag- 
mus to  the  same  side,  while  suction  produces  the  opposite  movement  of 
the  endolymph  and  with  it  the  opposite  nystagmus.  In  a  normal  case  it 
is  impossible  by  turning  to  produce  endolymph  of  one  side  only. 

Diagnosis  of  Suppuration  of  the  Labyrinth.  De.  Geo.  M,  Coaxes. 

I  desire  to  call  attentioa  to  the  etiology  and  pathology  of  this  disease. 
In  practically  every  case  where  the  labyrinth  is  invaded  by  pyogenic, 
micro-organisms  the  source  of  the  infection  is  in  the  middle  ear,  either 
an  acute  or  chronic  suppurative  otitis  media.  It  is  at  times  secondary 
to  circumscribed  or  diffuse  serous  labyrinthitis,  and  is  to  be  differentiated 
in  its  early  stage  from  these  two  diseases.  Once  the  inner  ear  has  be- 
come infected  its  pathology  is  similar  to  that  of  an  acute,  and  later  a 
chronic  middle-ear  suppuration.  There  are  two  stages  in  diffuse  suppura- 
tive labyrinthitis,  the  acute  or  manifest  stage,  and  a  chronic  or  latent 
stage.  The  history  of  the  case  is  very  important.  The  attack  begins 
abruptly  with  total  deafness,  vertigo,  nausea  and  loss  of  equilibrium. 
There  are  no  febrile  symptoms  or  pain.  Spontaneous  rotary  nystagmus 
toward  the  sound  side  is  always  present,  lasting  usually  several  weeks. 
In  the  Weber  test,  the  sound  is  lateralized  to  the  healthy  ear,  while  the 
Rinne  is  negative.  Total  destruction  of  the  static  Jabyrinth  is  shown  by 
its  non-reactibility  to  the  caloric,  turning  and  galvanic  tests  as  demon- 
strated in  other  papers  this  evening. 

DISCUSSION. 

Dr.  Geo.  W.  Mackenzie:  At  the  request  of  those  participating  in  the 
symposium,  I  have  consented  to  demonstrate  a  few  of  the  tests  practiced  in 
my  examination  of  all  cases  of  middle-ear  suppuration.  I  believe  the 
subject  of  the  labyrinth  and(  the  diagnosis  of  labyrinthine  diseases  to  be 
one  of  extreme  importance  to  the  otologist,  in  fact  no  one  can  practice 
otology  successfully  without  an  intimate  knowledge  of  this  subject. 

I  have  with  me  a  patient  who  has  kindly  consented  to  be  subjected  to 
the  turning  and  the  caloric  tests.  Aside  from  the  fact  that  the  patient 
has  been  operated  on  radically  for  chronic  middle-ear  suppuration  of 
both  sides,  the  history  for  our  purpose  is  unimportant. 

Let  us  try  the  turning-test  first.  Before  doing  so,  it  is  important  to 
observe  carefully  for  any  spontaneous  nystagmus  that  may  exist.  My 
method  is,  as  you  will  observe,  to  have  the  patient  look  straight  ahead 
at  some  distant  object,  to  relax  as  far  as  possible  all  tension  on  the  extrar 
ocular  muscles,  under  illumination  of  the  eye-ball,  and  with  the  upper 
lids  elevated.  A  casual  observation  for  a  few  seconds  may  result  in  our 
not  finding  it  even  when  present ;  therefore  I  would  suggest  examining  for 
a  longer  period  to  observe  a  slight  degree  which  may  manifest  itself  by 
movements  repeating  themselves,  say  once  in  every  4  or  5  seconds.  Some 
authors  make  examination  by  having  the  patient  look  to  the  extreme 
left  and  extreme  right,  and  comparing  the  Intensity  and  frequency  of 
the  movements.  This  method  is  inaccurate  for  the  reason  that  the  spon- 
taneous nystagmus  thus  produced  may  be  purely  physiologic,  and  If  the 
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patient  looks  more  intently  to  one  side  than  the  other  the  observer  may 
be  misled  into  believing  that  the  patient  has  spontaneous  nystagmus  of 
aural  origin  to  the  side  where  the  patient  looked  more  intently. 

Turning  the  patient  left  ten  times,  with  the  head  erect  in  order  to 
produce  an  after-turning  horizontal  nystagmus  to  the  right,  we  find  the 
nystagmus  quite  pronounced  and  lasting  but  seventeen  seconds.  There- 
fore, we  may  conclude  that  the  reaction  to  that  side  is  diminished.  We 
shall  try  the  turing-test  to  the  other  side  (rotation  of  the  patient  to  the 
right),  to  ascertain  the  duration  of  the  after-nystagmus  to  the  left,  which 
we  find  to  be  fourteen  seconds.  Again  the  figures  are  reduced.  We  may 
safely  conclude,  therefore,  that  the  patient's  left  labyrinth  is  not  func- 
tionating perfectly,  else  the  duration  would  have  been  nearer  twenty- 
four  seconds. 

Let  us  try  turning  the  patient  ten  times,  with  the  head  forward  90°  in 
order  to  elicit  the  duration  of  the  after-turning  rotary  nystagmus  to  the 
two  sides.  Again  we  find  the  figures  reduced  to  the  two  sides,  but  more 
so  on  the  left,  which  only  corroborates  what  we  have  previously  found 
by  turning  the  patient  with  the  head  erect. 

This  test,  like  that  of  the  galvanic  reaction  test,  is  a  quantitative  one, 
in  contra-distinction  to  the  caloric  test,  which  is  purely  a  qualitative 
one.  In  other  words,  with  the  turning-test  we  are  more  or  less  able  to 
tell  varying  shades  or  intensities  of  internal  ear  affections,  whereas  the 
caloric  test  tells  us  only  of  the  presence  or  absence  of  total  loss  of 
function. 

In  making  the  caloric  test  we  should  first  ascertain  by  otoscopic  ex- 
amination the  presence  or  absence  of  certain  conditions  which  may  inter- 
fere more  or  less  with  the  making  of  the  tests  for  which  we  must  make 
due  allowance,  to-wit:  atresia  of  the  canal,  furuncles,  foreign  bodieai 
cholesteatoma,  large  polyps,  etc.  Besides,  we  must  observe  the  same 
rules  as  laid  down  above  when  making  the  turning  tests,  i.  e.,  the  pres- 
ence or  absence  of  spontaneous  nystagmus,  its  direction  and  intensity. 
Let  us  begin  by  syringing  the  left  ear  with  hot  water.  After  a  few 
minutes  you  notice,  with  the  patient's  head  erect,  rotary  nystagmus  to 
the  left,  often  appearing  late  as  in  this  case  after  the  use  of  the  water. 
The  intensity  of  the  reaction  is  usually  less  with  the  use  of  hot  watei* 
than  with  cold  for  the  reason  that  the  difference  between  the  normal 
body  temperature  and  the  hot  water,  as  .hot  as  the  patient  can  tolerate, 
is  less  than  the  difference  between  the  body  temperature  and  cold 
water  (say  50°  F.).  With  the  cold  water  in  the  right  ear  you  observe 
a  very  pronounced  rotary  nystagmus  to  the  right  side,  accompanied  by 
some  nausea.  To  cut  short  the  duration  of  this  reaction  we  may  begin 
to  neutralize  with  the  use  of  hot  water,  the  effect  of  which  you  observe 
is  fairly  prompt.  To  demonstrate  the  fact  that  the  caloric  reaction  is 
due  to  currents  of  endolymph  produced  in  the  canals  by  changing  the 
density  of  the  fluids  with  the  use  of  cold  and  heat,  we  shall  try  one 
other  experiment. 

Let  us  turn  the  patient's  head  laterally  to  the  right.  With  the  cold 
.  water  syringed  into  the  left  ear  you  observe  the  patient  manifests  a  pro- 
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nounced  horizontal  nystagmus  to  the  left  or  same  side;  after  observing  it 
let  us  see  what  happens  when  we  turn  the  patient's  head  to  an  upright 
position,  almost  immediately  you  observe  that  the  nystagmus  swings  to 
the  right  or  opposite  side  and  becomes  rotary  in  character.  You  will 
note  that  in  all  of  these  tests  the  patient  was  directed  to  look  straight 
ahead.  I  wish  to  add  that  the  nystagmus  which  is  manifested  while  the 
patient  is  attempting  to  look  straight  ahead  is  always  reliable,  while 
that  which  can  be  observed  only  when  the  patient  looks  intently  to  the 
side  is  never  reliable,  and  I  would  advise  that  you  observe  the  same  pre- 
cautions. I  appreciate  your  calling  on  me  and  am  glad  of  the  oppor- 
tunity of  making  these  demonstrations. 

Dk.  Alex.  B.  Randall:  I  have  not  made  a  very  extensive  use  of  the 
various  tests  given  here  this  evening,  as  I  find  them  exceedingly  un- 
comfortable to  the  patient,  and  in  those  cases  where  it  is  particularly 
uncomfortable  it  is  difficult  to  determine  whether  the  result  is  obtained 
from  hysteria  or  whether  the  trouble  is  genuine,  and  often  the  results 
are  almost  disastrous,  and  I  have  felt  restrained  in  using  these  tests 
for  that  reason. 

■  The  fistula  test  which  has  been  spoken  of  is  one  by  which  means  we 
are  able  by  pressure  and  suction  to  influence  the  internal  labyrinth.  I 
have  seen  time  and  time  again  individuals  in  a  hysterical  condition,  who 
had  never  had  suppuration  of  the  ears,  but  who  would  drop  over  in  the 
chair  by  even  a  deep  finger  pressure.  So  that  while  these  tests  are  of 
great  value,  particularly  in  those  cases  where  the  functionating  power  is 
greatly  lowered,  it  is  very  important  to  recognize  whether  the  diseased 
condition  remains  or  not. 
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Geschichte  der  Ohrenheilkunde.     (History  of  Otology.)        By   Fbof.    Db. 

Adam    Pomtzer,    Vienna.     Volume    U    (185U-1911).    Pp.    484    with   29 

photographs  on  29  plates.     Verlag  Ferdinand  Enke,  Stuttgart,  19115. 

Price,  M.  24. 

The  first  volume  of  this  splendid  contribution  to  the  history  of  otology 

by  our  esteemed  teacher  and  eminent  author,  Hofrat  Politzer,  presented 

In  chronological  order  the  growth  of  otological  science  from  ita  incip- 

iency  to  1850.    A  comprehensive  review  of  Volume  1  was  published  in  the 

December,  1907,  issue  of  The  Laryngoscope. 

The  recently  published  second  volume  of  this  history  of  otology  In- 
cludes the  active  and  more  progressive  period  of  our  science  from  1850 
to  1911.  This  consists  of  a  formidable  volume  of  500  pages  and  records 
the  progress  of  modern  otology,  not  only  in  chronological  order,  but  In 
classified  form,  accompanied  by  an  elaborate  index  of  the  most  original 
work  in  every  phase  of  the  science  that  has  been  accomplished  during 
this  active  period.  .  ^^.  , 

Of  the  eighteen  sections  of  the  first  part,  five  are  from  the  pen  of 
Hofrat  Politzer  and  thirteen  by  various  teachers  in  the  otological  de- 
partment of  the  Vienna  University. 
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The  first  chapters  on  the  "Anatomy  of  the  ear,"  comprising  the  ex- 
ternal and  middle  ear,  are  by  Prof,  G,  Alexander  and  are  presented  in 
the  usual  minute  and  painstaking  style  of  this  able  writer.  Short  chap- 
ters by  Docent  W.  Kolmer  on  the  "Historical  Evolution  of  the  Organ 
of  Corti,"  and  by  Prof.  Marburg  on  the  "History  of  the  Nervus  Octavus," 
conclude  the  section  on  the  antomy  of  the  ear. 

The  section  on  the  physiology  of  the  ear  by  Prof.  Kreidl  and  Docent 
Barany  includes  a  detailed  review  of  the  evolution  of  the  sound-conduct- 
ing and  sound-perceiving  apparatus  with  special  emphasis  on  the  vestibu- 
lar apparatus. 

The  physiology  of  the  hearing  is  traced  by  Kreidl  from  the  time  of 
Mueller  and  Helmholtz  and  many  of  the  theories  and  principles  presented 
<;oncernlng  the  function  of  the  drum  membrane,  ossicles  and  Eustachian 
tube;  Barany  offers  in  his  subdivision  on  the  "Vestibular  Apparatus,"  a 
brief  resume  of  the  contributions  of  Flourens,  Goltz  and  Ewald,  and  his 
own  contributions  from  a  diagnostic  point  of  view.  An  historical  re- 
sume of  the  problem  of  bone-conduction  by  Docent  H.  Frey  concludes 
this  section  on  the  physiology  of  the  organ  of  hearing. 

One  of  the  most  Important  sections  of  this  work  is  the  one  on  "Patho- 
logical anatomy,"  by  Hofrat  Polltzer.  This  begins  with  the  pioneer  work 
of  Toynbee  and  his  Important  published  reports  of  post-mortem  findings 
in  1659  otological  cases  and  their  careful  analysis,  and  is  closely  fol- 
lowed by  contributions  of  von  Troeltsch  and  a  monograph  by  Schwartze 
on  the  "Pathological  anatomy  of  the  ear,"  and  valuable  contributions  by 
Profs.  Habermann  on  "Tuberculosis"  and  Steinbruegge  on  "Pathological 
conditions  of  the  labyrinth." 

"Methods  of  examination,"  by  Docent  Kautmann.  "Diseases  of  the 
auricle  and  external  auditory*  canal,"  by  Docent  Leidler,  "Diseases  of  the 
drum  membrane,"  by  Prof.  Pollak,  "Historical  development  of  catarrh 
of  the  middle  ear,  by  Prof.  Alt,  "Middle-ear  suppuration,"  by  Prof.  Gom- 
perz  constitute  chapters  4-9,  inclusive.  The  concluding  paragraph  of  the 
histories  of  infectious  diseases  of  the  middle-ear  cavity  include  contri- 
butions on  tuberculosis,  scarlatinal,  morbillar,  typhoid.  Influenzal  and 
syphilitic  Invasions  of  the  middle-ear  cavity  together  with  an  Important 
bibliography  of  this   field   are  contributed   by   Hofrat   Polltzer, 

Chapter  10  on  the  "History  of  the  mastoid  operation,"  and  chapter  11 
on  "Suppuration  of  the  Labyrinth,"  are  interestingly  elaborated  contri- 
butions  by   Hofrat    Polltzer. 

Prof.  H.  Neumann  presents  Chapter  12  on  "Intra-cranial  otitic  compli- 
cations," and  an  extensive  monograph  including  extra-dural  abscess,  men-- 
ingitis,  brain  abscess  and  sinus  phlebitis  with  their  respective  compre- 
hensive bibliographies. 

In  the  next  chapter  on  the  "History  of  otosclerosis,"  Hofrat  Polltzer 
finds  himself  In  an  especially  familiar  field,  for  It  was  he  who  first 
directed  attention  to  a  primary  affection  of  the  labyrinth  capsule  as  the 
etiological  factor  In  the  development  of  typical  otosclerosis.  This  chap- 
ter is,  therefore,  given  unusual  prominence. 

"The  pathology  of  the  labyrinth"  is  a  well-written  historical  sketch  by 
Prof.  G.  Bruehl.  "Neurosis  of  the  organ  of  hearing,"  by  Dr.  Conrad 
Stein,  "Reflex  neurosis,"  by  Docent  H.  Frey,  "Syphilis  of  the  labyrinth," 
by  Dr.  Oskar  Beck;  and  "Injuries  to  the  ear,"  by  Dr.  Oskar  Mauthner, 
are  interesting  contributions  In  consecutive  order. 

Prof.  Victor  Bremer  writes  the  concluding  chapter  and  treats  this  im- 
portant question  in  extenso,  cites  the  statistics  and  etiology  of  deaf-mut- 
ism refers  to  the  epoch-making  contributions  of  Meniere,  Wilde,  Moos  and 
others,  and  records  the  development  of  the  instruction  for  deaf-mutes 
with  special  emphasis  on  speech-reading  as  the  latest  and  most  effective 
method  of  instruction  tor  this  class  of  patients.  z 

The  second  part  of  this  volume  presents  the  development  of  otology 
in  the  various  countries  from  1850  to  1911.  Much  interesting  data  is 
furnished  by  the  several  contributors  to  this  section  and  a  chronologl- 
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cal  record  of  the  progress  made  in  the  different  parts  of  the  world  pre- 
sents good  reference  and  a  comprehensire  review. 

We  cannot  refrain  from  commenting  on  the  rather  unsatisfactory  and 
Incomplete  record  furnished  by  the  collaborators  for  America.  In  a  vol- 
ume of  this  kind  every  country  should  receive  due  recognition.  The 
activities  in,  and  contributions  to  American  otology  during  the  past  sixty 
years  should,  it  seems,  entitle  us  to  more  liberal  consideration.  The 
American  Laryngologlcal,  Khinological  and  Otologlcal  Society,  which  has 
been  such  an  active  and  effectual  factor  in  the  development  of  otology 
in  this  country,  is  given  but  scant  mention  in  a  few  lines  under  the  cap- 
tion of  otologlcal  societies. 

The  record  of  otologlcal  Instruction  in  the  various  universities  and 
medical  schools  in  the  United  States  is  quite  incomplete.  In  the  bio- 
graphical sketches,  grouped  In  cities,  many  well-known  otologists  are 
given  but  scant  mention  or  are  entirely  omitted.  The  American  editor 
is  scarcely  to  be  held  responsible  for  these  discrepancies  and  oversights 
as.  In  most  instances,  they  were  due  to  failure  on  the  part  of  the  otolo- 
gists to  fill  out  the  blanks  furnished  them. 

This  volume  completes  Folltzer's  history  of  otology,  a  work  that  la 
destined  to  go  down  In  otologlcal  literature  as  a  permanent  classic  and 
valuable  book  of  reference.  The  entire  otologlcal  profession  is  under 
lasting  obligations  to  our  esteemed  teacher  and  venerable  colleague  for 
placing  such  a  work  at  its  disposal. 

Text-book   of    Diseases   of   the    Nose.   Throat   and    Ear   for   the    Use   of 
Students  and  General   Practitioners.    By  Francis  R.  Packard,  M.  D., 
Professor  of  diseases  of  the  nose  and  throat  in  the  Philadelphia  Poly- 
clinic Hospital  and  College  for  Graduates  In  Medicine,  etc..  Second 
edition,  pp.  277  with  145  Illustrations.  J.  B.  Lipplncott  Company,  Phil- 
adelphia, l^U.     Price,  f3.50. 
The  early  appearance  of  the  second  volume  of  this  practical  text^book 
is  the  most  conclusive  evidence  of  its  popularity  and  acceptability.     We 
note  in  the  revised  edition  that  the  chapter  on  diseases  of  the  tonsils 
and  adenoid  growths  with  the  new  form  of  operation  devised  for  the  dis- 
posal of  these  neoplasms  has  been  entirely  rewritten.    There  has  also  been 
added  a  description  of  the  processes  employed  in  tracheo-bronchoscopy  and 
esophagoscopy.    The  author  adheres  to  the  original  purpose  of  this  book, 
which  was  to  furnish  a  practical  working  manual  for  the  medical  under- 
graduate and  a  ready  reference  book  for  the  post-graduate  in  oto-laryn- 
gologj'. 

The  author's  many  years  of  experience  as  a  post-graduate  teacher  and 
his  practical,  concise  form  of  expression  have  resulted  in  one  of  the 
most  practical  manuals  of  oto-laryngology  recently  published. 

Diseases  of  the  Ear,  Nose  and  Throat.  Medical  and  Surgical.  Byi  Wendell 
Christopher  Phillips,  M.  D.,  Professor  of  Otology,  New  York  Post- 
Graduate  Medical   School   and   Hospital,   Surgeon  to  the   Manhattan 
Eye,  Ear  and  Throat  Hospital,  etc.     Second  revised  edition;  pp.  .847, 
*      illustrated  with   545   half-tones  and   other  text-engravings,   many  of 
them  original;   including  31  full-page  plates,  some  in  colors.     F.  A. 
Davis  Co.,  Philadelphia,  1913.    Price,  5«.00  net. 
A   rapidlv  exhausted    first   edition   and   the   prompt   appearance   of   a 
second  edition  is  substantial  testimony  of  the  merits  of  this  book.      In 
this  second  edition  the  author  has  amplified  the  subject-matter  of  recent- 
Iv  developed  fields  of  oto-lanngology.     Radiography  of  the  mastoid  pro- 
cess   a  short  article  on  status  lymphaticus.  a  description  of  the  electric 
naso-pharvngoscope,  a  paragraph  on  tonsil  enucleation  and  the  approved 
technic  for  its  accomplishment,  and  the  improved  methods  for  the  con- 
trol of  tonsillar  hemorrhage  are  among  the  new  themes  presented  In  this 
second  edition. 
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Diseases  of  the  Ear.    By  Philip  D.  Kerrisox,  M.  D.,  Professor  of  Otology. 

New   York   Polyclinic    Medical    School   and    Hospital,    Junior   Aural 

Surgeon  to  the  Manhattan  Eye,  Ear  and  Throat  Hospital,  etc.     Pp. 

588  with  331  illustrations  in  the  text  and  2  full  pages  in  color.     J. 

B.  Lippincott,  Philadelphia,  1913.     Price,  $5.00. 
It  is  a  difficult  problem  for  an  author  to  publish  an  acceptable  hand- 
book or  text-book  in  a  speciality  of  medicine  or  surgery  unless  that  vol- 
ume incorporates  the  personal  experiences  of  the  author  and  mainly  re- 
flects his  originality  and  individuality. 

Dr.  Kerrison  has  successfully  developed  this  feature  in  the  present 
volume  in  that  he  discusses  authoritatively  from  a  rich  practical  experi- 
ence and  from  a  broad  point  of  view  the  •  advanced  and  more  modern 
problems  of  otology.  Special  emphasis  is  laid  on  lesions  of  the  brain  and 
meninges  and  the  more  difficult  surgery  and  physiology  of  the  labyrinth. 
Another  Important  chapter  is  that  on  serum  therapy  including  auto- 
genous vaccines  and  the  production  of  the  Hiss  leucocyte  extract. 

In  the  section  on  the  operative  surgery  of  the  ear  the'  excellent  plan  of 
illustrating  each  successive  step  of  the  important  operations  has  been 
adopted.  It  is  au  excellent  working-guide  to  the  otologist  who  may  not 
have  the  facility  of  a  post-graduate  clinic  and  more  expert  ear  surgery 
close  at  hand.  Many  of  the  time-honored  theories  and  therapeutic  meas- 
ures which  no  longer  have  any  bearing  on  the  practice  of  otology  have 
been  eliminated  and  the  practical  subject  of  this  field  has  been  made 
especially  prominent. 

Hand-book  of  Diseases  of  the  Ear  for  the  Use  of  Students  and  Practi- 
tioners. By  Richard  Lake,  F.  R.  C.  S.  Eng.  Fourth  edition  revised 
and  enlarged.  Pp.  287  with  4  colored  plates  and  7  original  illustra- 
tions.   Wm.  Wood  and  Company,  New  York,  1912.    Price,  $3.00. 

There  is  but  one  derogatory  criticism  that  may  be  made  of  Mr.  Lake's 
fourth  revised  edition  of  his  excellent  "Hand-book  of  diseases  of  the 
ear"  namely  that  it  is  too  brief  not  only  for  a  treatise  or  text-book  but 
even  as  a  manual  for  the  under-graduate  and  practitioner. 

The  ripe  experience  of  so  eminent  an  authority  on  otology  should  be 
offered  in  more  substantial  form  and  with  considerably  more  elaboration. 

Notwithstanding  the  extreme  brevity  of  the  text  the  author  has 
brought  this  revised  edition  strictly  up  to  date,  including  a  graphical 
though  short  description  of  the  technic  of  the  labyrinth  operation,  oto- 
sclerosis, effect  of  labyrinthine  pressure,  and  the  status  of  the  semi- 
circular canals  in  the  functional  tests. 

Vicious  Gircles  in  Disease.  By  Jamieson  B.  Hurry,  M.  A.,  M.  D.,  Ex-pres- 
ident Reading  Pathological  Society.  Second  enlarged  edition,  pp. 
280.     J.  &  A.  Churchill,  London,  1913.     Price,  7/6  net. 

This  monograph  attempts  to  systematically  analyse  vicious  circles  in 
disease. 

The  author  defines  a  vicious  circle  as  a  morbid  process  in  which  two 
or  more  disorders  are  so  correlated  that  they  reciprocally  aggravate  and 
perpetuate  each  other. 

Vicious  circles  are  classified  into  seven  groups:  1.  Organic  circles. 
2.  Mechanic  circles.  3.  Infective  circles.  4.  Neurotic  circlesi.  5.  Chem- 
ical circles.     7.  Artificial  circles. 

Much  of  this  crystalized  pathological  and  physiological  data  is  closely 
correlated  to  our  work  in  oto-laryngology  and  deserves  careful  perusal. 
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THE  DEVELOPMENT  AND  EXTENSION  OF  THE  LIMITS 
OF  LARYNGOLOGY.* 

DR.  GEORGE  A.  LELAND,   BOSTON. 

To  this,  the  thirty-fifth  annual  meeting  of  the  oldest  national 
laryngological  society  in  the  world,  it  is  my  bounden  duty  and 
great  privilege  to  extend  a  most  cordial  welcome  and  I  do  it  with 
due  appreciation  of  the  great  honor  which  you  have  conferred  up- 
on me  by  adding  my  humble  name  to  that  noble  list  of  my  predeces- 
sors in  this  high  office,  the  Nestors  of  our  specialty  in  America. 
For  in  common  with  them,  I  consider  it  the  highest  honor  which 
can  come  to  any  man  in  our  branch  of  medicine:  and  I  may  add 
that  it  is  one  which  I  had  no  right  to  expect,  having  apparently  de- 
flected from  strict  laryngology  to  the  study  and  practice  of  what 
should  be  considered  its  most  important  branch. 

The  more  I  have  read  of  the  history  of  our  association  and  be- 
come imbued  with  its  spirit,  the  more  honor  and  respect  and  ad- 
miration I  have  for  those  twenty-one  gentlemen  who  met  in  Buf- 
falo, June  3,  1878,  and  projected  our  cherished  association.  And 
of  these  founders  we  rejoice  that  after  thirty-five  years  we  still 
have  on  our  list  of  active  fellows,  four,  and  on  the  retired  list,  one. 
And  there  are  three  others  still  living,  one  of  whom  is  yet  in  active 
practice  in  a  wider  field:  so  that  of  those  who  founded  the  world's 
first  national  association  for  the  study  of  laryngology,  there  are 
still  eight  living.    And  as  is  so  often  the  case,  we  can  well  say  they 

♦Presidential  address  delivered   to  the  thirty-ttfth  annual  meetlnjf  of  the 
American    Larynerological    Association.    WashinRton.    D.    C.    May    5,    1913. 
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laid  the  foundation  for  a  structure  greater  than  they  knew,  or 
could,  perhaps,  even  imagine.  And  we  must  admire  their  in- 
trepidity and  determination,  for  in  those  early  days  the  use  of  our 
mirrors  was  looked  upon  with  doubt,  disbelief,  and  ridicule.  Dr. 
Elsberg  in  the  first  annual  address  expressed  this,  as  quoted  by 
Delavan  in  his  masterly  address  in  1894,  when  he  said,  "The  road 
has  been  a  rugged  one,  and  few  of  you  can  realize  to-day  the  up- 
hill work,  the  obstacles,  and  obloquy  encountered."  Even  in  the 
writer's  memory,  back  in  1883  or  1884,  how  oracular  was  the  ad- 
vice of  his  medical  and  surgical  friends  that  exclusive  throat  prac- 
tice would  never  be  successful,  and  more  than  one  general  practi- 
tioner then  turned  up  his  nose  and  with  a  contemptuous  smirk  said 
"playthings"  when  the  laryngoscope  was  laid  out  for  examination 
of  a  tuberculous  larynx.  And  yet  one  of  them  had  to  acknowledge 
its  efficacy  when  euthanasia  was  brought  about  by  swabbing  out 
such  a  larynx. 

The  field  has  widened  enormously  during  the  last  thirty-five 
years.  One  of  our  early  presidents  deprecated  the  addition  of  the 
nose  to  our  subject  of  laryngology,  but  the  discovery  of  cocain 
made  it  inevitable  that  it  and  its  adnexa  should  be  added  and  stud- 
ied and  mastered.  And  since  the  ear  is  also  an  accessory  cavity, 
nine-tenths  of  whose  diseases  originate  in  the  mucous  membrane 
of  the  nose  and  naso-pharynx,  the  preventive  measures  against,  as 
well  as  treatment  of,  aural  disease  are  to  be  carried  out  in  the  re- 
gions falling  under  the  jurisdiction  of  the  American  Laryngological 
Association.  This  was  brought  out  in  1883  in  a  paper  wonderfully 
erudite  for  that  time,  written  by  Dr.  Beverley  Robinson,  one  of  our 
former  members,  and  published  in  the  Transactions  of  that  year. 

Preventive  medicine  is  the  great  subject  prominently  brought  to 
our  attention  at  this  meeting  because  of  the  great  fame  of  the 
President  of  this  Triennial  Congress  in  this  regard.  His  phenom- 
enal work  in  Cuba,  and  in  the  Canal  Zone  where  he  has  made  the 
pestilential  tropics  inhabitable,  is  one  of  the  wonders  of  the  world: 
and  the  name  of  Gorgas  will  ever  shine  as  one  of  the  bright  and 
particular  stars  in  the  galaxy  of  American  medicine.  This  is  at- 
tested by  the  fact  that  whereas  during  the  French  occupation,  daily 
a  train-load  of  dead  was  taken  to  that  most  populous  of  grave- 
yards at  Ancon,  so  numerous  were  the  victims  of  tropical  zymotic 
disease  that  records  could  not  be,  or  at  least,  were  not  kept.  Now 
the  death  rate  is  reduced  to  that  of  the  most  healthful  parts  of  the 
earth.  While  Col.  Gorgas  has  saved  his  tens  of  thousands,  it  falls 
to  each  and  every  one  of  us  to  be  enlisted  in  the  cause  of  preventive 
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medicine.  And  this  is  the  spirit  of  our  association  and  of  our  pro- 
fession, my  brethren,  to  prevent  as  well  as  to  cure,  to  destroy  our 
business  and  deplete  our  pockets  for  the  good  of  suffering  hu- 
manity. So  now  the  modern  Samaritan  on  the  Jericho  pike  not 
only  heals  the  sufferer  by  the  wayside,  but  seeks  out  and  destroys 
the  cause  of  his  malady,  whether  intrinsic  or  extrinsic,  so  that  there 
will  be  fewer  sufferers  from  the  same  cause  for  the  exercise  of  the 
benevolence,  skill,  or  greed  of  other  Samaritans. 

Our  founders  builded  wiser  than  they  knew  when  they  chose  the 
throat  as  the  field  of  their  specialty,  for  here,  as  shown  by  modern 
bacteriolog}'^  and  clinical  observation,  is  the  port  of  entry  of  many 
of  the  diseases,  nay,  we  might  almost  say  most  of  the  diseases  to 
which  poor  human  flesh  is  heir.  The  New  York  daily  which  said 
"The  nose  is  the  source  of  all  our  woes"  was  not  far  from  right, 
but  would  have  been  nearer  right  if  it  had  said  the  throat  and  nose. 
For  it  is  well  established  that  here  may  enter  through  the  lymphat- 
ics of  the  fauces  and  nose  micro-organisms  which  cause  tuberculosis, 
nephritis,  endocarditis,  sepsis,  cerebro-spinal  meningitis,  acne,  ery- 
thema nodosum,  erysipelas,  etc.,  and  by  extension  up  the  Eusta- 
chian tube,  aural  disease  of  all  sorts  leading  to  deafness,  pyemia, 
meningitis,  intra-cranial  abscess,  and  so  on  and  on.  And  it  is  in 
our  province  of  preventive  medicine  to  obviate  all  this,  to  put  the 
upper  air  passages  into  the  best  possible  shape,  and  to  teach  our 
patients  to  use  them :  I  repeat,  to  teach  the  proper  and  continuous 
use  of  them  ;  for  evidently  this  is  a  most  important  part  of  our  work ; 
since  this  gives  nature  the  chance  to  use  the  wonderful  measures 
she  has  provided  for  the  protection  of  our  organism. 

It  is  not  necessary  to  prove  this  by  going  into  the  physiology  of 
the  nose  and  of  the  faucial  lymphatics  before  this  audience  but  it  is 
desired  to  emphasize  the  contention  that  the  laryngo-rhinologist  is 
the  best  and  most  rationally  obvious  aurist  because  in  his  hands 
lies  the  prevention  of  those  pathological  conditions  which  bring 
about  so  much  pain,  distress,  inefficiency,  misery,  and  danger,  and 
because  in  his  region  is  the  best  point  of  attack  for  either  acute  or 
early  chronic  middle-ear  disease.  In  a  speech  at  the  banquet  of  the 
Ninth  International  Otological  Congress  in  Boston  last  August,  one 
of  the  first  otologists  in  America,  and  hence,  of  the  world,  advo- 
cated the  study  of  pure  otology  untrammeled  by  other  branches  of 
the  upper  air  passages.  But  it  is  evident  to  the  members  of  this 
American  Laryngological  Association  without  doubt  that  if  the  nose 
and  naso-pharynx  could  be  put  into  proper  shape  and  continuously 
used,  the  occupation  of  the  aurist  would  be  gone,  except  for  the  ef- 
fects of  traumatism,  and  perhaps  for  the  infections,  though  it  is 
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evident  that  these  would  be  largely  reduced  except  again  for  inva- 
sions of  the  internal  ear  from  such  affections  as  mumps,  pregnancy 
and  some  forms  of  meningitis. 

It  has  been  said  above  that  in  our  region  lies  the  best  point  of 
attack  for  acute  otitis  media,  and  it  may  not  be  out  of  place  to  say 
that  many  cases  of  acute  inflammation  of  the  middle  ear  may  not 
only  be  prevented  but  also  aborted,  even  when  the  drumhead  is  red 
or  even  bulging,  by  relieving  the  congestion  and  engorgement  of 
the  naso-pharyngeal  lymphatics,  which  means  the  adenoid  opera- 
tion especially  including  the  fossae  of  Rosenmueller.  This  has 
been  the  writer's  practice  for  twenty-five  years  in  private  when 
possible,  and  in  hospital  practice  when  opportunity  offered.  Many 
inflamed  and  acutely  distended  drumheads  have  been  saved  per- 
foration by  the  needle  or  otherwise  with  all  the  annoyance  of  dis- 
charging ears  consequent  thereon,  because  drainage  was  established 
from  within. 

And  so  also  in  the  region  of  our  activities  are  to  be  found  the 
ports  of  entry  for  infections  of  the  cervical  glands.  And  we  know 
how  universally  we  find  that  these  unsightly  tumors  are  preceded 
by  diseased  adenoids  and  tonsils  when  acute,  and  how  equally  fre- 
quently chronic  indurations  here  are  accompanied  by  chronic  dis- 
ease of  these  lymphatic  structures.  In  fact,  in  no  wise  can  here  the 
diagnosis  be  cornplete  unless  the  condition  of  the  tonsils  and  ade- 
noids be  thoroughly  ascertained.  And  yet  how  often  is  it  the  case 
that  the  general  surgeon  performs  his  extensive  dissection  for  the 
removal  of  these  glands  and  leaves  the  morbid  source  untouched 
and  probably  unknown. 

So  that  here  again  is  our  work  preventive  if  it  results  in  the  re- 
moval of  intra-cervical  disease  before  the  extra-cervical  indura- 
tions have  broken  down  and  become  fluctuating.  And  by  the  same 
token,  the  most  effective  treatment  of  early  cervical  adenitis  is  the 
thorough  ablation  of  our  old  friends,  infected  tonsils  and  adenoids. 
Moreover,  it  is  by  no  means  necessary  to  consider  these  glands 
tubercular  even  though  the  pathologist  may  find  a  few  bacilli  in 
their  substance.  Dr.  G.  Sims  Woodhead,  in  his  illuminating  ar- 
ticle on  the  "Channels  of  infection,''^  showed  conclusively  that 
these  glands  can  take  care  of  and  destroy  infectious  matter  pass- 
ing down  the  lymphatic  chain,  including  even  tubercle  bacilli.  Thus 
does  preventive  medicine  come  into  our  province  where  we  seek 
to  make  effective  Nature's  abundant  protective  measures. 

And  so  from  our  restricted  region  the  field  is  ever  broadening. 
Headaches,  neuralgia,  that  terrible  tic  douloureux  which  inflicts  so 


LELAND  :  LIMITS  OF  LARYNGOLOGY.  1125 

much  misery  and  leads  even  to  suicide — these  often  find  their  origin 
in  the  peripheral  distribution  of  the  fifth  nerve  in  the  nose  and  its 
accessory  cavities,  when  pressure  from  retention  of  pus  or  from 
contact  can  very  often  be  found  if  sought,  the  relief  of  which 
would  obviate  the  necessity  of  operations  on  the  nerve,  and  espe- 
cially the  removal  of  the  Gasserian  ganglion,  which  is  so  often  not 
successful  permanently  or  even  for  a  short  time. 

Moreover  from  the  original  demarcation  of  laryngology  we  have 
not  only  gone  upward,  but  the  introduction  of  Kierstein's  method 
of  direct  laryngoscopy  has  taught  us  to  go  downward,  so  that  not 
only  the  larynx,  but  the  trachea  and  bronchi  are  open  to  our  vision. 
And  furthermore,  behind  the  larynx  the  esophagus  and  even  the 
stomach  can  now  be  penetrated  by  illuminating  tubes  and  ingenious 
instruments,  the  products  of  the  consummate  skill  and  inventive 
genius  of  Killian,  one  of  our  Corresponding  Fellows,  and  of  Jack- 
son and  Mosher,  and  other  active  fellows  of  our  great  association. 

And  now,  as  a  final  compliment  to  us,  the  studies  of  the  pituitary 
body,  i.  e.,  the  hypophysis  cerebri,  have  shown  the  desirability  of  its 
removal  and  the  most  obvious  way  and  the  most  usual,  is  through 
the  nose,  the  operation  of  resection  of  the  septum  having  shown 
the  best  way  to  enter  the  sphenoid  and  to  reach  the  gland  by  re- 
moval of  its  roof. 

So  that  it  can  now  be  said  without  fear  of  contradiction  that  the 
confines  of  laryngology  as  laid  out  by  our  noble  founders  thirty- 
five  years  ago  have  been  extended  till  they  embrace  most  of 
the  upper  half  of  the  body — from  the  umbilicus  to  the  crown  of 
the  head.  Truly  in  the  language  of  that  doughty  warrior.  Com- 
modore Perry,  '*We  have  met  the  enemy  and  they  are  ours."  And 
it  may  be  added  that  the  aggressive  spirit  of  progress  of  the  Ameri- 
can Laryngological  Association  will  advance  in  the  future  as  in  the 
past.  \\'hen  other  obstacles  to  advancement  appear,  we  shall  quote 
again  from  one  of  our  greatest  generals,  who,  in  18G3  was  called 
"Unconditional  Surrender  Grant :"  "I  propose  to  move  immediate- 
ly upon  your  works." 

And  yet  in  the  accurate  knowledge  and  prophetic  vision  of  our 
first  president  much  of  this  field  was  outlined  in  his  definition  of 
the  boundaries  of  our  specialty.  To  quote  from  his  address,  p.  36,' 
"The  throat  specialist  of  to-day  is  called  upon  to  treat  all  these  dis- 
eases, and  more,  viz.,  aflfections  of  the  larynx  and  trachea;  of  the 
root  of  the  tongue,  valleculae  and  hyoid  bone ;  of  the  tonsils,  palate 
and  uvula,  of  the  pharynx,  pyriform  sinuses  and  esophagus ;  of  the 
pharyngo-nasal    space,   nasal   passages   and    frontal    sinus;   of   the 


1126  leland:  limits  of  laryngology. 

thyroid  body,  parotid  and  sublingual  glands ;  and  of  the  areolar  tis- 
sue, and  other  structures  that  make  up  the  anterior  portion  of  the 

neck. 

"Besides,  as  the  mucous  membrane  of  the  throat  is  continuous 
with  that  of  the  whole  alimentary  tract  on  the  one  hand,  and  that 
of  the  bronchi  and  their  ramifications  to  the  air  cells  in  the  lungs 
on  the  other,  and  through  the  pharynx  the  nasal  fossae  extends  to 
the  sphenoidal,  ethmoidal  and  maxillary  sinuses,  through  the  lacri- 
mal duct  to  the  conjunctiva,  and  through  the  Eustachian  tube  to  the 
mastoid  cells  and  tympanum — certain  diseases  of  these  regions 
must,  sometimes,  be  considered  by  the  laryngologist  in  addition." 
And  then  he  makes  this  most '  pertinent  and  forceful  remark,  "I 
need  not  here  dwell  upon  the  fact  that  the  connection  between 
throat  diseases  and  other  diseases  of  the  body  is  so  intimate,  that 
no  one  is  competent  to  be  a  throat  specialist  without  a  previous 
thorough  medical  education  and  considerable  general  clinical  ex- 
perience." It  is  to  be  feared  that  this  is  not  always  heeded  and  act- 
ed upon. 

During  the  past  year  no  startling  discovery  has  come  to  notice  in 
our  specialty,  but  in  the  process  of  sifting  out  the  chaff  and  con- 
serving the  grain,  notable  advance  may  be  recorded  towards  per- 
fection in  endoscopy  of,  and  treatment  in  the  bronchi,  esophagus, 
nose  and  naso-pharynx.  Vaccines  and  serums  and  radium  are  be- 
ing tested  and  exploited,  so  that  in  the  near  future  we  may  expect 
them  to  take  their  proper  places  in  our  therapy.  The  great  moun- 
tains of  tuberculosis  and  of  malignant  disease  yet  remain  uncon- 
quered,  though  the  former  in  early  stages  seems  to  be  more  or  less 
amenable  to  climatic  and  dietetic  treatment.  The  early  surgical  re- 
moval of  localized  malignant  disease  seems,  however,  to  be  mak- 
ing some  progress. 

Much  has  been  said  in  the  thirty-four  preceding  presidential  ad- 
dresses on  the  subject  of  education  of  the  undergraduate,  how  much 
of  laryngology  could  be  crowded  into  his  short  and  over-crowded 
curriculum;  of  the  post-graduate,  how  much  could  be  shown  and 
taught  him  in  the  few  weeks  or  months  he  could  devote  to  the  sub- 
ject, i.  e.,  how  much  of  a  near-specialist  we  could  make  of  him. 

But  there  is  a  large  class  still  which  has  not  been  mentioned — the 
general  practitioner.  And  it  is,  it  seems  to  me,  (aside  from  the 
pleasure  of  renewing  delightful  acquaintance)  the  one  great  ob- 
ject of  these  annual  meetings  to  discuss  questions  and  measures  of 
utility  and  importance,  and  to  put  out  our  conclusions  in  an  at- 
tractive, concise,  and  authoritative  form  so  as  to  demand  the  at- 
tention of  every  doctor.     And  to  this  end  our  papers  should  be 


LELAND  :    LIMITS  OF  LARYNGOLOGY.  1127 

widely  spread  through  journals  of  general  medicine,  and  not  em- 
balmed in  our  volumes  of  Transactions  only,  valuable  though  they 
may  be  and  are.  In  saying  this  I  am  not  unmindful  of  the  great 
circulation  of  the  Journal  of  the  American  Medical  Association  and 
of  the  two  great  New  York  journals,  but  I  suggest  still  wider  dis- 
semination, so  that  dangerous  conditions  may  not  become  fatal  be- 
cause unrecognized  with  a  laryngologist  or  bronchoscopist  near  at 
hand  but  not  consulted. 

"Of  making  many  books  there  is  no  end,  and  much  study  is  a 
weariness  of  the  flesh,"  was  said  long  before  modern  medical  writ- 
ings were  even  conceived  of.  And  yet  it  is  our  duty  and  privilege 
to  add  to  them,  to  publish  the  results  of  our  pioneer  work  for  the 
guidance  of  those  whose  field  is  less  restricted.  And  for  the  busy 
practitioner  the  short,  concise  article  dealing  with  the  commoner, 
yet  sometimes  puzzling  and  obstinate  maladies  to  be  found  in  the 
upper  air  passages,  which  he  may  almost  daily  meet,  is  more  ac- 
ceptable than  the  long,  learned,  scientific  and  often  largely  history 
ical  monograph  on  those  diseases  which  even  the  specialist  rarely 
sees.  To  be  a  guide,  a  teacher,  an  aid,  it  is  well  to  write  clearly  to 
the  point.  To  show  our  learning,  our  industry,  the  labor  of  our 
research  and  the  extent  of  our  experience,  we  can  afford  to  be 
comprehensive,  discursive,  prolix  and  ponderously  scientific,  but 
then  our  readers  will  be  largely,  if  not  exclusively,  specialists  like 
ourselves. 

At  the  beginning  of  the  nineteenth  century,  all  of  medical  knowl- 
edge, as  well  as  the  whole  range  of  human  knowledge  of  that  time 
was  compassed  by  the  brain  of  one  man.  Dr.  Thomas  Young,  of 
St.  George's  Hospital,  and  just  a  century  ago  this  year  (1813)  was 
published  his  first  book,  "Introduction  to  medical  literature,  in 
eluding  a  system  of  practical  nosology,"  a  work  of  great  labor  and  of 
great  assistance  to  students  and  investigators.  But  at  that  time 
the  whole  of  medical  literature  would  not  equal  that  of  any  one  of 
our  modern  specialties,  the  mastery  of  which,  together  with  a  ne- 
cessary working-knowledge  of  general  medicine  or  surgery,  taxes 
severely  enough  the  minds  of  even  our  greatest  intellectual  prodi- 
gies. 

It  is  my  sad  duty  to  record  that  three  of  our  fellows  have  joined 
the  "innumerable  caravan"  during  the  year. 

Dr.  C.  E.  Bean,  of  St.  Paul,  was  admitted  in  1880.  He  seems  to 
have  contributed  a  few  articles  in  the  early  years  of  his  member- 
ship, and  was  a  genial  fellow,  though  latterly  little  known. 

Dr.  James  E.  Newcomb,  our  last  president,  died  two  and  a  half 
months  after  he  relinquished  the  office.     At  the  meeting  in  Phila- 
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delphia,  1911,  it  was,  alas !  too  obvious  that  he  was  in  failing  health, 
and  we  all  heartily  approved  of  the  action  of  the  nominating  com- 
mittee in  conferring  upon  him  what  he  considered  "the  highest 
honor  in  the  power  of  American  laryngologists  to  bestow,"  and  we 
hoped  it  was  not  too  late.  He  served  us  faithfully  and  assiduously 
for  eleven  years  in  the  office  of  secretary,  during  which  time  our 
membership  had  doubled.  Learned,  skillful,  philanthropic,  influen- 
tial, a  hard  worker  and  genial  good  fellow,  his  memory  will  ever  be 
enshrined  in  the  hearts  of  those  who  had  the  good  fortune  to  know 
him  and  especially  in  your  hearts,  my  brethren  of  the  American 
Laryngological  Association. 

And  last  Tuesday,  on  April  29,  passed  on  our  former  pres- 
ident. Dr.  C.  H.  Knight.  He  came  into  the  association  in  1885, 
served  as  secretary  1889  to  1895,  and  was  president  in  1896. 
He  was  a  hard  worker,  a  learned  professor,  contributed  much  to 
our  Transactions,  and  was,  withal,  a  splendid,  kindly,  genial  gen- 
tleman. It  was  always  touching  to  me  when  I  heard  his  New  York 
confreres  refer  to  him  as  "Charlie  Knight."  It  showed  their  fa- 
miliar, affectionate  regard. 

Newcomb  and  Knight — two  great  souls  have  passed  on  to  their 
well  deserved  and  abundant  reward,  and  have  left  a  desolation  in 
the  ranks  of  our  most  highly  esteemed,  great  association.  I  cannot 
better  express  what  is  in  my  mind  to-day  than  to  quote  from  an 
eminent  New  England  prelate,  "Life  is  so  very  short  for  all  of  us, 
shorter  still  to  those  of  us  who  are  eager  to  do  something  that  will 
not  perish  when  we  die.  The  years  fly  by  at  a  thundering  pace 
which  frightens  us  with  its  dreadful  speed.  And  when  it  is  over 
and  gone,  the  one  thing  that  will  last  will  be  the  memory  that  we 
have  left  behind  us  in  the  hearts  that  loved  us,  in  the  souls  which 
understood  our  purposes,  and  which  beat  in  unison  with  our  no- 
blest impulses.  That  is  our  only  legacy — the  only  one  really  worth 
leaving  to  history  and  posterity." 

And  now,  gentlemen,  in  accordance  with  the  custom  of  my  pre- 
decessors, the  thirty-fifth  annual  meeting  of  the  American  Laryngo- 
logical Association  is  declared  open  and  ready  for  business,  and  I 
thank  you  for  your  co-operation  in  making  up  the  program  and 
bespeak  your  active  interest  to  carry  it  out  to  a  successful  termina- 
tion. 
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INDICATIONS  FOR  THE  CORRECTION  OF  DEVIATIONS 

OF  THE  NASAL  SEPTUM  BY  THE  QLEASON 

OPERATION.* 

DR.   E.   B.   GLDASON,   PHILADELPHIA. 

The  title  of  this  paper  necessitates  a  comparison  of  the  advan- 
tages of  submucous  resection  for  the  correction  of  deviations  of 
the  nasal  septum  over  older  methods  and  also  involves  the  ques- 
tion of  personal  equation.  For  the  individual  operator,  other  things 
being  equal,  the  operation  with  the  technic  of  which  he  is  most 
familiar  will  be  the  best.  However,  for  the  beginner  in  laryngology, 
my  method  has  the  advantage  of  being  quick,  easy,  free  from  risk 
and  requiring  no  great  skill.  Deformity  of  the  tip  of  the  nose 
never  occurs  and  perforations  very  seldom ;  while  in  case  of  fail- 
ure, the  procedure  does  not  interfere  with  a  subsequent  submucous 
resection. 

Perforations  after  submucous  resections  are  apparently  fre- 
quent. If  of  considerable  size  and  if  no  scar-covered  bone  or  car- 
tilage is  exposed  the  so-called  "scabs"  do  not  collect  and  the  per- 
forations apparently  do  no  harm.  Knowing  this  fact,  some  oper- 
ators have  advocated  the  removal  of  mucous  membrane  as  well 
as  cartilage  and  bone  when  it  is  impossible  to  elevate  the  perios- 
teum from  the  deviated  area  and  thus  cause  a  large  perforation. 
My  feeling  is  that  rather  than  resort  to  this  expedient  it  would  be 
better  to  avoid  a  perforation  by  converting  the  resections  into  a 
Gleason  operation. 

As  regards  deformity  following  submucous  resections  from 
sinking  of  the  bridge  or  tip  of  the  nose,  a  distinguished  operator 
who  has  probably  done  more  than  any  other  American  to  develop 
the  submucous  operation,  stated  that  in  traumatic  cases,  when  the 
tip  of  the  nose  is  flabby,  the  submucous  operation  is  contraindi- 
cated  because  of  probably  resulting  deformity,  and  that  my  oper- 
ation, under  such  circumstances  and  others,  is  the  proper  pro- 
cedure. 

It  has  been  stated  that  a  submucous  resection  in  individuals 
under  15  years  of  age  interferes  with  the  development  of  the  rest 
of  the  nose.  If  this  is  the  case  my  method  or  some  similar  pro- 
cedure should  be  the  operation  of  choice. 

•Read  by  invitation  before  the  section    on    LaryngoloR-y    and    Rhinolosy. 
cf  the  New  York  Academy  of  Medicine,  October  22,  1913. 
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If,  in  the  early  stage  of  a  resection,  the  patient  collapses  either 
from  cocain  poisoning  or  syncope  and  it  is  necessary  to  finish 
quickly,  it  would  be  better  to  convert  the  resection  into  a  Gleason 
operation.  The  same  is  true  when  a  hemorrhage  of  unusual  se- 
verity is  encountered.  The  Gleason  operation  can  always  be  done 
in  less  than  two  minutes. 

A  submucous  resection  under  ether  is  difficult  and  unpleasant. 
When  it  is  necessary  to  operate  under  ether,  especially  in  children, 
the  Gleason  operation  should  be  the  operation  of  choice.  The 
same  is  true  of  operations  on  the  aged  or  feeble. 

The  Gleason  operation  consists  of  a  U-shaped  incision  surround- 
ing the  deviated  area  of  the  septum  except  above.  Because  of  the 
leverage  involved,  the  vertical  crura  are  carried  as  high  up  as  pos- 
sible. Because  the  base  of  the  U  is  an  incision  through  the  hard 
bone  of  the  nasal  processes  of  the  maxillary,  or  through  the  vomer, 
it  must  be  made  with  a  saw,  a  strong  Sajous  saw  being  best  for  the 
purpose.  ^ 

Submucous  resection  is  more  successful  than  the  older  opera- 
tions mainly  because  the  removal  of  bone  and  cartilage  completely 
destroys  the  resiliency  of  the  deviated  area.  This  resiliency  is  the 
chief  cause  of  failure  in  all  the  older  operations  for  septal  devia- 
tion ;  and  the  next  best  way  of  overcoming  it  is  by  means  of  a 
quadrilateral  flap.  I  made  a  rough  model  of  a  deviated  septum  by 
thrusting  a  hollow  rubber  ball  through  a  hole  in  a  piece  of  card- 
board. On  this  bulging  area  of  rubber  I  did  the  Ash  operation, 
at  that  time  the  most  popular  of  the  operations  for  the  correction 
of  septal  deviations.  I  also  performed  other  operations  then  in 
vogue  and  demonstrated  that  the  cause  of  failure  was  the  triangu- 
lar shape  of  the  flaps,  and  that  a  quadrilateral  flap  resulting  from 
a  U-shaped  incision  in  the  rubber  bulb  where  it  bulged  through 
the  cardboard,  because  of  the  principle  of  leverage  involved,  so 
completely  neutralized  the  resiliency  of  the  rubber  that  such  a  flap 
would  not  spring  back  into  its  original  position  when  pushed  in- 
side the  rubber  ball.     Triangular  flaps  did. 

The  technic  of  the  operation  is  as  follows:  After  thorough  co- 
cainization,  a  nasal  saw  is  introduced  into  the  obstructed  nostril 
close  to  the  nasal  floor  beneath  the  bulging  area.  The  sawing  is 
horizontal  until  the  saw  has  penetrated  somewhat  deeply  into  the 
bone.  Thus  the  edge  of  the  saw  is  gradually  tilted  up  until  the 
direction  of  the  sawing  is  more  vertical.  A  gush  of  blood  from 
the  unobstructed  nostril  indicates  that  the  bone  has  been  pene- 
trated.    The  tip  of  the  saw  is  now  thrust  through  the  opening  in 
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the  septum  and  the  base  of  the  U-shaped  incision  is  completed  by 
sawing  at  first  backward  and  then  forward.  Pains  should  be  taken 
to  see  that  the  base  of  the  U-shaped  incision  extends  well  anterior 
and  posterior  to  the  deviation.  The  vertical  crura  of  the  U-shaped 
incision  are  best  made  with  knives,  one  curved  on  the  flat  (Sailer 
knife)  being  convenient  for  making  the  posterior  crus  of  the  U- 
shaped  incision.  The  lower  edge  of  the  flap  is  pushed  into  the 
unobstructed  nostril  with  the  forefinger-tip  and  the  neck  of  the 
flap  bent  as  nearly  a  right  angle  as  the  width  of  the  nose  will  per- 
mit. The  whole  success  of  the  operation,  in  horizontal  deviations 
at  least,  depends  on  the  thorough  bending  of  the  neck  of  the  Hap. 
The  patient  remains  seated,  but  the  operator  should  stand  up  and 
place  his  disengaged  hand  on  the  top  of  the  patient's  head  in  order 
to  bend  the  septum  upward  with  greater  force.  The  bone  at  the 
neck  of  the  flap  breaks  with  a  snap  audible  all  over  a  large  room. 
The  resiliency  of  that  part  of  the  flap  is  of  course  as  absolutely 
destroyed  as  if  a  submucous  operation  had  been  done.  The  car- 
tilage at  the  neck  of  the  flap  cannot  be  broken,  but  it  can  be  bent 
and  kneaded  until  its  resiliency  is  at  least  temporarily  gone.  After 
the  operation,  unless  the  Hap  is  perfectly  flaccid  and  there  is  no 
tendency  for  the  Hap  to  spring  hack  into  its  former  position,  the 
operation  will  he  a  failure.  Overlapping  of  the  edges  which  oc- 
curs in  all  of  the  older  operations  on  the  septum  will  not  prevent 
this  in  the  least,  even  if  the  edges  are  beveled  as  done  by  Watson. 
The  exploiting  of  the  resistance  offered  by  overlapping  flaps  which 
occurs  in  all  operations  for  septal  deviation  devised  before  Wat- 
son's time,  more  especially  that  of  Seiler  which  I  did  for  many 
years  before  devising  my  own,  induced  Watson  to  claim  that  my 
operation  was  the  same  as  his  and  later  on  a  modification.  Noth- 
ing could  be  more  untrue.  One  operation  depends  for  success  on 
the  utilization  of  the  resilience  of  overlapping  flaps  (not  originated 
by  Watson),  and  the  other  on  the  destruction  of  the  septal  resili- 
ence. This  is  best  accomplished  as  already  stated  by  complete  re- 
moval of  the  resilient  cartilage  and  bone  by  submucous  resection, 
and  next  best  by  the  use  of  a  quadrilateral  flap,  which  I  was  the 
first  to  employ. 

It  is  very  evident  that  my  operation  is  not  indicated  where  the 
deviation  is  high  up  and  the  operation  is  done  to  secure  better 
drainage  from  or  access  to  the  ethmoid  region  of  the  nose.  In 
many  cases  of  this  kind  better  results  are  obtained  by  removing 
the  middle  turbinate  than  by  operating  on  the  septum.  In  fact, 
before  operating  on  a  deviated  septum  the  condition  of  the  tur- 
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binates  should  receive  careful  consideration.  If  the  inferior  tur- 
binate opposite  the  convex  side  of  a  deviated  septum  is  so  atro- 
phied that  straightening  the  septum  will  render  one  nostril  so 
patulous  that  that  nostril  is  unable  to  perform  its  chief  function 
of  warming  and  moistening  the  inspired  air,  that  is,  if  after  a  sub- 
mucous resection  the  formerly  obstructed  nostril  is  so  patulous 
that  you  can  see  through  it  into  the  pharynx,  the  patient  will  not 
be  benefited,  but  harmed  by  the  operation. 

The  operation  I  devised  is  also  not  indicated  when  the  quadri- 
lateral cartilage  is  large  and  resilient.  In  such  case  probably  it 
will  prove  only  partially  successful,  and  submucous  resection  is 
far  superior  except  in  the  so-called  "vertical"  deviations  where 
only  a  very  narrow  portion  of  the  septum  is  affected.  In  such 
cases,  because  of  the  principle  of  leverage  involved  in  long,  narrow 
flaps,  the  operation  is  always  brilliantly  successful. 

After  the  operation  I  generally  introduce  a  tube  into  the  for- 
merly obstructed  nostril.  This  is  removed  and  cleansed  at  the 
end  of  twenty-four  hours.  It  is  allowed  to  remain  for  another 
twenty-four  hours  and  then  permanently  removed.  In  those  op- 
erations where  the  resilience  of  the  flap  was  not  destroyed,  but 
there  was  a  tendency  for  the  deformity  to  be  reproduced,  I  for- 
merly tried  to  secure  at  least  a  partial  success  by  compelling  the 
patient  to  wear  a  tube  for  a  week  or  more.  I  now  remove  the 
tube  permanently  at  the  end  of  forty-eight  hours  and  allow  the 
parts  to  heal,  and  if  the  operation  is  only  a  partial  success  I  either 
destroy  the  resiliency  of  the  neck  of  the  flap  by  a  submucous  in- 
cision of  the  cartilage  with  a  knife  or  the  use  of  Fetterolf's  files, 
or  I  do  a  submucous  resection  which,  as  I  have  already  explained, 
is  not  rendered  impossible  by  the  previous  operation.  The  U- 
shaped  incision  is  not  within  the  deviated  area,  but  around  it  ex- 
cept above,  and  its  scar,  therefore,  cannot  possibly  be  in  the  way 
of  an  operator  who  wishes  to  remove  this  deviated  area  by  a  sub- 
mucous resection. 
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AUTOGENOUS  VACCINE  IN  THE  TREATMENT  OF 
HAY=FEVER. 

DR.  P.  M.  FARRINGTON,  MEMPHIS,  TENN. 

With  well-trained  minds  of  the  highest  order,  with  wealth 
and  government  backing,  the  laboratories  of  to-day  are  elevating 
medicine  by  leaps  and  bounds.  Matters  of  doubt  become  living 
facts,  and  the  knowledge  of  yesterday  is  disproved  in  many  in- 
stances. 

So  thick  and  fast  do  the  announcements  come  that  men  in 
active  practice  have  not  the  time  or  training  to  know  definitely 
or  weigh  with  proper  judgment  the  testimony  offered.  We, 
therefore,  must  accept  with  a  certain  amount  of  blind  faith  the 
wonderful  means  placed  at  our  disposal  for  use  in  our  fight 
against  disease.  The  subject  of  immunization  by  the  use  of  vac- 
cines has  appealed  strongly  to  the  medical  world. 

Many  investigations  have  been  made  in  various  lines.  Sonic 
have  resulted  brilliantly,  while  others  have  been  failures.  Fol- 
lowing a  happy  experience  in  the  case  of  a  chronic  discharging 
ear,  where  the  autogenous  vaccine  was  used,  it  occurred  to  me 
that  its  use  in  hay-fever  would  be  indicated.  In  August,  1911, 
I  tried  it  out  for  the  first  time  in  a  case  of  five  years'  standing. 
The  result  was  most  gratifying,  and  I  reported  the  case  at  the 
Southern  Section  of  the  American  Laryngological,  Rhinological 
and  Otological  Society,  meeting  in  New  Orleans,  February,  1912. 
Throughout  the  fall  of  1912  I  treated  a  series  of  twenty-five 
cases  with  excellent  results.  With  but  one  exception  these 
cases  were  of  years'  standing  and  had  tried  every  known  remedy 
without  relief.  All  the  patients  were  from  my  private  practice 
and  could  be  watched  carefully. 

It  was  my  intention  to  have  these  patients  under  observation 
before  the  hay  fever  season  started,  that  I  might  correct  any 
abnormality  present,  such  as  polypi,  hypertrophied  turbinates, 
deflected  septum,  sinus  disease,  etc.  In  other  words,  I  proposed 
to  put  the  nose  in  as  normal  a  condition  as  possible  and  await 
the  oncoming  season.  If,  despite  these  efforts,  they  developed 
hay-fever,  use  the  vaccine. 
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This  plan  did  not  work  for  the  very  good  reason  that  the 
majority  of  my  patients  presented  themselves  only  after  the  on- 
set of  symptoms,  or  so  very  little  in  advance  of  the  time  that 
surgical  measures  were  not  to  be  considered.  It  thus  happened 
that  in  this  series  were  several  cases  of  marked  deflection  of  the 
septum,  together  with  hypertrophy  of  the  turbinates,  which 
should  have  been  operated  before  good  results  could  be  hoped 
for. 

The  series  was  divided  into  four  groups:  those  that  were 
cured ;  those  that  were  markedly  improved ;  those  that  were  im- 
proved; and  those  that  were  failures.  The  results  were  as  fol- 
lows: Out  of  the  twenty-five  patients  treated,  thirteen  or  fifty- 
two  per  cent  were  cured;  six  patients  or  twenty-four  per  cent 
markedly  improved;  three  patients  or  twelve  per  cent  slightly 
improved;  three  patients  or  twelve  per  cent  failures. 

Of  the  thirteen  patients  cured,  eight  were  complicated  by  asth- 
matic attacks.  Of  the  six  markedly  improved,  five  had  asthma. 
Of  the  three  slightly  improved,  all  had  asthma.  Of  the  three 
failures,  all  had  asthma. 

The  vaccine  was  prepared  as  follows:  After  the  nasal  symp- 
toms had  developed  a  sterile  platinum  loop  was  passed  well  up 
along  the  middle  turbinates,  and  the  film  of  secretion  transferred 
to  sterile  agar  tubes. 

The  patients  were  instructed  not  to  use  medicines  of  any  kind 
twenty-four  hours  before  the  secretion  was  to  be  removed.  Two 
tubes  were  used  in  each  case  and  the  combined  growth  washed 
oflf  with  sterile  normal  saline  solution.  The  bacteria  were  then 
killed  by  heat,  standardized,  and  placed  in  two-ounce  bottles  with 
inverted  rubber  nipple  for  stopper.  In  this  way  the  vaccine 
could  be  drawn  out  by  plunging  the  hypodermic  needle  through 
the  nipple,  and  the  danger  of  contamination  reduced  to  a  mini- 
mum. In  this  connection  I  am  glad  to  say  that  no  abscesses 
were  produced  by  the  injections  throughout  the  series. 

The  average  number  of  injections  was  nine.  The  dose  best 
suited  was  found  to  be  200  million  every  fourth  day.  Larger 
doses  were  tried  in  a  few  instances,  but  no  especial  benefit 
noted. 

In  several  cases  where  the  dose  was  increased  to  400  or  500 
million,  a  rather  marked  reaction  with  the  increase  of  hav-fever 
symptoms  occurred,  necessitating  a  skip  of  six  or  eight  days 
in  the  treatment.    Improvement  may  not  be  expected  until  three 
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doses  have  been  given.  Some  cases  eventually  cured  did  not 
show  improvement  until  the  sixth  dose  had  been  given. 

In  my  humble  opinion,  autogenous  vaccine  offers  decidedly 
more  in  the  treatment  of  hay-fever  than  all  other  known  methods 
combined.  Its  indiscriminate  use,  however,  without  a  careful  in- 
spection of  the  nasal  passages,  coupled  with  sufficient  skill  and 
knowledge  for  the  correction  of  gross  pathological  lesions  with- 
in the  nose,  and  accessory  sinuses,  will  prove  a  failure,  and  will 
discredit  an  eflficient  remedy. 

Bank  of  Commerce  and  Trust  Building. 


Operations  on  Nose  in  Treatment  of  Headache.  Froese,  Deut. 
med.  Wchnschr.,  May  15,  1913. 
Ten  cases  are  reported  which  show  the  improvement  in  neu- 
ralgic and  headache  conditions  following  nasal  operation.  In 
only  one  case  (where  the  man  did  not  follow  instructions)  did 
slight  nausea  and  fever  result.  The  techiiic  is  minutely  described. 
Friese  feels  that  these  interventions  are  not  as  dangerous  as  some 
think,  that  they  are  of  great  benefit  and  that,  with  care,  they  do 
not  cause  meninsritis.  Ed. 


Primary  Syphilis  of  the  Nose  Treated  with  "606."  M.  Artelli, 
Boll,  delle  mal.  dell'Orecchio,  June,  1913,  p.  126. 
It  is  very  unusual  for  the  initial  lesion  to  be  in  the  nose.  The 
case  reported  was  in  a  man  of  ?8  years ;  neoplastic  type  of  lesion  in 
right  anterior  portion  of  septum;  hard  indolent  swelling  in  right 
submaxillary  glands ;  Wassermann  positive ;  roseola  appeared  short- 
ly. Salvarsan  was  administered  intravenously;  after  forty-eight 
hours  improvement  in  nasal  condition.  Artelli  recommends  a  com- 
bination of  .salvarsan  and  Hg.  Ed. 


ETHMOIDAL  ABSCESS   CAUSED  BY  THE  BACILLUS 
FUSIFORMIS  OF  PLAUT=VINC£NT. 

DR.  F.    H.  BRANDT^   BOISE,   IDAHO. 

Not  until  recently  have  we  been  regarding  an  ulcerative  process, 
commonly  known  as  Vincent's  angina,  as  an  infection  of  the  throat 
only.     Of  late,  however,  in  response  to  closer  investigation,  inter 
est  is  growing  as  to  the  location  in  which  this  has  been  found. 

Fruehwald^  cites  an  interesting  case  of  a  little  girl  who  had  swal- 
lowed a  sewing  needle,  which,  upon  examination,  was  found  stick- 
ing in  the  posterior  pharyngeal  wall  opposite  the  entrance  of  the 
larynx.  This  was  extracted,  but  the  needle  broke  off,  and  further 
attempts  to  remove  the  remaining  piece  were  unsuccessful.  In  the 
next  few  days  fever  and  rigidity  of  the  neck  developed,  and  an 
external  operation  was  done  to  explore  the  tract  of  the  needle. 
The  needle  was  found  in  a  fistulous  tract  with  some  pus.  Menin- 
gitis developed  and  the  patient  died.  The  autopsy  showed  menin- 
gitis and  brain  abscess  due  to  the  bacillus  fusiformis.  RothwelF 
publishes  a  case  with  chills,  high  temperature,  severe  pain,  per- 
sistent cough  and  abundant  watery-blood  sputum,  which  was  full 
of  the  Vincent  organisms.  Tunicliffe^  gives  a  case  of  general 
pyemia  with  multiple  abscesses  in  various  parts  and  organs  of  the 
body,  following  an  appendicitis. 

Ghon  and  Mucha*  published  three  cases,  of  which  the  first  one 
gave  a  clinical  history  of  chronic  lung  tuberculosis.  Autopsy 
showed  tuberculosis  in  right  lung,  of  both  kidneys  and  in  the  right 
suprarenal  gland.  A  putrid  abscess  was  found  in  the  right  hemi- 
sphere containing  the  fusiform  bacilli  and  spirochetes.  The  sec- 
ond case  is  one  of  appendicitis,  with  secondary  abscesses  in  the 
right  tibia,  cerebro-spinal  meningitis,  abscesses  in  both  kidneys, 
in  left  lung  and  the  liver.  The  third  case  is  similar  to  the  second 
one.  Kaspar  and  Kern"^  cite  two  histories,  very  much  like  the 
above,  in  one  the  appendix  being  the  starting  point,  and  in  the 
other  one,  very  probably  the  cardia  of  the  stomach.  The  above 
cases  show  us  that  almost  any  portion  of  the  body  may  be  invaded 
by  this  organism. 

To  the  above  I  wish  to  add  my  case-report :  Male,  aged  54,  with 
a  history  of  supra-orbital  headache  mostly  over  the  right  side, 
duration  about  three  weeks;  no  more  than  usual  discharge  from 
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the  nose ;  no  elevation  in  temperature.  The  headache  seemed 
worse  in  the  morning.  Examination  showed  nothing  external,  no 
protrusion  of  eyeball  or  redness ;  pain  could  be  elicited  on  pressure 
over  internal  orbital  plate.  Internally,  left  side  negative.  No  dis- 
charge on  right  side,  but  the  middle  turbinate  filled  the  upper  nasal 
space.  A  diagnosis  of  ethmoid  trouble  was  made  with  a  probable 
frontal  sinus  involvement. 

The  operation,  under  cocain,  consisted  in  an  attempt  to  resect 
the  front  portion  of  the  middle  turbinate.  This,  however,  was 
merely  a  shell  filled  with  a  cheesy  material  of  a  characteristic  odor. 
Microscopic  examination  revealed  the  fusiform  bacillus  and  the 
accompanying  spirochete,  and  here  and  there  other  forms  of  bac- 
teria ;  there  was  now  no  question  as  to  the  diagnosis. 

The  entire  middle  turbinate  had  to  be  removed,  since  a  good 
deal  of  destruction  had  gone  on  in  the  ethmoid  cells ;  both  the 
anterior  and  posterior  sinuses  had  to  be  taken  out ;  the  f ronto-nasal 
duct  was  enlarged  and  the  entire  ethmoid  cavity  carefully  curetted. 
This  space  was  swabbed  out  with  a  weak  iodin  solution  and  lightly 
packed  with  xeroform  gauze,  and  patient  was  given  five  grains  of 
urotropin  every  four  hours  as  a  protection  for  any  cerebral  com- 
plication. Packing  was  removed  the  next  day  and  the  cavity  re- 
packed with  a  tampon  of  a  10  per  cent  solution  of  salvarsan  in 
glycerin.  This  was  left  there  one  hour  and  repeated  daily  for  four 
days.  The  headache  rapidly  disappeared  and  practically  no  pus 
was  seen  after  the  operation.  In  ten  days'  time  the  patient  was 
sent  home  with  instruction  to  cleanse  the  nose  with  a  weak  solu- 
tion of  iodin.  Though  it  is  a  year  since  the  operation,  there  has 
been  no  trouble  or  recurrence.  • 

Twenty  years  ago.  Plant  and  Vincent,  entirely  independently  dis- 
covered that  this  form  of  ulcerative  angina  is  due  to  two  different 
organisms,  but  in  the  last  six  years  much  more  work  has  been 
done  and  it  is  now  generally  conceded  that  we  do  not  have  two 
distinctly  different  organisms,  but  that  one  is  merely  an  evolution- 
ary form  of  the  other,  always  found  together.  This  view  seems 
to  have  been  definitely  proved  by  TunniclifFe. 

Lasagna"  in  his  experiments  came  to  the  conclusion  that  the 
spirochete  might  be  the  primary  factor,  as  he  found  the  fusiform 
bacilli  very  scarce  in  the  beginning.  By  inoculating  necrotic  tissue 
into  guinea  pigs  he  could  produce  much  severer  and  more  timely 
symptoms  than  by  injecting  the  fusiform  bacilli  alone.  Hence  his 
conclusion. 
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In  regard  to  treatment  might  be  mentioned  that  Gerber^  has 
given  salvarsan  intra-venously  with  good  results  (0.5  and  0.6 
grams  were  used).  RumpeP  reports  seven  cases  with  equally  good 
results.  On  the  local  action  of  salvarsan,  Achard^,  Gutmann^**,- 
and  Sourdel^-  have  reported  favorably.  The  salvarsan  was  sus- 
pended in  glycerin.  Zitz^^  has  also  reported  good  results,  by  first 
irrigating  with  a  saline  solution  and  a  10  per  cent  solution  of  sal- 
varsan, suspended  either  in  water,  glycerin  or  oil. 
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Sluder  Method  of  Tonsillectomy.    A.  M.  Corwin,  ///.  Med.  Jour., 
Jan.,  1913. 
In  this  paper  Corwin  lauds  Sluder's  method  of  tonsillectomy  and 
describes  the  various  modifications  and  improvements  made  in  the 
instrument  and  accessory  technic.  Ed. 


Maligrnant  Disease  of  Tongue  and  Mouth.  R.  Abbe,  Med.  Rec, 
March  15,  1913,  p.  461. 
From  observations,  during  the  last  ten  years,  of  40  cancers  of  the 
tongue,  15  leucoplapias,  27  sarcomata  of  the  jaw,  40  sarcomata  of 
the  pharynx  and  tonsil,  and  carcinomata  and  tumors  in  various 
other  regions  Abbe  concludes  that  early  radical  operation  is  the 
only  reliable  procedure.  Radium  is  eflfective  in  giant-cell  sar- 
coma and  in  leucoplakia.  Ed. 


A  LARGE  CYST  OF  THE  EPIGLOTTIS.* 

DR.   H.   MOULTON,  FORT  SMITH,  ARKANSAS. 

According  to  Mischkin^  cysts  of  the  epiglottis  occur  most  often 
in  men  between  the  ages  of  18  and  50  years.  Dr.  Crosby  Greene^  of 
Boston,  however,  refers  to  the  literature  of  three  cases  in  infants 
which  caused  death  by  suffocation.    No  age  is  exempt. 

Lenox  Brown,®  Mischkin,"  Forsyth,'  and  others  regard  cysts  of 
the  epiglottis  as  retention  cysts.  They  are  ver>'  rare.  Xoquet^  says 
they  are  rarer  than  cysts  of  the  vocal  cords.  Moure-  reports  117 
cases  of  cysts  of  the  larynx  of  which  fifty  were  of  the  epiglottis. 
Morell  ^lackenzie^  publishes  a  drawing  of  a  cyst  of  the  an- 
terior surface  of  the  epiglottis.  Several  such  cases  are  recorded. 
Most  of  the  cysts  reported  are  of  small  size,  less  than  the  size  of  a 
cherr\%  producing  slight  or  no  symptoms.  Those  as  large  as  a 
hazel-nut  are  rare ;  larger  ones  very  rare. 

Hamilton-  of  Montreal  records  one  as  large  as  a  hen's  egg,  said 
to  be  the  largest  on  record :  Beck,^  one  as  large  as  a  large  hazel-nut ; 
Greene,"  one  that  was  one  inch  in  diameter. 

Most  of  the  cysts  reported  were  attached  to  the  anterior  or  poster- 
ior surfaces  of  the  epiglottis,  base  of  the  epiglottis,  or  to  the  lateral 
folds  leading  from  the  base  to  the  pharyngeal  walls.  I  find  only 
one  case,  that  reported  by  Beale,*  growing  from  the  glosso-epiglottic 
fossa,  the  size  of  a  cheriy. 

The  treatment  usually  employed  has  been  the  snare,  avulsing  or 
cutting  forceps,  with  or  without  electro-cauter}-.  Beck^  resorted 
successfully  to  lateral  pharyngotomy  after  the  other  measures  failed. 

The  case  I  wish  to  report  bears  the  double  distinction  of  being 
one  of  the  very  few  large  ones,  and  of  arising  from  the  verj'  unusual 
lociation  in  the  glosso-epiglottic  fossa. 

Mr.  C,  a  lawyer,  37  years  of  age,  of  excellent  general  health  and 
the  father  of  healthy  children  consulted  me  on  September  27,  1911. 
Two  or  three  years  before  he  had  had  a  slight  hoarseness  which 
soon  disappeared.  For  four  or  five  weeks  before  consulting  me  he 
had  been  troubled  with  a  gradually  increasing  feeling  of  fullness  in 
his  throat,  which  was  now  beginning  to  interfere  with  swallowing 
and  speaking.  Laryngoscopic  examination  revealed  a  large,  smooth, 
yellowish-red  tumor  between  the  epiglottis  and  tongue  on  the  left 

•Read  before  the  American  Academy  of  Ophthalmology  and  Oto-Laryn- 
grologry.      Chattanoogra,   Tennessee,   October   29.    1913. 
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side.  The  tumor  displaced  the  epiglottis  backward  and  to  the  right 
side  and  extended  from  the  left  lateral  pharyngeal  wall  two-thirds 
of  the  way  across  to  the  other  side.  Its  summit  was  somewhat 
higher  than  the  crest  of  the  epiglottis.  In  size  it  might  be  compared 
to  an  English  walnut.  It  was  firm  to  the  touch  and  apparently  with- 
out fluctuation. 

In  discussing  the  diagnosis  the  probability  of  its  being  cystic  was 
considered  together  with  the  possibility  of  its  being  some  such  solid 
growth  as  a  scaroma  or  gumma.  At  my  request  the  patient  saw  Dr. 
J.  E.  Logan  of  Kansas  City  on  October  6,  who  punctured  the  tumor 
and  established  the  diagnosis  of  cyst.  In  four  weeks  the  cyst  had 
refilled.  I  punctured  it  again  releasing  about  an  ounce  of  viscid  yel- 
lowish mucus.  The  next  time  it  recurred  I  attempted  to  cut  away 
as  much  of  the  cyst  wall  as  possible  with  a  Krause  cutting  laryngeal 
forceps.  Of  course  at  the  first  cut  the  sac  collapsed  and  very  little 
more  of  the  cyst  wall  could  be  secured.  A  curette  was  pushed  into 
the  cavity  hoping  to  irritate  the  walls  and  produce  adhesive  inflam- 
mation. The  shape  and  situation  of  the  tumor  precluded  the  use  of 
a  snare. 

After  several  recurrences  and  attempts  to  cut  away  the  cyst  wall 
an  operation  was  finally  performed  on  April  22,  1912.  After  open- 
ing the  cyst  this  time,  as  before,'  the  walls  collapsed  deep  into  the 
glosso-epiglottic  fossa.  The  main  attachment  was  a  broad  one,  to 
the  lower  part  of  the  anterior  surface  of  the  epiglottis,  extending 
down  to  the  bottom  of  the  fossa.  With  the  aid  of  the  laryngeal  mir- 
ror I  was  able  to  get  a  large  electro-cautery  point  into  the  cyst 
cavity  thoroughly  cauterizing  its  walls  in  every  direction.  There 
was  moderate  reaction  which  soon  subsided.  To  date  after  a  lapse 
of  eighteen  months  there  has  been  no  recurrence.  The  tissues  in 
the  bottom  of  the  left  glosso-epiglottic  fossa  remain  very  slightly 
thickened.  Otherwise  the  parts  are  normal.  Cocain  was  the  anes- 
thetic employed. 
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INTRA-NASAL  OPERATIONS  AND  THEIR  RELATION 
TO  HEARING.* 

DR.  S.  W.  -THURBER,  NEW  YORK  CITY. 

The  subject  of  this  paper  was  suggested  to  me  as  one  on 
which  a  discussion  could  be  very  profitably  entered  into,  both 
from  the  standpoint  of  a  rhinologist  and  an  otologist.  I  can 
produce  nothing  new  or  startling,  but  hope  to  bring  out  some 
points  of  common  interest. 

First,  as  to  the  physiological  inter-relation  of  the  nasal  and 
otitic  cavities.  It  is  a  fact,  I  think  conceded  by  all,  that  the 
nose,  accessory  sinuses,  pharynx,  Eustachian  tube,  middle  ear, 
larynx  and  so  on  further  down  are  all  ramifications  of  the  same 
tract.  Taking  the  nasal  cavity  as  the  beginning,  normal  condi- 
tions here  from  birth  up  give  that  individual  the  best  protection 
against  diseases  of  the  pharynx  and  middle  ear.  Normal  nasal 
conditions  include  three  factors :  (a)  a  balanced  secretion  (the 
right  proportions  between  the  serous  and  mucous  elements  to 
permit  surface  flow  without  irritation)  ;  (b)  good  ventilation  as 
applied  to  the  air  currents  to  and  fro;  and  (c)  good  drainage 
posteriorly  into  the  pharynx.  Anything  which  disturbs  one  or 
more  of  these  factors  will  give  rise  to  certain  symptoms.  If 
nature  had  not  supplied  us  with  a  duplicate  nasal  passage,  dis- 
turbances that  are  now  tolerated  would  never  have  been  al- 
lowed to  run  on  to  the  extent  now  seen.  This  tolerance  will 
become  yet  less  and  less  as  our  patients  are  educated  to  the 
harmful  effects  of  the  laisse  faire  position.  The  less  distressing 
intra-nasal  conditions  are  now  brought  to  the  physician's  notice 
where  a  few  years  ago  they  would  have  been  tolerated  as  a  mat- 
ter of  course  and  of  little  consequence. 

This  brings  us,  therefore,  to  the  question  of  intra-nasal  opera- 
tions in  the  young  as  a  matter  of  prophylaxis  in  saving  the 
hearing.  Here  it  is  impossible  to  separate  the  naso-pharynx 
from  the  intra-nasal  cavity  proper,  because  of  their  very  inti- 
mate association. 

By  reason  of  the  proportionately  large  Eustachian  cushions 
in  the  child,  adenoids,  when  present  in  any  obstructive  degree, 

•Read  at  the  meeting  of  the  New  York  Academy  of  Medicine,  Section  on 
Laryngrology,   April   23.   1913. 
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do  more  harm  to  the  ears  than  any  other  condition;  and  even 
when  not  large  enough  to  form  an  obstructive  mass,  their  lat- 
eral tags  and  bands  seriously  interfere  with  the  ventilation  of 
the  middle  ear  by  restricting  the  action  of  the  lips  of  the  tube. 
To  save  the  hearing  in  these  cases  the  obstructing  mass  must 
be  removed  and  especial  care  be  taken  to  clean  out  the  fossae  of 
Rosenmueller.  The  question  of  the  time  in  which  to  operate  is 
important.  Shall  gne  remove  adenoids  during  an  attack  of  either 
acute  catarrhal  or  acute  suppurative  otitis  media?  The  otitis 
even  of  the  so-called  catarrhal  type  often  follows  a  rhinitis  or 
pharyngitis,  and  may  be  considered  an  infection.  The  large 
base  left  denuded  after  the  removal  of  adenoids  would  theoret- 
ically offer  many  channels  for  a  bacterial  invasion;  yet  on  the 
other  hand,  the  continued  presence  of  adenoids  makes  the  reso 
lution  of  the  otitis  more  difficult  and  at  times  impossible.  Ac- 
curate judgment  in  these  cases  is  necessary,  and  it  does  not 
seem  as  if  any  hard  and  fixed  rule  can  be  formulated.  In  the 
chronically  discharging  ear,  the  case  is  different.  One  has 
waited  for  resolution  in  vain  and  operation  is  here  clearly  indi- 
cated. The  same  considerations  apply  to  other  naso-pharyngeal 
growths,  but  as  their  base  is  not  apt  to  cover  as  large  an  area 
as  that  of  an  adenoid  mass,  their  removal  need  not  be  delayed. 
The  common  intra-nasal  obstructive  lesions  in  the  child  which 
interfere  with  proper  ventilation  and  drainage  of  the  middle  ear, 
are  hypertrophic  rhinitis  (that  of  the  middle  turbinate  frequent- 
ly associated  with  ethmoiditis)  and  septal  deformities.  A  sur- 
prising number  of  children  and  young  adults  will  present  all 
grades  of  obstructive  lesions  of  the  nose  without  ever  giving  any 
symptoms  referable  to  their  ears,  yet  in  the  experience  of  later 
years  one  cannot  escape  the  conviction  that  had  these  condi- 
tions been  relieved  when  seen  in  the  youth  of  these  same  indi- 
viduals, the  ears  would  have  been  saved  insidious  disease.  In 
other  words,  operate  in  children  to  prevent  mouth  breathing. 
The  kind  of  operation  to  perform  on  the  septum  of  a  growing 
child  is  important.  It  is  a  question  whether  an  extensive  sub- 
mucous removal  of  the  septal  cartilage  or  part  of  the  ethmoid 
plate  is  a  wise  procedure.  Personally,  I  limit  the  amount  of 
material  removed  to  as  small  an  area  as  is  possible  to  obtain 
good  function.  After  the  removal  of  adenoids,  there  is  often 
quite  a  grade  of  hypertrophic  turbinate  tissue  to  be  taken  care 
of,  over  the  inferior  bone  especially,  and  this  can  best  be  re- 
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duced  by  lines  of  cauterization,  for  the  bone  itself  will  rarely 
be  found  to  be  too  large  to  permit  good  nasal  respiration.  The 
removal  of  the  hypertrophy  of  the  posterior  tip  of  the  inferior 
turbinates  is  necessary  when  it  is  of  sufficient  size  to  interfere 
with  the  anterior  lip  of  the  Eustachian  tube, 

From  the  obstructive  lesions  in  the  nose  and  pharyTix  let  us 
turn  to  the  atrophic  cases.  The  frequency  of  ethmoiditis  in  the 
young  as  associated  with  atrophic  rhinitis  would  center  opera- 
tive procedures  about  the  ethmoid  cells.  Of  course  if  any  of  the 
other  sinuses  are  involved  these  will  also  demand  our  attention. 
In  any  case,  the  harm  of  pus  flowing  over  the  nasal  and  pharyn- 
geal mucous  membrane,  the  irritation  from  crusts  and  putre- 
faction is  well  established.  Infection  of  the  middle  ear  often 
occurs,  and  atrophic  changes  follow  in  the  tube  and  ear  as  they 
do  in  the  nose. 

The  main  difficulty  in  my  mind  in  operations  on  the  ethmoid 
cells  is  to  effect  a  cure  without  at  the  same  time  making  the 
nasal  space  too  patent,  filled  with  cicatricial  tissue  with  its  at- 
tending loss  of  secreting  glands,  and  thus  bringing  about  post- 
operative atrophic  changes  as  bad,  if  not  worse,  than  the  original 
condition, — the  absence  of  pus  being  the  only  difference.  To 
remedy  this,  one  might  resort  to  the  submucous  injection  of 
paraffin  to  build  up,  as  it  were,  new  turbinates ;  but  this  is  hardly 
feasible  in  the  middle  turbinate  region,  especially  in  the  yOung. 
Operation  for  prophylaxis  in  adult  is  indicated  along  the  same 
lines  as  already  mentioned,  i.  e.,  putting  the  nose  in  as  near  a 
physiological  condition  as  possible  as  to  ventilation,  drainage, 
and  balance  of  the  elements  of  the  secretion.  A  few  things  may 
be  added  in  the  line  of  obstructive  lesions  more  common  in 
adults  than  in  children,  such  as  polypi,  septal  traumatism,  hem- 
atoma and  abscess,  dislocations,  spurs  and  ridges,  and  in  the 
atrophic  varieties  the  involvement  of  all  the  sinuses  now  fully 
developed.  Patients  coming  to  us  with  any  of  these  lesions 
will  often  complain  of  some  loss  of  acute  hearing ;  and  if  we  are 
to  prevent  further  extension  of  middle-ear  disease,  intra-nr.^al 
operations  are  indicated. 

But  what  about  the  slowly  advancing  chronic  catarrhal  otitis, 
where  the  examination  of  the  nose  reveals  no  mal-secretiop  and 
there  is  good  ventilation  and  drainage  yet  certain  abnormalities 
exist,  either  unilateral  or  bilateral  that  would  interfere  with 
proper  treatment  of  the  aural  condition.    A  common  example  is 
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a  low  ridge  interfering  with  the  passage  of  the  Eustachian  cat?' 
eter.  Shall  the  catheter  be  passed  through  the  opposite  naris  or 
shall  the  ridge  be  removed?  Or,  if  it  is  possible  to  inflate  the 
ears  by  Politzer's  method,  would  the  fact  that  one  nari.s  was 
moderately  blocked  have  much  influence  on  the  ear  on  that  side, 
when  the  pharynx  is  roomy  and  good  ventilation  is  established 
through  the  less-occluded  naris?  I  think  all  of  us  have  seen 
patients  with  chronic  catarrhal  otitis  in  the  ear  on  the  side  of 
the  normal  naris,  as  far  as  we  are  able  to  judge. 

It  is  a  vital  question  what  benefit  we  are  able  to  promise  to 
patients  who  have  let  a  slight  amount  of  deafness  go  untreated 
by  advising  them  to  undergo  intra-nasal  operations.  There  is 
more  hope  of  saving  a  slightly  damaged  middle  ear  than  one  in 
which  adhesive  changes  have  been  long  and  firmly  established, 
and  it  is  therefore  in  these  cases  of  early  recognized  deafness 
that  most  can  be  hoped  for  by  intra-nasal  operations  done  for 
the  purpose  of  putting  the  nasal  interior  on  a  normal  physio- 
logical basis.  Treating  the  ear  alone  without  attention  to  intra- 
nasal conditions  is  not  doing  our  patients  justice.  In  the  ad- 
vanced cases  where  there  is  some  nasal  abnormality  yet  not 
enough  to  interfere  with  function,  I  doubt  if  any  operation  in 
the  nose  will  aid  in  retaining  or  restoring  the  hearing. 

There  is  another  side  of  this  subject  to  consider.  Does  any 
class  of  intra-nasal  operations  tend  to  produce  middle-ear  com- 
plications and  perhaps  a  resulting  deafness?  There  is,  first,  the 
danger  of  infection,  especially  where  it  is  necessary  to  pack  the 
nose.  Long  retained  packing  is  almost  sure  to  result  in  otitis 
media,  especially  if  the  operation  be  accompanied  by  much 
bleeding.  Most  packing  should  be  partially  removed  as  early 
as  possible,  so  as  to  establish  some  ventilation  and  drainage  be- 
low or  above  it.  Packing  comes  out  easier  and  is  not  as  apt  to 
re-establish  hemorrhage  if  left  in  forty-eight  hours,  but  that  is 
too  long  a  time  in  many  cases. 

Second,  extensive  intra-nasal  operations  are  harmful  in  that 
they  make  the  nose  too  patent  and  producing  a  condition  similar 
to  atrophy.  Happily  the  day  has  arrived  when  the  destruction 
of  more  or  less  of  the  intra-nasal  mucous  membrane  has  ceased 
and  the  sub-mucous  operations  have  taken  the  place  of  the  older 
methods.  The  removal  of  the  inferior  turbinate  body  in  part 
or  in  whole  is  not  now  done  as  it  used  to  be,  so  that  the  harmful 
results,   obtained   by    replacing   cicatricial    tissue    for    secreting 
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mucous  membrane  as  affecting  first  the  nose  and  thereby  the 
pharynx  and  middje_ear  in  producing  atrophic  conditions,  are 
not  seen. 

Finally,  the  whole  question  of  the  relation  of  intra-nasal  oper- 
ations to  hearing — either  its  preservation  or  attempts  at  its 
restoration — hangs  on  the  condition  of  the  nose  as  to  the  bal- 
ance of  secretion,  normal  ventilation  and  normal  drainage.  If 
these  functions  can  be  retained  or  restored  by  operative  meas- 
ures in  the  nose,  the  rhinologist  has  done  all  he  can  to  save  the 
ears  from  pathological  changes. 

104  East  Thirtv-ninth  Street. 


Paralysis  of   the  Recurrent  Nerve  Due  to  Circulatory  Lesions. 

J.  W.  Gleitsmann.    Med.  Rec,  Feb.  22,  1913. 

Our  distinguished  colleague  considers  this  important  topic  in  a 
very  interesting  paper,  divided  into  five  chapters  :  (1)  Physiological 
remarks;  (2)  recurrent  paralysis  from  heart  lesions  in  general; 
(3)  paralysis  in  connection  with  mitral  stenosis;  (4)  aneurysm; 
(5)  therapeutics. 

He  has  searched  the  literature  and  offers  histories  of  a  number 
of  cases  to  substantiate  the  above-mentioned  causes.  Rheumatism 
is  mentioned  as  a  possible  factor  in  the  production  of  recurrent 
paralysis,  but  the  author  warns  us  to  be  careful  in  attributing  the 
lesion  to  this  affection,  as  by  a  longer  observation  under  modern 
therapeutic  means  we  may  be  able  to  find  a  true  pathologic  lesion. 

Surgery  has  been  successful  in  a  few  cases  in  bringing  back  the 
function  of  the  nerve.  Bruenings  reported  good  results  from  in- 
jections of  paraffin  into  the  vocal  cord.  Two  applications  were 
made.  In  the  first  treatment,  three  injections  were  given,  in  the  an- 
terior, middle  and  posterior  portions  of  the  cord,  and  after  five 
or  eight  days  the  interstices  were  filled  out.  The  voice  was  im- 
proved in  one  case,  witH  an  old  bronchitis ;  great  relief  was  expe- 
rienced by  being  able  to  expectorate.  No  ill  effects  were  observed 
in  the  treatment.  Lederman. 


GRADENIGO'S  SYNDROME.— ONE  CASE=REPORT  AND 
AN  ANALYSIS  OF  THE  PUBLISHED  CASES. 

DR.    H.    B.   GRAHAM,    SAN    FRANCISCO. 

Gradenigo,  in  1904,  described  a  paralysi?  of  the  external  rectus 
muscle  occurring  in  acute  suppurative  otitic  cases  which  together 
with  other  symptoms  has  become  known  as  Gradenigo's  syndrome. 
I  presented  in  1911  before  the  San  Francisco  County  Medical  So- 
ciety, a  case  exhibiting  this  syndrome,  the  history  of  which  was 
as  follows :  Early  in  June  pain  in  right  temporal  region  followed 
by  suppuration  of  the  ear  and  on  June  22,  operation  with  primary 
closure.  Following  the  operation  the  patient  complained  of  pain  in 
the  top  of  the  head  which  persisted  for  months  after  all  other 
symptoms  had  cleared  up.  Patient  left  the  hospital  ten  days  after 
the  operation  and  was  re-admitted  July  9,  complaining  of  double 
vision.  The  wound  was  opened,  the  clots  and  serum  were  re- 
moved; no  pus  found.  Following  this  for  a  number  of  days  there 
was  headache  in  right  frontal  quadrant,  burning  sensation  in  lids 
on  the  right,  gurgling  sound  back  of  the  right  ear,  sleeplessness, 
dreaming  and  diplopia. 

The  various  examinations  gave  crossed  diplopia,  right  abducens 
paresis,  movement  out  very  little  beyond  median  line,  objects  to 
the  left  and  those  in  front  at  not  more  than  twelve  inches  seen 
singly,  those  anywhere  to  the  right  seen  double.  Iris  and  corneal 
reflex  normal,  no  ptosis.  Superficial  skin  reflexes  normal,  deep 
reflexes  strong,  no  Babinski,  no  ankle  klonus.  Fluid  from  spinal 
puncture  ca.  9  ccm.,  clear,  light-straw  color,  albumen  normal, 
no  sugar,  no  cellular  deposits  after  centrifuging.  On  October  30 
the  patient  had  entirely  recovered.  I  judged  at  the  time  that  the 
primary  closure  of  the  wound  was  responsible  for  the  abducens 
paralysis  producing  a  meningeal  irritation  in  the  middle  fossa  and 
am  inclined,  after  reviewing  the  literature,  to  accept  this  explana- 
tion. 

Chas.  E.  Perkins  has  collected  ninety-five  cases  which  he  has 
analyzed  and  to  those  collected  by  him  T  am  able  to  add  thirteen 
more.  In  these  108  cases  the  causes  of  the  abducens  paralysis 
were  ascertained  in  only  thirty-six  with  any  degree  of  certainty. 
Of  these,  the  causes  were  sinus  thrombosis  in  two,  meningitis  in 
six,  labyrinth  disease  in  four,  abscess  in  posterior  fossa  in  nine, 
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in  middle  fossa  in  two,  osteitis  or  disease  of  the  petrous  tip  in 
thirteen. 

But  few  autopsies  were  recorded  in  this  series,  most  of  them 
showing  a  purulent  meningitis  at  the  base  of  the  brain,  two  re- 
cording a  necrosis  at  the  apex  of  the  petrous  portion  of  the  tem- 
poral bone  and  one,  Coulet's,  a  sarcoma.  In  Terry  Smith's  case 
there  was  a  teacupful  of  serous  fluid  let  out  of  the  meninges  at 
operation. 

Reasoning  from  the  pathology  that  we  see  in  cases  exhibiting 
similar  symptoms  in  other  parts  of  the  body,  third,  fourth,  eighth 
and  ninth  nerves,  we  might  well  be  led  to  believe  that  it  could  be 
a  variety  of  causes  that  could  lead  to  this  paralysis.  If  pressure, 
toxemia  and  an  acute  inflammation  can  all  cause  paralysis  of  the 
vocal  cords,  why  can  they  not  also  be  active  causes  of  a  paralysis 
of  the  sixth? 

Baldenwick's  cases  were  undoubtedly  due  to  meningitis  at  the 
apex.  Coulet's  case  was  undoubtedly  due  to  pressure  of  the  sar- 
coma ;  Terry  Smith's  to  pressure  of  the  serous  fluid  in  the  men- 
inges. The  fact  that  so  many  recover  would  lead  one  to  suspect 
that  some  very  simple  cause  such  as  a  transient  hyperemia  or  a 
toxemia,  as  Tomassi  suggests,  alone  was  the  fundamental  basis 
for  the  syndrome.  1  personally  consider  that  the  most  frequent 
cause  is  the  local  hyperemia  and  believe  that  in  my  case  it  was 
present  when  the  pain  in  the  vertex  was  complained  of,  that  is, 
immediately  after  the  operation. 

Koellner  throws  some  light  on  the  general  subject  by  giving 
an  interesting  analysis  of  250  cases  of  sixth  nerve  paralysis  oc- 
curring in  the  Berlin  University  Clinics  of  which  209  were  paraly- 
sis of  the  sixth  nerve  alone.  I  append  a  table  of  causes  as  he 
found  them : 

Intoxications :  Alcohol,  3 ;  lead,  2 ;  arsenic,  1,  lumbar  anes- 
thesis  (Stovain.),  1,  Infections:  Malaria,  1;  influenza,  3;  ery- 
sipelas (facial),  1.  Diseases  of  kidney,  10.  Diabetes,  1.  Cir- 
culatory system,  5.  Diseases  of  brain  and  spinal  cord:  Menin- 
gitis (chron.  and  tb.),  5;  lues,  cerebri,  13;  lues,  hereditaria,  2; 
tabes,  70 ;  sclerosis  multiplex,  7 ;  polioencephalitis,  2 ;  ophthal- 
moplegia chron.  progressiva,  1 ;  brain  tumor,  13.  Myasthenia  gravis 
pseudoparalytica,  12.  Hysteria,  3.  Hemicrania,  4.  Vasomotor 
dist.,  4.  Traumatic,  8.  Otitic,  4.  Paral.  without  known  cause, 
31.     Congenital,  9. 

That  those  paralyses  accompanying  otitic  disturbances  are  not 
all  due  to  the  same  cause  he  believes  is  shown  very  conclusively 
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by  his  reference  to  the  four  cases  of  Passow  included  in  his 
table.  One  was,  in  all  probability,  due  to  a  local  serous  menin- 
gitis; the  second,  on  account  of  both  nerves  being  involved  with 
a  one-sided  ear  affection,  was  in  all  probability "  due  to  a  lead 
toxemia,  the  man  being  a  worker  in  lead.  The  next  died  of  a 
suppurative  meningitis;  the  fourth  had  a  probable  alcoholism  as 
a  contributing  cause. 

These  various  causes  of  this  very  interesting  syndrome  have 
been  aptly  grouped  by  Alt  (According  to  Schwarzkopff,  Die 
otogene  Abducenslehm.  Zentralblatt  fur  Ohrenheilk.  Bd.  5. 
Heft  5.)  as:  1.  Reflex  from  the  vestibulo-eye  muscle  nuclei.  2. 
Infectious  neuritis.  3.  An  extension  of  an  inflammatory  process 
to  the  sinus  cavernosus  from  the  venous  channels  of  the  carotid 
canal.  4.  Pressure  paralysis  through  a  serous  arachnitis.  5.  Deep 
disease  of  the  temporal  bone  and  a  meningitis  at  the  tip  of  the 
pyramid.     To  these  may  be  added  (6)   a  toxic  neuritis. 
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Acute  Lesion  of  the  Tympanie  Membrane  Due  to  the  Use  of  the 
Telephone  Receiver.   E.  Fabri,  Boll,  delle  Mai.  dell'Orrecchio, 
March,  1913,  p.  49. 
The  author  points  out  the  peculiar  injury  to  the  tympanic  mem- 
brane which  results  from  the  sudden  change  in  air-pressure  when 
the  telephone  receiver  is  held  tight  to  the  ear.    Two  cases  of  per- 
foration in  hitherto  healthy  membranes  are  recorded.     As  a  pre- 
ventative to  such  accidents  the  author  recommends  care  in  holding 
the  receiver  to  the  ears,  Ed. 


A  FACE  PROTECTOR. 

DR.  FRANKLIN  E.  CUTLER,  CLEVELAND. 

A  number  of  years  ago  a  New  York  professor  called  attention 
to  the  fact  that  in  treating  throats,  if  a  glass  was  held  in  front  of 
the  doctor's  face,  the  glass  was  covered  with  a  fine  spray  from  the 
patient's  coughing. 

For  the  treatment  of  throat  infections  I  have  devised  this  sim- 
ple shield  (see  cut)  which  has  practically  no  weight  and  can  be 
adjusted  to  any  ordinary  head  mirror  in  no  time.  The  transparent 
shield  has  a  hole  through  which  the  ball  on  the  back  of  the  mirror 


passes,  and  it  is  fastened  below  by  clamps,  which,  after  adjustment 
into  position,  are  screwed  fast.  I  have  made  another  hole  in  the 
shield  behind  the  "peek-hole"  in  order  not, to  have  the  slightest  ob- 
struction to  vision.  This  is  not  necessary,  but  as  the  composition- 
material  of  which  the  shield  is  made  becomes  scratched  in  time  it 
necessarily  interferes  with  perfect  vision.  By  securing  a  plain  lense 
to  the  back  of  the  mirror  as  one  of  my  friends  has  done  complete 
protection  is  obtained.  I  have  been  using  this  shield  for  several 
years  and  at  times  it  has  been,  to  say  the  least,  a  great  comfort. 
936  Rose  Building. 
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A  NEEDLE  FOR  INTRA=NASAL  SUTURING. 

DR.    CHARLES    NELSON    SPRATT,    MINNEAPOLIS. 

Accurate  approximation  of  the  edges  ot  a  wound  promotes  rapid 
healing,  and  leaves  a  minimum  scar.  In  the  submucous  resection, 
the  writer,  for  a  number  of  years,  was  content  to  hold  the  flap  in 
place  by  packing,  as  the  application  of  sutures  was  time-consum- 
ing and  often  difficult.  There  was,  however,  always  some  retrac- 
tion of  the  edges  of  the  wound,  with  scab  formation,  which  de- 
layed healing  and  in  some  cases  gave  rise  to  crust-formation. 

For  the  past  six  or  seven  years,  the  needle  and  holder,  shown  in 
the  illustration,  has  been  used  with  entire  satisfaction  in  suturing 
the  incision  of  the  submucous  operation.  A  fine  sewing  machine 
needle  is  heated  in  a  Bunsen  burner  until  it  is  cherry  red,  and  a 
sharp  bend  of  about  20°  is  made  just  back  of  the  eye.  The  bend 
is  made  so  that  the  groove  in  the  needle  is  on  the  convex  side. 
Unless  overheated,  the  steel  retains  sufficient  temper  to  give  the 
required  stiffness.  Any  curve  desired  can  be  given  the  needle. 
The  full  right  angle  and  45°  curve  have  not  been  found  to  be  of 
as  much  service  as  the  curve  shown  in  the  illustration. 


Originally  the  handle  consisted  of  a  split  canula  from  an  old 
tonsil  snare  into  which  the  butt  of  the  needle  was  placed.  Mr. 
Mueller  has  improved  this  by  using  a  piece  of  steel  spring  tubing 
with  cross  cuts. 

Fine  black  collodion  silk  is  used  for  the  sutures.  The  anterior 
edge  of  the  incision  is  penetrated  by  the  needle,  and  holding  the 
free  edge  of  the  flap  with  fine  forceps  the  needle  is  pushed  until 
the  eye  is  beyond  the  puncture.  On  withdrawing  the  needle  slightly, 
the  thread  forms  a  small  loop  which  is  grasped  with  the  for- 
ceps, while  the  needle  is  withdrawn.  An  incus  hook  is  useful  for 
catching  the  loop  and  as  an  aid  in  tying  the  knot. 

If  the  muco-periosteum  is  accidentally  perforated  on  the  oppo- 
site side  a  properly  placed  suture  will  generally  close  this.  Unless 
the  flap  is  torn  drainage  must  be  secured  by  an  incision  in  the  flap. 
If  this  is  made  posteriorily  no  annoying  crusts  will  form,  as  the 
parts  are  always  moist.  Packing  the  side  of  operation  for  twelve 
hours  is  advised,  as  the  swelling  is  less,  and  hematoma  formation 
is  avoided. 

900  Nicolett  Avenue. 
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SHARP  TONSIL  DISSECTOR  WITH  DOUBLE  PILLAR  RE- 
TRACTOR.    MODIFIED   JANSEN-MIDDLETON 
NASAL  SEPTUM  PUNCH. 

DR.  SAM  GOLDSTEIN,  NEW  YORK  CITY. 

Tonsil-dissector :  Distinctive  points  of  difference  between  this  in- 
strument and  the  other  tonsil  enucleators  in  general  use,  have  in- 
duced me  to  publish  a  brief  description  of  its  most  important  parts. 

The  handle,  with  deep  corrugations,  or  ridges,  is  strongly  fash- 
ioned, to  afford  the  operator  a  firm  grip.  The  spoon-end,  or  dis- 
sector, is  long  and  fairly  narrow,  with  smooth  surfaces  curving 
gradually,  and  terminating  in  a  circumference  or  edge,  sufficiently 
sharp  to  allow  ease  of  complete  dissection  with  a  minimum  of  pres- 
sure, except  in  such  cases  where  old  adhesions  require  severance. 
The  reason  for  having  the  border  of  the  dissector  spoon-end  sharp 
is  a  rather  obvious  one,  although  adopted  as  a  result  of  observation 
in  the  use  of  dull  and  milled-edge  enucleators,  which  even  in  skillful 
and  careful  hands,  necessitating  using  considerable  force,  and  often 
were  productive  of  much  trauma,  hemorrhage  and  frequently  in- 


complete tonsil  enucleation,  requiring  a  good  deal  of  punchwork 
for  the  removal  of  tonsil  bits  and  shreds  of  tissue.  At  the  other 
extremity  of  the  instrument  is  the  retractor,  bifurcated  by  a  deep 
groove ;  thus  forming  two  retractors. 

A  pillar  retractor  of  this  construction  is  applicable  to  any  form 
of  anterior  tonsillar  pillars  encountered  in  our  work,  whether  using 
either  segment  or  the  retractor  in  its  entirety.  When  either  one  of 
the  retractors  is  applied  to  the  supravelar  margin,  it  will  be  found 
to  fit  admirably,  permitting  full  retraction  for  a  free  inspection  of 
that  part  of  the  tonsillar  fossa  so  often  the  site  of  a  detached  por- 
tion of  the  diseased  tonsil,  which,  if  not  removed,  remains  the  nidus 
of  subsequent  infection. 

Again,  in  operating  upon  tonsils  which  have  become  an  ever  pre- 
sent menace  to  the  patient's  health,  from  repeated  inflammatory 
attacks,  or  as  the  site  of  previous  abscess  formation,  where  tabs  of 
tissue  are  found  adhering  to  the  anterior  pillars,  even  after  the 
most  careful  enucleation,  applying  the  full  retractor  to  the  anterior 
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pillar  forces  these  bits  to  emerge,  nipple-like  in  appearance  through 
the  groove  dividing  the  retractors,  readily  permits  their  removal  with 
the  punch  forceps,  and  at  the  same  time  avoids  any  trauma  and  ever- 
present  danger  of  pillar  mutilation,  especially  when  the  operative 
field  is  not  constantly  kept  free  of  blood. 

Modified  Jansen-Middleton  septal  punch ;  This  simple  addition 
to  the  Jansen-Middleton  septal  punch  was  devised  for  the  purpose 
of  holding  the  bite  within  its  jaws,  when  employing  this  forceps, 
and  thus  obviating  the  necessity  of  introducing  another  instrument 
to  remove  punched-out  fragments  which  have  been  forced  through 
its 'fenestrated  jaw  and  dropped  between  the  (elevated)  septal  flaps, 
or  fallen  to  either  side  of  the  ridge  or  vomer. 


Considerable  time  was  necessarily  consumed  in  searching  for  and 
in  extracting  these  bits,  especially  if  the  operative  field  was  at  all 
obscured  by  blood;  but  with  the  punch  in  its  modified  form,  the 
operator  sees  the  result  of  his  bite  held  within  the  collar  at  each 
withdrawal  of  the  instrument.  This  collar  is  a  narrow,  thin  metal 
plate  connected  with  the  external  surface  of  the  fenestrated  blade 
of  the  jaw,  and  does  not,  in  any  manner,  add  to  its  bulk,  as  its  sur- 
face is  smooth  and  sufficiently  wide  to  firmly  hold  the  detached  part 
when  bitten  through  by  the  punch. 

The  illustrations  of  these  instruments  clearly  show  the  purpose 
of  their  construction,  without  a  more  detailed  description. 

1211  Madison  Avenue. 


SOCIETY  PROCEEDINGS. 

NEW  YORK  ACADEMY  OF  MEDICINE.       . 

SECTION  ON  LARYNGOLOGY  AND  BHINOLOGY, 

Regular  Meeting,  May  28,  1913. 

VViLLLiM  W.  Cabteb,  Chairman. 

Report  of  a  Case  of  Acute  Dyspnea  in  a  Child  4  Months  Old.  Extubation. 
Recovery.     Dr.  C.  Johnstone  Imperatobi. 

P.  S.,  4  months  old  had  always  nursed  well  from  birth  and  was  gen- 
erally considered  by  parents  and  neighbors,  a  healthy  infant.  Early  in 
the  morning  of  March  26,  1913,  the  mother  noticed  that  the  child  was 
breathing  rapidly  and  that  it  could  not  nurse.  The  night  before  the 
child  appeared  to  be  in  his  usual  good  health.  At  5  a.  m.  March  26, 
dyspnea  and  slight  cyanosis  began.  The  patient  was  first  seen  at  1  p. 
m.  same  day. 

Physical  examination  made  at  this  time  showed  a  well-nourished  male 
child  of  4  months.  No  signs  of  rickets.  Pulse,  140;  temperature,  104°; 
respiration,  GO;  skin  pale,  lips  purple  and  mucous  membranes  dark  blue. 
The  breathing  was  high-pitched  inspiratory  type  with  a  marked  shorten- 
ing of  the  expiratory  element  with  the  accessory  muscles  of  respiration 
being  brought  into  action.  There  were  a  few  moist  rales  scattered 
through  the  chest  and  over  the  large  bronchi  anteriorly.  Heart  sounds 
were  normal  in  character,  but  the  beat  was  markedly  accelerated.  Throat 
and  mouth — mucous  membrane  glazed  and  dry — otherwise  negative. 
Digital  examination  of  larynx  showed  both  arytenoids  soft  and  boggy. 
Epiglottis  felt  normal.  Cough  was  slightly  croupy  in  character.  In- 
tubation and  injection  of  diphtheria  antitoxin  was  advised  but  refused. 

At  7:30  p.  m.  the  same  day  the  case  was  again  seen.  The  general  con- 
dition of  the  child  was  worse — marked  prostration  and  relaxation.  The 
child  had  not  nursed  since  the  night  before,  that  is  about  twenty  hours. 
Pulse,  160;  temperature,  105o;  respiration,  70.  The  skin  was  paler,  fin- 
gers and  toes  blue,  and  lips  and  mucous  membranes  purple. 

Intubation  was  again  advised  and  the  parents  consenting,  a  one-year 
size  tube  was  introduced  into  the  larynx.  The  epiglottis  now  was  con- 
siderably swollen  by  hooking  it  forward  and  getting  the  tube  and  intro- 
ducer in  a  more  perpendicular  position — the  swollen  epiglottis  seemed 
even  to  facilitate  getting  the  tube  in  place.  1,500  units  of  diphtheria 
antitoxin  were  given  at  this  time. 

It  might  be  of  interest  to  note  that  immediately  after  placing  the  tube 
within  the  larynx  the  child  became  unconscious,  corneal  refiexes  disap- 
peared, pupils  moderately  dilated — but  the  breathing  became  slower  and 
fuller,  and  the  heart  sounds  stronger.  The  child  was  not  further  dis- 
turbed— for  the  blueness  of  the  finger  tips  and  toes  could  be  seen  to  be 
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disappearing,  and  the  lips  and  mucous  membranes  of  mouth  appeared  a 
brighter  red. 

Within  15  minutes  after  intubation  the  child  awakened  and"  success- 
fully took  the  breast.  The  general  improvement  was  immediate;  within 
twelve  hours  the  tube  was  coughed  out  and,  there  being  no  immediate 
necessity,  it  was  not  replaced.  Within  three  hours  after  intubation  the 
rales  in  the  chest  had  disappeared.  Cultures  taken  from  the  neighbor- 
hood of  the  larynx  and  from  the  tube  were  negative  for  Klebs-Loeffler. 
A  second  culture  taken  a  few  days  later  was  also  negative. 

Twenty-four  hours  after  coughing  up  the  tube,  the  child  had  a  severe 
fit  of  coughing  and  strangling,  with  considerable  gagging.  Nothing  was 
vomited  but  considerable  bloody  froth  aud  blood  came  up.  The  tem- 
perature gradually  fell  and  within  3  days  was  99°;  respiration,  80,  and 
pulse,  100. 

Thirty-six  hours  after  injecting  the  antitoxin  the  right  wrist  swelled 
and  was  very  painful  for  a  few  days. 

Conclusions:  (1)  Extubation  was  indicated  because  of  the  increasing 
dyspnea  and  cyanosis.  (2)  One  massive  dose  of  antitoxin  produces  bet- 
ter results  than  smaller  repeated  ones.  (3)  The  fact  that  the  child  re- 
covered, and  its  age,  precluded  against  a  foreign  body  producing  the 
dyspnea  and  cyanosis.  (4)  No  direct  laryngoscopic  examination  was 
made — this  should  have  been  done.  (5)  The  fact  that  the  cultures  were 
negative,  mean  that  the  swab,  in  taking  the  culture,  was  not  in  contact 
with  the  infecting  material.  (6)  The  edema  of  the  epiglottis  and  ary- 
tenoids was  due,  directly  to  the  tracheal  obstruction.  (7)  The  cough- 
ing and  strangling  that  came  on  twenty-four  hours  after  auto-extuba- 
tion  may  have  been  due  to  an  adductor  spasm,  but  it  would  seem  ratber 
late  for  this  to  occur. 

It  is  possible  that  this  strangling  and  gagging  was  due  to  a  dislodg- 
ment  of  diphtheritic  membrane  and  the  piece  was  swallowed.  It  would 
appear  that  this  was  the  case— thus  enabling  us  to  account  for  the  blood, 
and  that  this  was  a  case  of  tracheal  and  bronchial  diphtheria. 

DISCUSSION. 

Dr.  Jackson  said  that  he  hardly  felt  competent  to  discuss  the  case, 
but  it  reminded  him  of  one  he  had  seen  where  there  was  an  acute  laryn- 
geal stenosis  in  which  the  clinical  diagnosis  was  diphtheria.  Intuba- 
tion was  done  and  antitoxin  administered.  The  father  of  the  child  was 
a  prominent  bacteriologist.  The  culture  was  negative  throughout  the 
attack,  and  yet  it  proved  to  be  a  case  of  true  diphtheria,  and  the  child 
is  now  under  treatment  for  post-diphtheritic  stenosis.  Dr.  Lynah  would 
probably  refer  to  this  class  of  cases  in  his  paper. 

Lantern  Demonstration  of  Laryngotomy  and  of  Plastic  Operation  for  the 
Formation  of  Adventitious  Vocal  Cords.  Dr.  Chevalier  Jackson. 
Dr.  Jackson  (by  invitation)  gave  a  lantern  demonstration  of  his 
operation  for  the  relief  of  laryngeal  stenosis,  particularly  the  reduction 
of  hypertrophic  supra-  and  infra-glottic  post-diphtheritic  hypertrophic 
stenoses,  and  of  his  method  of  plastic  operation  upon  cicatricial  bands 
for  the  formation  of  adventitious  cords.    He  said  be  believed  he  was  the 


SOCIETY  PROCEEDINGS.  1155 

first  to  demonstrate  that,  in  all  forms  of  laryngeal  work  involving  de- 
struction of  the  cords,  the  greatest  factor  in  the  production  of  a  useful 
adventitious  "cord  was  full  activity  of  the  corresponding  arytenoid,  ana 
for  this  reason  he  had  always  been  exceedingly  careful  in  planning  an 
operation  to  avoid  damage  to  the  crico-arytenoid  joint,  and  to  as  great 
an  extent  as  possible  to  avoid  injury  to  the  arytenoid  musculature.  His 
lantern  slides  illustrated  a  large  number  of  cases  of  many  forms  of 
laryngeal  stenosis  which  he  had  relieved  by  the  operation  demonstratea. 
He  continued  to  get  good  results  from  endoscopic  galvano-puncture  in 
tuberculous  stenoses.  He  also  got  good  results  in  papillomatus  stenoses 
by  repeated  removals  followed  by  the  application  of  alcohol,  but  he  be- 
lieved that  the  treatment  by  fulguration,  as  advocated  by  Harmon  Smith, 
and  by  radium,  as  advocated  by  Thomas  J.  Harris,  were  both  methods 
full  of  promise.  In  regard  to  acute  primary  diphtheritic  stenoses  he  haa 
had  very  little  experience,  and  therefore  would  listen  with  much  interest 
to  Dr.  Lynah's  paper.  His  experience  has  been  confined,  chiefly  to  the 
post-diphtheritic  condition. 

DISCUSSION. 

Dr.  MacKenty  expressed  himself  as  loth  to  begin  the  discussion,  since 
his  experience  was  very  small  compared  to  Dr.  Jackson's.  In  regard  to 
papilloma  of  the  larynx,  he  thought  that  the  removal  of  the  growth  as 
fast  as  it  appears  gives  the  best  chance  for  recovery.  Rest  by  tracheo- 
tomy was  the  most  important  point  of  all.  He  had  not  seen  better  re- 
sults from  fulguration  than  has  been  accomplished  by  the  removal  ot 
the  growth  as  it  occurs.  In  the  work  which  he  has  seen  in  Europe  they 
favor  removal  rather  than  fulguration.  Some  years  ago  when  he  was 
in  general  practice,  autopsy  was  made  on  a  child  which  died  immediately 
after  birth,  and  it  was  found  that  the  death  was  caused  by  an  atresia 
of  the  larynx.  Dr.  Jackson  had  spoken  of  such  cases  being  possible,  and 
that  recalled  this  case  to  his  mind,  though  he  was  not  prepared  to  state 
its  exact  nature. 

Five  years  ago  he  had  a  case  of  laryngeal  obstruction  due  to  trichin- 
osis. It  had  developed  to  such  an  extent  that  the  larynx  was  practically 
closed,  and  intubation  was  necessary. 

Dr.  MacKenty  said  that  he  had  been  much  pleased  with  Dr.  Jackson's 
remarks  regarding  the  extensive  removal  of  adhesions  in  post-diphtheri- 
tic conditions.  Nothing  short  of  the  removal  of  the  bands  causing 
atresia  will  give  anything  like  a  good  result.  He  also  agreed  with  Dr 
Jackson  that  it  is  well  to  leave  the  arytenoid  body  for  its  aid  to  some 
extent  in  restoring  some  sort  of  vocal  band.  The  case  which  Dr.  Jack 
son  had  described  where  the  cicatricial  tissue  took  the  place  of  the  vocal 
bands  was  extremely  interesting.  It  was  probably  due  to  the  fact  that 
the  arytenoids  were  left  behind  and  by  their  constant  pull  they  formed 
a  sort  of  vocai  band.  Low  tracheotomy  in  order  to  close  the  laryngeal 
wound  is  a  very  important  point.  When  abroad  he  had  seen  some  diffi- 
culty In  closing  these  wounds,  and  it  has  never  occurred  to  him  that  It 
was  due  to  the  air  pressure  in  breathing  and  coughing.  That  point  will 
be  of  great  advantage  to  all  who  are  doing  this  work.  Some  years  ago, 
he  did  a  thyrotomy  for  cicatricial  contraction.  The  larynx  was  opened 
and  was  found  to  have  practically  closed.     Incision  was  made  on  both 
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sides,  cutting  the  lary;ix  into  three  parts.  It  was  kept  open  with  pack- 
ing until  the  fragments  cicatrized  in  a  new  position  and  then  allowed 
to  close  (a  sort  of  laryngostomy)  sufficient  lumen  was  restored  to  im- 
prove patient's  breathing. 

The  Section  was  certainly  under  obligations  to  Dr.  Jackson  for  coming 
this  evening  and  presenting  out  of  his  vast  experience  so  much  that  was 
unfamiliar  to  most  of  them. 

Dr.  Harmon  Smith  said  that  a  few  years  ago  a  case  of  laryngeal 
stenosis  had  been  referred  to  him  by  a  specialist  who  had  previously 
done  a  tracheotomy  for  the  relief  of  the  stenosis.  Examination  of  the 
larynx  showed  it  to  be  completely  webbed  over  between  the  two  vocal 
cords,  with  only  sufficient  space  left  in  the  posterior  commissure  for  the 
passage  of  a  small  probe.  Through  this  opening  he  passed  a  probe  down 
into  the  tracheal  wound,  to  which  a  silk  string  was  attached,  and  by 
means  of  a  "to  and  fro"  motion,  one  end  extending  through  the  tracheal 
wound  and  the  other  through  the  mouth,  he  was  enabled  to  cut  the 
stenosis.  Following  this  he  introduced  a  soft  rubber  catheter  up  through 
the  tracheal  wound  into  the  larynx  and  kept  it  there  for  a  space  of 
about  a  week,  moving  it  daily,  so  that  no  adhesions  formed  around  it. 
At  the  end  of  this  time  the  parents  insisted  on  removing  the  child  from 
the  hospital,  and  it  became  necessary  to  take  out  the  rubber  catheter 
and  leave  the  tracheotomy  tube  in  place.  He  felt  sure  that  the  stenosis 
would  again  recur,  but  he  had  been  recently  informed  by  the  surgeon 
who  had  first  had  the  case  in  charge,  that  there  had  been  no  recurrence, 
and  that  he  was  able  now  to  remove  the  tracheal  tube,  and  the  child 
had  perfect  respiration  and  a  fairly  good  voice. 

In  one  of  his  laryngeal  papilloma  cases  the  growth  had  projected  into 
the  lumen  of  the  glottis  from  the  anterior  commissure,  and  owing  to 
the  tolerance  of  the  boy's  larynx  it  had  been  possible  to  make  frequent 
removals  by  the  indirect  method.  A  fibrosis  had  occurred  around  the 
base  of  the  papilloma  until  a  third  of  the  cords  had  been  embodied  in  it, 
and  from  this  the  papilloma  still  projected  outward  in  a  finger-like  form. 
Dr.  Jonathan  Wright,  who  had  had  this  case  under  observation  in  the 
first  instance,  had  frequently  expressed  the  opinion  that  when  certain 
physiological  changes  occurred,  that  not  only  the  papilloma  but  the 
fibrosis  would  disappear.  Dr.  Smith  had  wished  to  present  the  case  be- 
fore the  Section  on  Laryngology  of  the  New  York  Academy  of  Medicine 
when  the  fibrosis  was  at  its  maximum.  He  had  requested  the  boy  to 
come  back  to  the  clinic  several  weeks  later  with  the  intention  of  having 
a  picture  made  of  it  before  presentation  to  the  Academy.  To  his  sur- 
prise, upon  the  return  of  the  boy  about  a  month  later,  not  only  the 
papilloma  had  disappeared,  but  likewise  the  fibrosis,  and  from  that  time 
forward  there  had  been  no  recurrence  of  either.  This  was  a  very  marked 
demonstration  of  the  statement  made  several  years  previously  by  Dr. 
Wright. 

Unquestionably  there  are  two  varieties  of  papilloma  in  the  larynx, 
those  with  little  infectivity  and  those  with  great.  In  this  latter  group 
may  be  classed  principally  the  multiple  fibromata  in  children,  and  upon 
the  removal  of  these  grqwths  the  adjacent  mucosa  will  frequently  give 
rise  to  new  growths  particularly  if  it  has  been  injured. 
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Dr.  Smith  said  that  it  was  his  experience  that  tracheotomy,  thereby 
giving  rest  to  the  larynx,  was  the  surest  method  of  eradicating  these 
growths,  but  if  the  growths  were  removed  and  the  bases  of  the  mucosa 
from  which  they  sprung  had  the  fulgurating  spark  applied,  that  their 
recurrence  was  lessened  both  as  regards  time  and  number.  He  had  sev- 
eral cases  in  which  fulguration  had  proved  effective  but  in  others  it  ap- 
parently had  not  served  any  purpose  further  than  the  temporary  removal 
of  the  growths.  The  main  trouble  had  been  in  preventing  the  fulgurat- 
ing spark  short  circuiting  upon  the  laryngeal  spatula,  and  also  to  obtain 
a  dry  surface  in  the  larynx  upon  which  to  apply  the  sparks.  Mucous 
glands  and  other  lymphoid  elements  were  so  predominant  in  the  laryn- 
geal mucosa  that  it  tended  to  disseminate  the  spark  before  it  could  burn 
sufficiently  deep  to  produce  any  result.  He  believed  that  in  addition  to 
the  application  of  fulguration  that  the  local  use  of  alcohol  and  the  in- 
ternal administration  of  thuja  occidentalis  should  be  employed  and  that 
adverse  criticism  should  not  be  directed  towards  fulguration  as  a  means 
of  obliterating  these  growths,  because  of  the  ineffectual  attempts  in 
some  instances.  A  process  which  will  so  effectively  remove  skin  warts 
and  warts  from  the  bladder  must  certainly  be  equally  effective  in  the 
larynx,  provided  the  spark  can  be  concentrated  upon  a  dry  surface. 

Dr.  Gleitsmann  said  that  the  Section  should  be  very  grateful  to  Dr. 
Jackson  for  his  very  instructive  demonstration  and  interesting  remarks 
about  the  different  conditions  of  stenosis  observed  and  their  treatment. 
Taking  up  the  subject  of  laryngeal  and  tracheal  stenosis,  we  can  only 
admire  Dr.  Jackson  who  is  cultivating  and  perfecting  a  third  branch  of 
our  specialty.  He  first  devoted  himself  to  the  treatment  of  laryngeal 
cancer  and  published  valuable  papers  describing  his  method  with  card 
statistics  of  his  results  which  by  careful  selection  of  cases  for  the 
proper  operation  were  as  good  as  or  better  than  those  by  other.  For 
valid  reasons  of  his  own  he  relinquished  that  field  and  began  bronchosopic 
work,  in  which  he  soon  acquired  international  reputation  and  made  val 
uable  improvements, — all  of  which  is  of  so  recent  a  date  that  they  are 
familiar  to  all. 

Chronic  stenosis  and  occlusion  of  the  larynx  or  trachea  are  generally 
very  difficult  to  relieve  permanently.  They  can  be  treated  by  the  internal 
and  external  methods.  The  former  was  already  adopted  and  Ingenious  in- 
struments devised  decades  ago  by  the  late  Dr.  Herrman  Schrotter.  In 
this  country  it  was  improved  and  largely  employed  by  Dr.  Rogers,  and 
our  member,  Dr.  Delavan,  spoke  very  favorably  of  it  several  times  in 
this  Section. 

Occlusion  of  the  larynx,  severe  cicatricial  stenosis,  necrotic  affection  of 
the  cartilages,  etc.,  require  laryngostomy,  of  which  Dr.  Jackson  gave  a 
complete  literature  in  The  Lary.xgoscope,  1909,  and  which  became  pop- 
ularized, especially  in  France,  by  the  Indefatigable  work  and  the  numer- 
ous publications  by  Sargnon  and  his  co-workers. 

Without  entering  into  the  details  of  the  operation  and  the  indications 
when  endo-  or  extra-laryngeal  methods  are  preferable,  he  wished  to  make 
a  remark  about  the  history  of  laryngostomy  which  does  not  seem  to 
be  generally  known.  Although  Gluck  claims  priority  for  the  operation 
In  the  Zeitschrift  fer  Laryngologie,  1»0»,  and  says  he  performed  it  ten 


1158  SOCIETY   PROCEEDINGS. 

years  ago  without  ever  having  been  mentioned  by  Sargnon,  the  latter  13 
considered  by  many  its  originator.  But  Sargnon  himself,  in  his  paper  in 
the  Archives  internationale  de  Laryngologie,  Vol.  24,  No.  21,  1907,  p.  338, 
gives  Killian  the  credit  of  having  performed  the  operation  for  the  first 
time  in  the  presence  of  French  physicians. 

Dr.  Frank  Miller  said  that  he  had,  at  present,  under  his  care  a  con- 
dition which  this  demonstration  will  help  him  to  relieve,  namely  a  tumor 
of  the  arytenoid,  by  which  the  arytenoid  was  displaced  into  the  larynx. 
This  was  six  years  ago,  and  was  relieved  by  a  Stroetter's  tube  sharpened 
at  each  end  by  filing,  or  roughened  at  the  side  for  use  of  every  part  of 
the  glottis,  especially  for  the  removal  of  nodes  and  restoration  of  voice, 
for  fibrominous  masses,  papilloma  in  the  anterior  portion  of  the  larynx  or 
toward  the  arytenoid  and  also  for  paralysis  of  the  cords  of  any  kind. 
In  this  way,  voice  had  been  restored,  not  to  its  full  power,  pitch  and  qual- 
ity, in  some  60  cases,  without  any  apparent  injury  to  the  larynx.  As  he 
was  more  interested  in  the  complete  restoration  of  phonetic  values  of 
the  vocal  anatomy,  he  had  evolved  a  certain  theory  on  the  correlation  of 
light  and  sound,  which  showed  that  strenuous  work,  such  as  laryngo- 
stomy  and  intubation  did  not  fill  the  bill,  as  the  tissues  for  phonetic 
restoration  were  often  destroyed  by  it.  The  theory  of  correlation  was 
that  the  arytenoids  were  prisms  set  upon  their  bases  and  that  the  vocal 
chords  were  also  prisms  attached  to  the  arytenoids. with  the  base  toward 
the  thyroid,  these  adjusted  to  each  other  at  the  arytenoid  end.  In  this 
way,  double  prismatic  forces  were  at  work  for  production  of  the  momen- 
tum of  sound,  detonating  it  into  the  cavities  and  the  sinuses  above,  ana- 
lagous  to  light  phenomena. 

Dr.  Emil  Mayer  said  that  he  was  very  much  impressed  with  Dr.  Jack- 
son's statements  regarding  the  arytenoids  and  the  care  that  should  be 
taken  with  them.  Recently  he  himself  had  read  a  paper  before  the 
American  Laryngological  Association  and  had  called  attention  to  the 
function  of  the  arytenoids.  In  a  certain  case  where  the  arytenoid  had 
been  fixed  by  a  swallowed  pin,  the  patient  could  not  perform  the  act  of 
deglutition.  We  have  been  accustomed  to  looking  upon  the  epiglottis  alone 
as  a  safeguard  against  foreign  bodies  entering  into  the  larynx.  His  own 
experience  had  been  limited  to  post-typhoid  perichondritis,  injuries, 
scleroma,  etc.  He  had  fortunately  been  able  to  take  care  of  these  pa- 
tients by  the  intra-laryngeal  method,  and  he  would  probably  adhere  to 
that  so  long  as  he  wias  successful,  a  plan  which  Dr.  Jackson!  would  surely 
approve. 

Dr.  W.  Sohier  Bryaxt  said  that  he  had  listened  with  much  interest  to 
the  paper  and  discussion.  He  said  that  the  topic  was  a  very  broad  one 
and  that  necessarily  the  discussion  had  to  be  more  or  less  desultory,  and 
he  would  make  his  remarks  as  short  as  the  topics  were  long. 

The  subject  comprises  nearly  the  whole  of  otology  as  well  as  laryngo- 
logy since  it  covers  the  etiology  and  treatment  of  all  middle-ear  dis- 
eases. If  we  are  to  do  all  we  can  to  prevent  middle-ear  diseases  and'  all 
we  can  to  cure  it  after  it  has  once  begun,  we  will  have  to  put  the  nose 
and  naso-pharynx  into  perfect  physological  condition.  The  gross  anat- 
omical defects  are  hot  so  important  as  are  some  of  the  minor  pathological 
conditions.    Although  a  deviated  septum  may  close  one  of  the  nares,  it  is 
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not  necessarily  of  great  importance  to  the  hearing.  The  congestion  of 
any  part  of  the  mucous  membrane  or  any  infection  cf  the  mucous  mem- 
brane, or  any  change  of  the  mucous  membrane  or  erectible  tissues  which 
interfere  with  the  circulation  of  air  around  the  turbinates  and  in  the 
middle  and  inferior  fossae,  has  a  very  important  bearing  on  the  impair- 
ment of  hearing. 

Going  more  into  detail,  the  contact  of  the  middle  and  inferior  turbi- 
nates especially  of  the  lower  turbinate  with  the  outer  wall  of  the  nose  is 
often  a  causative  agent  in  middle-ear  changes. 

Considering  the  question  of  infections  in  detail,  a  limited  infection  in 
the  region  of  the  pharyngeal  bursa  can  produce  absorption  enough  to 
cause  disastrous  trophic  changes  in  the  middle-ear.  Unfortunately  these 
minor  changes  as  a  rule  receive  little  attention  compared  to  the  care 
bestowed  upon  spurs  and  deflections  which  may  or  may.  not  have  a  caus- 
ative effect  upon  middle-ear  deafness. 

Dr.  Bryant  emphasized  the  importance  of  giving  proper  attention  to 
these  occult  minor  causes  of  middle-ear  diseases  in  the  prophylactic  stages 
as  well  as  in  the  most  advanced  condition. 

Dr.  Chevalier  Jackson  acknowledged  the  remarlcs  of  the  Chairman  in 
Introducing  him,  and  said  that  any  merits  that  were  attached  to  him  lay 
in  his  ability  to  pick  out  a  good  man  whose  example  to  follow.  The  hour 
was  getting  late,  but  he  would  like  to  say  a  few  words  on  the  point 
brought  up  by  Dr.  MacKenty.  Rest  of  the  larynx  following  tracheotomy 
is  certainly  a  factor  in  assuring  recovery,  though  how  much  of  a  factor, 
it  was  impossible  to  say.  The  case  of  trichinosis  reported  by  Dr.  Mac- 
Kenty was  entirely  unique,  and  he  hoped  that  Dr.  MacKenty  would  send 
him  a  detailed  report  to  b©  kept  with  his  other  literature  upon  the  sub- 
ject 

The  case  of  string  cutting  reported  by  Dr.  Smith  was  also  unique  and 
brought  to  mind  Abbe's  work  on  the  esophagus.  The  case  got  well  as 
the  result  of  treatment  and  it  was  remarkable,  especially  the  endo-laryn- 
geal  method  of  putting  the  rubber  tube  through  the  mouth. 

He  expressed  his  interest  in  Dr.  Miller's  theory  of  tone-production,  but 
did  not  feel  competent  to  discuss  the  physiology  of  the  voice  or  tone- 
production,  as  his  own  work  had  been  chiefly  along  mechanical  lines. 

Dr.  Gleitsmann  had  asked  how  to  classify  cases  suitable  for  laryngost- 
omy.  Dr.  Jackson  said  that  he  agreed  with  Dr.  Mayer  that  in  some 
instances  the  endo-laryngeal  method  will  succeed  and  it  should  be  tried 
first  In  the  worst  of  Dr.  Jackson's  cases,  the  endo-laryngeal  method  was 
first  tried,  and  that  failing,  prolonged  intubation  was  tried  and  it  also 
failed.  Then  the  John  Rogers'  and  Schmiegelow  intubation  tubes  with 
post-projecting  through  the  fistula  were  tried  and  proved  unsuccessful. 
Then,  as  a  last  resort,  laryngostomy  was  tried  and  the  condition  was 
cured.  Many  of  Dr.  Jackson's  cases  had,  however,  been  cured  by  each  of 
the  methods  enumerated.  Therefore  he  felt  like  urging  the  following 
plan:  First  try  the  endo-laryngeal  operation,  then  prolonged  intubation, 
then  the  method  which  Dr.  Mayer  recommends;  but  that  failing,  as  a 
last  resort  we  can  get  all  of  these  cases  cured  with  laryngostomy  pro- 
vided that  too  much  of  the  thyroid  and  cricoid  cartilages  have  not  been 
lost  bv   ulcerations   of  the  mixed   infections  getting  In  and  setting  up 
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perichondritis  and  necrosis.     It  is  possible  that  some  of  the  cases  may 
fail  even  under  laryngostomy. 

Dr.  Jackson  said  that  most  of  the  credit  for  success  in  these  cases  waa 
due  not  to  his  operative  work  but  to  Dr.  Patterson's  assistance  and  at- 
tention to  the  cases  month  in  and  month  out  until  they  were  well.  He 
had  never  seen  anyone  else  with  the  patience  to  work  untiringly  with 
them  until  cured. 

Laryngeal,  Tracheal  and  Bronchial,  Diphtheritic  Stenosis,  With  the 
Pathology  and  Treatment  of  Chronic  Stenosis  of  the  Larynx  Fol- 
lowing Diphtheria.     Dk  Henry  L.  Lynah. 

DISCUSSION. 

Dr.  Emil  Mayer  said  that  most  of  the  members  could  recall  their  ex- 
periences with  the  intubation  tube  in  the  days  before  there  was  an  anti- 
toxin. As  he  had  not  had  occasion  to  intubate  for  diphtheria  for  twen- 
ty years,  he  did  not  feel  himself  in  position  to  discuss  the  earlier  part 
of  Dr.  Lynah's  paper.  He  was,  however,  much  interested  in  Dr.  Lynah's 
remarks  about  the  various  chronic  conditions  we  may  be  called 
upon  to  treat,  and  wished  to  emphasize  the  value  of  the  recent 
addition  to  our  armamentarium  which  makes  this  work  so  much  easier 
for  both  the  surgeon  and  the  patient, — namely  Killian's  suspension 
laryngoscope.  With  this  treatment,  it  is  easy  to  so  dilate  a  case  of 
•'hronic  stenosis  of  the  larynx  as  to  intubate  very  early.  There  is  no 
other  method  which  can  be  used  with  the  same  degree  of  safety.  A  year 
ago  a  little  boy  was  admitted  to  the  Mt.  Sinai  Hospital  with  a  history  of 
diphtheria  and  tracheotomy  five  and  a  half  years  before.  I'he  question 
was  what  was  to  be  done  for  the  stenosis.  An  attempt  had  been  made  to 
do  a  laryngostomy,  but  it  had  been  a  failure.  The  child  then  had  a 
chronic  stenosis  as  the  result  of  the  diphtheritic  process  plus  the  chronic 
stenosis  following  the  surgical  intervention.  Dilatation  had  been  prac- 
ticed from  below  upward  with  various-sized  probes.  The  child  was  placed 
under  general  anesthesia,  and  with  suspension  laryngoscopy  it  was  pos- 
sible to  see  just  where  the  apparatus  went  in  and  was  used.  The  uterine 
dilator  was  employed,  followed  by  a  rubber  tube,  its  size  increased  until 
within  a  month's  time  an  intubation  tube  was  inserted,  which  the  child 
is  now  wearing. 

Dr.  Mayer  then  asked  how  long  Dr.  Lynah  would  leave  the  tube  in  po- 
sition. Is  it  wise  to  let  a  child  go  home  with  its  tube,  or  should  it  be 
kept  under  observation  for  fear  of  evil  results.  He  said  that  h©  had  very 
much  enjoyed  Dr.  Lynah's  paper  and  the  exhibition  which  he  had  pre- 
sented. 

Dr.  Smith  said  that  at  the  last  meeting  of  the  section  he  had  reported 
a  case  of  a  safety-pin  embedded  in  the  larynx  of  a  child  having  remained 
in  situ  for  thirty-seven  days,  during  which  time  the  child  had  received 
3,000  units  of  antitoxin,  several  doses  of  ipecac  and  had  had  an  intuba- 
tion tube  remain  in  the  larynx  forty-eight  hours  when  it  was  coughed 
up.  The  diagnosis  of  the  case  had  been  that  of  diphtheria  and  treatment 
was  directed  towards  this  end,  but  as  the  hoarseness  had  remained  the 
child  had  been  sent  to  him  for  the  removal  of  what  had  appeared  to  be 
papilloma  of  the  larynx,  by  indirect  examination. 
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Since  hearing  Dr.  Lynah's  paper  Dr.  Smith  felt  that  the  gentlemen 
having  this  child  under  consideration  were  not  far  ^rong  in  their  con- 
clusions, since  there  was  evidence  of  obstruction  to  breathing  and  no 
history  of  having  inspired  a  foreign  body,  and  that  in  view  of  the  fact 
that  laryngeal  diphtheria  is  frequently  present  with  its  obstructive  ele- 
ments, though  no  evidence'  may  be  seen  of  it  in  the  pharynx  or  nose,  and 
even  though  a  culture  proves  negative,  the  administration  of  antitoxin 
is  certainly  a  thoroughly  justifiable  procedure.  The  amount  of  anti- 
toxin Dr.  Lynah  advocated  for  a  primary  injection  seemed  most  appall- 
ing to  those  unacquainted  with  such  extreme  measures.  He  understood 
Dr.  Lynah  got  his  best  results  from  the  injection  of  30,000  units,  while 
the  majority  of  physicians  coming  in  contact  with  fewer  cases  frequently 
feel  that  sufficient  has  been  done  when  5,000  units  have  been  injected. 

With  regard  to  recurrent  laryngeal  stenosis  following  diphtheria  he 
believed  that  while  Dr.  Lynah  was  unable  to  find  any  pathological  changes 
in  the  nerve  that  the  functionating  properties  of  the  recurrent  laryngeal 
must  surely  have  been  affected.  He  had  recently  seen  a  lady  with 
paralysis  of  the  larynx  who  had  had  diphtheria  in  childhood.  She  had 
had  no  antitoxin  and  no  intubation  but  one  side  of  the  laiynx  was  com- 
pletely paralyzed  and  therefore  he  believed  that  a  sequence  to  diphtheria 
was  frequently  an  involvement  of  the  recurrent  laryngeal  nerve,  which 
if  it  could  be  examined  in  some  of  the  later  stages  of  paralysis,  some 
years  subsequent  to  diphtheria,  would  show  unquestionably  histological 
and  pathological  changes. 

Db.  Jackson  said  that  he  was  overwhelmed  with  the  views  of  the  patho- 
logical conditions  presented  by  Dr.  Lynah,  and  had  never  before  seen 
such  a  series  of  specimens.  He  was  especially  interested  in  Dr.  Lynah's 
demonstration  of  the  fact  that  traumatism  is  sometimes  done  by  the  in- 
tubation tube,  a  new  accident.  Since  seeing  this  demonstration  Dr.  Jack- 
son was  more  than  ever  convinced  that  it  was  the  mixed  infection  con- 
nected with  the  diphtheritic  process  as  well  as  the  necrosis  which  caused 
the  damage  to  the  larynx.  Dr.  Lynah  had  shown  that  traumatism  can  be 
done  by  intubation.  If  a  false  passage  is  possible,  minor  traumatism  is, 
of  course,  possible  and  that  offers  an  opportunity  for  the  implantation 
of  an  acute  infectious  process.  He  had  always  thought  that  was  not  due 
to  the  intubation  or  tracheotomy  but  to  the  process  itself.  The  features 
presented  by  Dr.  Lynah  were  worth  coming  from  Pittsburgh  to  hear  and 
see. 

Dr.  Lynah  said  that  he  had  very  little  to  add  to  what  had  been  said  in 
the  discussion  except  in  regard  to  the  question  of  antitoxin  raised  by  lir. 
Smith.  If  you  use  antitoxin  in  the  first  hour  of  the  disease,  a  very  small 
dose  is  all  that  is  necessary.  This  holds  good  especially  in  animal  experi- 
mentation, but  in  the  human  beings  we  have  quite  a  different  proposi- 
tion, for  we  seldom  see  these  patients  earlier  than  during  the  first  twenty- 
four  or  forty  hours  of  the  disease.  In  IDOti,  I  endeavored  to  isolate  free 
toxin  circulating  in  the  blood  of  cases  of  the  severe  type  which  had  re- 
ceived no  antitoxin  before  admission  and  to  figure  out  proportionately  by 
the  blood  and  body  weight  of  the  patient  the  exact  amount  of  antitoxin 
Indicated  in  a  given  case.  No  free  toxin  was  found  in  the  circulating 
blood  nor  was  there  any  effect  on  any  of  the  guinea  pigs  tested.    Thia 
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proved  conclusively  tjbiat  the  firm  union  of  the  toxin  with  the  cellular 
constituents  of  the  body  prevented  its  circulating  whether  it  be  large  or 
small  in  amount.  This  started  the  administration  of  the  very  large  or 
doses  of  antitoxin  and  he  got  much  better  results  with  the  30,000  unit 
doses  than  with  several  repeated  doses  of  3,000,  5,000  or  7,000  units. 
Furthermore,  one  dose  only  gives  one  reaction,  and  does  not  bother  the 
patient  as  much  as  the  frequently  repeated  small  doses  and  is~  much  lesa 
liable  to  produce  anaphylactic  shock. 

Post-diphtheritic  paralyses  of  the  recurrent  laryngeals  Dr.  Lynah 
thought  were  extremely  rare.  He  had  watched  cases  of  neuritis  with 
paralysis  of  the  levators  of  the  palate,  in  whom  the  voice  was  of  a  de- 
cided nasal  twang,  but  the  vocal  cords  would  show  no  sign  of  any  involve- 
ment or  fixation. 

He  had  also  seen  cases  with  apparent  paralysis,  in  the  laryngeal  types 
of  diphtheria,  but  when  the  larynx  was  examined  the  supposed  paralyses 
were  found  to  be  due  to  infiltrations. 

He  thought  the  late  paralyses  referred  to  by  Dr.  Smith  which  were  nm- 
lateral  were  in  all  probability  due  to  ankylosis  of  the  arytenoid  cartilage. 
He  could  not  say  why  these  paralyses  did  not  occur,  but  it  was  exceed- 
ingly rare  to  have  involvement  of  the  voice  unless  the  patient  had  had 
laryngeal  involvement  or  had  been  intubated. 


Regular  Meeting,  October  22,  1913. 

Epithelioma  of  Larnyx,   De.  T.  R.  Chambers. 

On  September  29,  a  man,  aged,  66,  entered  my  office  and  said  he  had 
been  in  attendance  once  a  week  for  two  months  at  a  clinic  in  New  York, 
and  that  Dr.  S.  had  ordered  medicine  and  a  gargle  (?)  which  he  had 
faithfully  used  and  that  the  doctor  said  his  throat  at  each  visit  was 
about  the  same. 

On  examination,  I  found  a  smooth,  globular  tumor  of  the  larynx  en- 
circling the  left  half  of  the  epiglottis.  I  was  deceived  by  finger-touch 
which  seemed  to  confirm  my  diagnosis  of  abscess.  He  assured  me  its 
history  was  not  a  minute  longer  than  two  months.  Externally,  there 
seemed  to  be  a  thickening  opposite  the  tumor.  In  this  I  was  also  de- 
ceived. At  least  at  autopsy  no  tumor  was  found  here  external  to  the 
larynx.  Having  made  up  my  mind  it  was  abscess,  I  decided  to  let  out 
the  pus,  and  dreading  a  possible  sudden  death  if  the  incision  should  be 
made  in  the  larynx-side  1  pushed  a  knife  into  the  mass  just  external  to 
the  epiglottis.  Firm  resistance  was  met  and  only  blood  followed  the 
withdrawal  of  the  knife.  The  tumor  was  evidently  malignant,  probably 
epithelioma. 

He  returned  to  his  business  and  came  the  next  day  when  arrange- 
ments were  made  with  Dr.  Yankauer  in  the  hope  that  a  hemi-laryngectomy 
might  be  done.  It  was  almost  unbelievable  that  with  a  larynx  distorted 
as  this  was  his  speech  should  be  only  a  little  thick  and  husky  and  audible. 
The  tumor  left  but  a  very  narrow  crescent  of  space  for  breathing  and 
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voice.  The  space  between  the  hyoid  and  the  tip  of  the  superior  cornua 
of  the  larynx  on  one  side  was  but  5  cm.  while  the  opposite  side  had  trip- 
pie  that  distance.  He  left  my  office  to  return  to  his  work  but  while  at 
table  in  a  restaurant  suddenly  died.  Dr.  G.  W.  King,  County  physician, 
kindly  obtained  the  larynx  and  it  is  presented  as  a  unique  specimen. 
The  tumor  extends  to  the  second  ring  of  the  trachea  and  invades  the 
esophagus.  An  operation  could  only  have  had  a  fatal  issue,  probably  on 
the  operating  table.  Dr.  G.  E.  McLaughlin's  report  is  "Fibrous  tissue 
stroma  which  encloses  numerous  alveoli  made  up  of  squamous  epithelial 
cells  with  large  round  nuclei  fc-mins  in  places  pearls.  There  is  also  a 
moderate  amount  of  small   round  cell  inflltration." 


Figxire  1.  (Enlarged  2*4  times.)  A.  Base  of  tongue.  1.  Cut  for  micro- 
scopic specimen.  2.  Epiglottis.  3.  Crescent  breathing  space.  4.  Tumor. 
5.   Hyoid  bone.     6.   Supra-cornua  thyroid.     7.    Esophagus. 

The  case  presents  four  remarkable  features:  (1)  That  a  tumor  in  this 
region  could  attain  such  immense  size  6.5  cm.,  3.5  cm.,  2  cm.  (2)  Rapidity 
of  its  growth,  there  being  only  two  months' symptoms.  (3)  The  wonderful 
tolerance  shown.  He  was  at  his  work,  as  clerk,  daily.  The  voice  was  due  to 
the  fact  that  there  was  no  involvement  of  the  cords.  Breathing  was  limited 
to  a  very  narrow  crescent  of  space.  No  dysphagia  was  complained  of, 
although  the  esophagus  was  involved.     (4)  Absence  of  pain. 

DISCUSSIOX. 

Dr.  Friesneb  recalled  a  case  which  occurred  in  the  practice  of  Dr. 
Sharp  and  which  was  practically  identical  with  this  one.  He  drew  a 
diagram  on  the  board  showing  the  position  of  the  tumor  in  the  larynx. 
The  laryngoscopic  picture  of  Dr.  Chambers'  case  must  have  been  precise- 
ly like  that  which  Dr.  Friesner  mentioned. 
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Case  of  Status  Lymphaticus  With  Skiagraph.   Db.  John  E.  MacKenty. 

The  interesting  part  of  this  case  is  before  you.  On  October  14,  the  pa- 
tient came  to  my  clinic  with  a  cleft  palate.  The  child  was  about  1*^ 
years  old,  the  only  child  of  a  mother  of  over  40  years,  and  was  apparent- 
ly strong  and  healthy,  light  complexioned,  with  rosy  cheeks,  but  had 
very  little  hair.  The  next  morning  at  8  o'clock  it  was  etherized  ,,and  I  did 
the  operation;  time  of  operation  three-quarters  of  an  hour.  The  child  was 
in  good  condition  until  about  2  p.  m.,  when  it  began  to  cry,  and  at  3  p.  m. 
it  was  noticed  that  the  child  was  pale  and  breathing  fast,  and  in  fifteen 
minutes  it  was  dead.  The  only  thing  I  could  think  of  as  the  cause  of  death 
was  status  lymphaticus.  We  took  the  body  of  the  child  into  the  x-ray 
room  and  had  this  picture  taken.  As  you  see,  it  shows  an  enormous 
thymus.  I  believe  that  in  all  cases  where  there  is  physical  deformity, 
such  as  cleft  palate,  it  would  be  well  to  have  the  child  x-rayed  for  en- 
larged thymus.  It  may  be  that  such  cases  are  more  likely  to  have  duct- 
less gland  affections  than  normal  children.  The  stereoscope  shows  the 
roundness  and  extent  of  the  growth  to  be  very  well.  It  was  very  large, 
coming  down  to  the  diaphragm.  " 

DISCUSSI0"N. 

Dr.  Law  said  that  the  skiagraph  presented  an  unusually  clear  outline 
of  the  thymus  for  the  reason  that  the  plate  was  made  a  few  minutes 
after  death;  consequently  the  tissues  were  still  soft  and  there  was  abso- 
lutely no  movement  to  the  gland  or  surrounding  structures.  The  entire 
outline  of  the  thymus  could  be  followed,  running  from  the  clavicle  down- 
ward on  both  sides  of  the  sternum,  and  forming  a  cap  over  the  heart. 
The  apex  of  the  heart  was  displaced  downward  and  to  the  left.  The 
plates  being  stereoscopic  afforded  an  excellent  view  of  the  condition. 

Dr.  Joachim  told  of  a  case  which  had  a  sad  personal  element  in  it  as 
it  concerned  the  child  of  a  confrere,  which  died  of  thymus  at  the  age  of 
3  years.  The  child  was  never  sick  for  a  moment  but  just  dropped  over 
dead.  A  post-mortem  was  made  and  it  proved  to  be  a  thymus  case.  These 
conditions  are  probably  not  so  rare  as  we  may  think,  and  we  should  be 
more  on  the  lookout  for  them. 

Perforation  of  the  Nose  Due  to  Erysipelas  Following  Traumatism.       Db. 

J.  H.   GUNTZER. 

DISCUSSION. 

Dr.  MacKenty:  The  result  of  this  case  is  good,  and  Dr.  Guntzer  is  to 
be  congratulated.  The  flap  taken  from  the  brow  left  a  large  denuded  area 
which  has  closed  over  with  practically  no  deformity. 

Dr.  Carter  said  that  he  had  seen  the  case  before  operation  and  that  it 
was  one  of  the  most  hideously  deformed  faces  he  had  ever  seen.  There 
was  a  very  large  opening  back  into  the  nose,  and  it  certainly  required  a 
great  deal  of  skill  to  close  it  up.  He  had  also  seen  the  patient  since  the 
operation,  and  the  photograph  did  not  do  full  justice  to  the  excellent  re- 
sult obtained. 

Dr.  Hurd  told  of  a  case  he  had  treated  a  number  of  years  before  in 
which  the  patient  had  a  crowbar  blown  through  the  side  of  his  nose, 
leaving  a  big  hole  over  an  inch  in  diameter.  A  flap  was  taken  from  the 
forehead  and  the  edges  of  the  opening  were  brought  together;  the  result 
was  an  excellent  scar  which  could  scarcely  be  seen.    The  flaps  were  sev- 
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ered  in  ten  days,  the  wound  sewed  up  in  the  forehead,  and  the  pedicle 
cut  off.  The  man  made  a  good  recovery,  in  spite  of  the  fact  that  at  the 
time  of  the  operation  he  was  syphilitic  with  necrotic  bone  in  the  nasal 
cavity  and  had  been  on  mercury  treatment  for  six  months.  He  had  pri- 
mary union  and  a  good  healing. 

Cases  of  Nasal  Deformity  Corrected  by  Transplantation  of  Bone.  Dr. 
W.  W.  Carter. 
The  object  in  presenting  these  cases  was  not  to  show  the  number  that 
had  been  corrected  but  rather  to  call  attention  to  the  results  of  the  bone 
transplantation,  and  particularly  to  the  condition  of  the  bone  in  the  nose 
at  the  present  time,  so  that  the  members  might  have  an  opportunity  to 
judge  for  themselves  what  occurs  to  bone  when  it  has  been  transplanted 
in  such  cases.  It  was  unnecessary  to  call  attention  to  the  operation,  for 
he  had  shown  it  before,  but  in  order  to  refresh  their  memories  so  that 
the  men  might  fully  understand  the  conditions  at  the  present  time  he 
drew  a  diagram  on  the  board  illustrating  the  operation.  For  the  trans- 
plantation, a  piece  of  the  ninth  rib  was  used,  and  was  shaped  to  fit  the 
case.  There  was  not  In  this  case  a  sufficient  amount  of  the  bony  frame- 
work left  to  support  the  noses,  so  they  were  not  suitable  for  the  bridge- 
splint  operation.  A  curvilinear  incision  was  made  from  the  inner  ex- 
tremity of  one  eye-brow  to  the  other,  dowr:  to  the  periosteum  but  not 
through  it.  This  flap  was  then  raised  with  a  tenaculum,  and  a  trans- 
verse Incision  was  made  through  the  periosteum,  which  was  then  elevated 
three-eighths  of  an  inch.  A  sharp  dissection  was  then  made  down  over  the 
bridge  of  the  nose,  and  the  skin  and  subcutaneous  tissue  elevated  to  a 
variable  extent,  depending  upon  the  deformity.  Sometimes  the  tissue 
even  over  the  cheek  has  to  be  elevated.  The  lower  end  of  the  bone  graft 
is  passed  down  nearly  to  the  tip  of  the  nose  and  the  upper  end  is  anchored 
under  the  periosteum  over  the  frontal  bone.  Only  the  outer  half  of  this 
rib  is  used  and  the  cancellous  tissue  is  scraped  away  with  a  curette.  The 
Incision  is  closed  with  horse  hair  or  very  fine  silk.  If  everything  goes 
well  the  wound  Is  completely  healed  in  ten  days. 

Dr.  Carter  said  that  he  had  had  radiographs  made  from  three  years  ago 
to  the  present  time.  In  these  cases  the  bone  was  transplanted  into  the 
soft  tissue,  and  therefore,  they  are  of  considerable  value,  for  most  of  the 
bone  transplantation  hitherto  had  been  into  the  long  bones.  The  trans- 
plantation of  the  bone  into  the  soft  tissues  is  a  very  different  proposition 
from  transplanting  it  into  its  own  environment  as  in  filling  in  defects  in 
long  bones.  He  had  intended  to  show  six  cases  thus  treated,  but  only 
five  of  them  had  appeared.  Plates  were  passed  around,  so  that  the  mem- 
bers could  see  more  closely  what  was  occuring  in  the  bone. 

Case  1 :  This  was  a  case  in  which  bone  not  covered  by  periosteum  was 
transplanted  and  a  radiograph  taken  two  months  after  the  operation.  It 
showed  no  absorption  of  the  bone.  The  case  was  especially  Interesting  In 
that  the  deformity  followed  a  submucous  operation.  The  patient  had  a 
slight  injury  to  his  nose,  but  the  deformity  would  hardly  have  followed 
had  it  not  been  for  the  weakening  effect  of  the  submucous  operation.  He 
had  a  very  pronounced  depressed  deformity.  Another  radiograph  was 
taken  eighteen  months  after  the  transplantation.  In  this  where  the  bone 
joins  the  frontal  bone  there  Is  a  growth  of  bone  extending  down  on  the 
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graft;  growth  begins  again  where  the  bone  comes  in  contact  with  the 
nasal  bones.  There  has  been  a  considerable  growth  of  bone  below  the 
contact  with  the  nasal  bone,  so  that  the  lower  end  is  much  larger  than 
the  upper  end.  This  case  demonstrates  clearly  the  result  of  transplant- 
ing bone  without  periosteum. 

Case  2:  A  radiogram  of  this  case  was  shown.  The  man  was  injured 
three  years  ago,  and  operated  two  and  a  half  years  ago — bone-transplan- 
tation without  periosteum.  The  first  plate  was  taken  twenty-one  months 
after  operation;  the  second,  two  years  and  four  months  after  the  oper- 
ation. The  bone  was  not  absorbed  but  has  been  growing.  In  this  case 
the  piece  of  bone  slipped  out  of  its  position,  so  that  it  only  rests  lightly  on 
the  nasal  bones,  but  the  graft  seems  to  be  larger  at  that  point.  The  re- 
sult is  a  very  well-shaped  nose.  The  bone-graft  can  be  moved  about. 
Here  we  have  a  periosteum-free  bone-transplantation,  practical  free  in  the 
soft  tissues,  where  it  has  been  for  over  two  years.  It  not  only  has  not 
absorbed  but  it  is  distinctly  larger  than  it  was  seven  months  ago.  There 
is  a  little  line  of  rarefaction  running  down  the  center  of  the  transplant, 
giving  one  the  impression  that  there  is  some  absorption  going  on  in  the 
center  of  the  original  transplant.  In  this  case  the  bone  without  perios- 
teum was  acting  in  an  osteo-inductive  capacity. 

Case  3:  This  was  one  of  the  most  interesting  and  instructive  cases 
which  the  doctor  has  had.  The  patient  had  no  bridge  whatever,  it  be- 
ing a  congenial  deformity.  The  bone  was  transplanted  with  the  perios- 
teum twenty  months  ago  and  the  results  could  be  compared  with  the 
cases  in  which  there  was  no  periosteum.  The  first  plate  was  made  fifteen 
months  after  operation;  this  shows  Arm  union  to  frontal  bone  and  con- 
siderable growth  of  the  graft.  The  second  plate,  taken  twenty  months 
after  the  operation,  shows  much  greater  growth  of  the  bone  and  a  slight 
trace  of  rarefaction  in  the  center  of  the  graft,  which  was  also  noticed  in 
the  first  plate. 

Case  Jj'.  This  patient  had  an  accident  about  a  month  and  a  half  ago. 
His  nose  was  broken  and  a  very  peculiar  deformity  resulted.  There  was 
a  dropping  down  of  the  cartilaginous  portion  of  the  dorsum,  and  the  sep- 
tum was  bare  and  sticking  out  of  the  wound  for  three-eighths  of  an  inch. 
In  this  case,  instead  of  making  a  semilunar  incision,  that  portion  of  the 
septum  which  protruded  was  resected  and  the  bone  was  introduced  through 
this  longitudinal  incision.  This  case  was  operated  upon  only  eighteen 
days  ago  and  the  picture  shows  how  the  case  is  progressing.  There  was 
no  reaction  whatever,  and  it  is  perfectly  well,  as  can  be  seen,  though  the 
bone  is  not  yet  in  bony  union  with  the  frontal  bone  or  nasal  bones.  The 
man  has  a  good  nose,  and  he  had  a  wretched  one  when  he  first  appeared 
at  Gouverneur  Hospital. 

This  is  a  case  in  which  there  was  some  infection  of  the  bone  at  the 
time  of  operation.  Nine  months  later  every  bit  of  the  bone  was  absorbed. 
There  was  considerable  pus  for  a  time  but  it  was  controlled.  This  was 
one  of  those  pier  operations,  that  is  in  addition  to  putting  in  a  dorsal 
piece  of  bone  two  piers  were  put  in  to  support  it.  The  pier  shows  very 
distinctly  in  the  picture.  In  the  next  radiograph  there  is  no  bone  left; 
it  has  all  been  absorbed. 

These  cases  are  presented  purely  for  the  purpose  of  demonstrating 
what  occurs  to  the  bone  when  transplanted  into  the  nose.  It  is  the  first 
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instance  when  the  bone  was  used  without  periosteum  and  anchored  over 
the  naso-frontal  process  in  contact  with  the  nasal  bones;  the  bone  haa 
not  been  absorbed,  but  is  evidently  growing  especially  from  the  points 
where  it  comes  in  contact  with  living  bone  and  periosteum.  In  every  one 
of  these  transplants  there  is  an  area  of  rarefaction,  as  if  the  original 
transplant  were  being  absorbed.  In  the  case  where  the  bone  was  trans- 
ferred with  the  periosteum,  the  bone  is  heavier  and  stronger,  and  evident- 
ly is  growing  rapidly  larger. 

Dr.  Carter  said  that  he  could  not  accept  the  views  of  McEwen,  for  he 
felt  that  his  cases  which  were  operated  before  McEwen's  book  was  writ- 
ten show  that  the  bone  has  an  osteoinductive,  osteo-conductive  and 
osteo-genetic  function,  and  that  osteogenesis  is  quickly  assisted  by  the 
periosteum,  and  that  if  the  periosteum  is  included  with  the  graft  it  is 
more  apt  to  be  successful  and  will  grow  oetter. 

DISCUSSION. 

Db.  Gleasox  said  that  he  had  never  done  any  work  of  this  kind,  but 
had  made  some  injections  of  paraffin  with  very  satisfactory  results.  He 
said  that  he  was  greatly  impressed  with  the  results  obtained  by  Dr.  Car- 
ter, and  had  remarked  to  one  of  the  gentlemen  present  that  he  would  like 
to  have  as  straight  a  nose  as  these  patients.  Dr.  Carter  had  demon- 
strated this  work  the  evening  before  at  the  Philadelphia  Laryngological 
Society  and  all  the  members  were  greatly  impressed  with  the  results  of 
his  method  of  procedure. 

Dr.  Goddaed  confirmed  what  Dr.  Gleason  had  said,  and  expressed  the 
hope  that  some  of  this  work  would  be  done  in  Philadelphia. 

De.  Hays  said  that  he  thought  that  all  the  members  were  pleased  to 
have  this  demonstration  of  Dr.  Carter's  work  shown  them  after  a  lapse 
of  two  or  three  years.  There  could  not  be  a  better  demonstration  of  what 
he  has  done  in  these  cases.  He  remembered  that  at  that  time  there  was  a 
good  deal  of  skepticism,  which  was  further  felt  when  Dr.  Murphy,  of  Chi- 
cago, stated  at  the  last  meeting  of  the  Congress  of  Surgeons  of  America, 
that  these  transplants  would  never  stay  in.  Dr.  Hays  said  that  he  had 
treated  three  cases  by  this  method,  the  results  in  the  first  one  being  ex- 
cellent, but  the  other  two  not  so  good.  The  reason  for  the  failure  as  far 
as  the  cosmetic  result  is  concerned  can  best  be  explained  by  means  of 
diagrams.  If  the  deformity  is  congenital  or  due,  as  in  one  of  my  cases,  to 
pressure  by  forceps  during  birth,  the  line  of  the  forehead  and  the  chin 
extend  out  beyond  the  line  of  the  nose;  if  so  the  nose  is  sunken  in  the 
center  of  the  face.  In  such  a  case  it  is  impossible  to  get  a  rib  which 
will  bring  out  the  line  of  the  nose  without  causing  considerable  stretch- 
ing of  the  skin,  or  else  causing  a  further  curvature  of  the  rib  because 
of  the  tension  on  the  skin.  Sometimes  the  rib  will  have  a  curve  from  be- 
fore backwards  and  upward  towards  the  spine,  besides  having  a  convex- 
ity outward.  In  such  a  case  if  a  large  portion  of  the  rib  is  needed  it  will 
be  impossible  to  get  a  piece  which  will  not  have  a  tendency  to  cause  the 
nose  to  be  tilted  to  one  side.    This  happened  in  his  second  case. 

The  demonstration  of  x-ray  plates  by  Dr.  Carter  gives  us  an  indica- 
tion of  the  position  that  the  rib  assumes  in  its  new  place,  and  makes  us 
have  more  confidence  in  the  results  of  the  transplants. 

Db.  Cabtek,  in  closing  the  discussion,  said  that  the  object  In  anchoring 
the  bone  under  the  periosteum  over  the  nasofrontal  process  was  not  to 
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secure  osteo-genesis,  for  the  so-called  periosteum  over  the  bones  of  the 
skull  is  not  an  osteo-genetic  membrane.  Any  osteo-genesis  obtained  13 
from  the  frontal  bone  or  the  periosteum  on  the  transplant  itself,  not 
from  the  periosteum  over  the  frontal  bone.  He  had  examined  a  number 
of  skulls  and  through  the  courtesy  of  Dr.  Gleason  had  studied  some  of 
those  in  the  College  of  Physicians  in  Philadelphia,  among  them  some 
which  had  been  trepaned  for  many  years,  the  patients  living  for  a  long 
while  afterward — and  there  w^as  no  growth  ol'  bone  over  the  opening  in 
the  skull.  In  these  congenitally  deformed  cases,  as  in  the  negro  boy  just 
shown,  the  operation  should  not  be  done  all  at  once  as  the  skin  would  be 
stretched  too  tightly.  This  boy  had  been  told  that  there  would  be  an- 
other operation  later,  as  it  was  necessary  first  to  have  a  firm  bone  basis 
on  which  to  build. 

As  for  having  a  curved  piece  of  bone,  it  needs  to  be  curved  in  an  an- 
tero-posterior  direction.  You  do  not  want  to  transplant  it  on  the  edge. 
It  can  be  cut  straight,  but  have  a  curve  in  the  antero-posterior  direction, 
and  the  slight  curve  forward  is  an  advantage  as  in  the  normal  nose. 

The  cases  presented  are  of  considerable  value  for  they  are  of  long  stand- 
ing and  they  demonstrate  some  of  the  results  of  bone-transplantation; 
they  are  presented  in  order  to  show  what  actually  happens.  It  is  a  case 
of  bringing  the  goods  and  showing  them.  If  a  bone  is  not  osteo-genetic, 
it  is  at  least  osteo-inductive. 

The  Indications  for  the  Gleason   Operation  for  the   Correction  of  Devia- 
tions of  the  Nasal  Septum.  Dr.  E.  B.  Gleason. 
Published  in  full  in  this  issue  of  The  Laryngoscope,  page  1129. 

DISCUSSION. 

Dr.  Goddard  said  that  he  had  not  expected  to  be  called  upon  to  open 
the  discussion,  for  he  had  wanted  to  hear  the  men  of  the  Section  speak 
of  their  experiences  with  the  Gleason  operation.  It  had  been  his  good 
fortune  to  assist  Dr.  Gleason  in  a  number  of  these  operations,  several  on 
children,  and  in  each  instance  the  result  has  been  very  good.  In  the 
younger  children  it  would  seem  to  be  the  operation  of  choice,  for  it  is 
quickly  done  and  the  results  are  very  satisfactory.  Of  course,  as  Dr. 
Gleason  had  brought  out,  in  deviation  high  up  the  submucous  seems  to  be 
the  operation  of  choice.  Only  the  other  day  a  youngster  had  come  in 
with  a  marked  deviation,  and  it  required  a  great  deal  of  strength  to 
break  up  and  remove  the  resiliency,  but  the  result  was  good.  The  oper- 
ation is  so  quickly  done  and  the  results  are  so  satisfactory  that  the  men 
in  Philadelphia  use  it  a  great  deal  in  preference  to  the  submucous  oper- 
ation, particularly  in  the  younger  cases. 

Dr.  Joachim  said  that  in  addition  to  the  indications  which  Dr.  Gleas- 
on had  given  for  the  operation  there  was  one  in  which  he  himself  pre- 
ferred the  Gleason  operation  to  any  other,  viz.,  in  cases  where  the  in- 
ferior turbinate  had  been  removed,  creating  an  enormous  cavity  on  the 
other  side,  whence  the  obstruction  had  been  removed.  In  these  cases  his 
idea  was  to  save  as  much  material  and  tissue  as  possible  and  not  to 
waste  any  more  than  had  already  been  wasted,  and  for  that  reason  he  pre- 
ferred the  Gleason  operation.  It  gives  an  absolutely  good  result,  it  re- 
stores the  equilibrium,  and  the  result  is  far  better  than  any  other  oper- 
ation could  give  under  such  conditions. 
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Db.  Hurd  said  that  he  hardly  felt  qualified  to  discuss  the  paper  as  he 
had  long  considered  the  submucous  operation  to  be  the  operation  of 
choice.  Dr.  Joachim  had  pointed  out  the  advantages  of  the  Gleason 
operation  in  unilaterial  atrophic  cases  wherein  the  desire  is  to  fill  in  the 
atrophic  nares.  The  Gleason  or  the  Asch  operation  was  indicated  and  a 
submucous  resection  contra-indicated.  I  try  to  balance  up  the  nose  in 
that  way.  It  is  a  very  good  operation.  The  Gleason  operation  is  certainly 
simpler  than  the  submucous,  but  unfortunately  the  indications  for  its 
employment  are  very  limited;  there  has  to  be  a  small  area  of  deviation 
to  encompass  it.  (Dr.  Hurd  here  drew  a  diagram  and  described  several 
conditions  in  which  it  would  be  ineffective.) 

The  younger  men  in  New  York  are  all  doing  the  submucous  operation, 
hundreds  of  them  every  year,  and  have  very  good  results.  It  can  easily 
be  done  after  a  little  experience  and  can  be  performed  in  a  reasonable 
length  of  time — ten  or  fifteen  minutes.  Dr.  Hurd  said  that  he  had  done 
the  operation  on  a  series  of  twelve  children,  the  youngest  being  six  years 
old  and  had  observed  these  children  every  six  months  since,  some  of 
them  for  seven  or  eight  years,  and  there  was  no  injurious  effects  on  the 
nose.  When  the  nose  fell,  it  was  usually  the  result  of  poor  technic.  Dr. 
Gleason's  operation  would  certainly  avert  these  cases  of  depressed  nose. 

Then  the  curved-in  deviation  will  still  remain,  although  you  put  the 
deviated  portion  into  the  other  side;  it  is  not  obliterated,  and  there  is  al- 
ways a  cupping  in.  The  point  is  that  if  you  did  not  break  up  the 
resiliency  absolutely  the  deflection  will  return.  It  never  failed  that  they 
must  smash  up,  no  matter  whether  you  did  the  Gleason  operation  or  any 
other.  The  submucous  seems  to  be  the  easier  way,  with  less  resection 
than  the  old-fashioned  crushing  operation. 

Dr.  Bee:max  Douglas  said  that  he,  too,  belonged  to  the  good  old  period 
of  septum  work,  those  days  when  all  fought  over  the  various  operations 
which  each  had  devised.  He,  himself,  had  devised  a  septum  operation 
which,  like  Dr.  Gleason's  had  considerable  vogue  for  some  time.  From 
this  it  could  be  seen  that  what  he  was  about  to  say  had  no  sting  in  it  to 
the  guest  of  the  evening,  but  that  he  simply  expressed  his  frank  convic- 
tion that  any  attempt  to  revive  any  interest  in  any  sepum  operation  which 
was  practiced  before  the  submucous  resection  had  been  generally  accept: 
ed  would  be  about  as  effective  as  the  attempt  to  awaken  an  interest  in  the 
re-introduction  of  stage  coaches  in  these  days  of  automobiles  and  aero- 
planes. 

Dr.  Delavan  called  attention  to  the  methods  of  the  late  Dr.  Asch,  which 
were  the  originals  upon  which  the  subsequent  so-called  "modifications" 
had  been  based,  and  which  possessed  so  many  valuable  features.  It  seemed 
to  him  that  Dr.  MacKenty  had  summed  up  the  matter  admirably  and  that 
the  points  which  he  made  might  be  subscribed  to  without  much  question. 
In  his  own  opinion,  operations  for  the  relief  of  deformed  septa  might  be 
divided  into  two  classes,  those  in  which  for  existing  mechanical  reasons 
the  submucous  operation  was  indicated,  and  those  in  which  some  other 
operation  was  preferable,  in  which  the  bony  and  cartilaginous  framework 
of  the  nose  was  as  far  as  possible  preserved.  The  same  principles  of  con- 
servatism which  applied  in  certain  other  surgical  situations  should  be 
observed  here.  A  properly  balanced  "setting  up"  operation  would  often 
succeed  in  relieving  the  nasal  obstruction  and   in  correcting  deformity 
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without  permanently  weakening  the  nasal  structure,  as  in  extensive  re- 
section, and  in  suitable  cases  was  therefore  to  be  preferred.  The  simile 
of  likening  the  two  forms  of  operation  with  the  aeroplane  and  the  anti- 
quated stage  coach  was  more  apt,  possibly,  than  the  speaker  had  intended. 
We  need  to  know  more  about  resection  and  the  aeroplane  before  we  can 
speak  with  positive  certainty  of  the  final  value  of  either.  The  method 
by  replacement  is  the  better  for  children  in  whom  the  septum  is  not  yet 
fully  developed.  Without  question  the  submucous  operation,  valuable  as* 
we  all  know  it  to  be,  has  been  largely  overdone.  The  Section  was  indebt- 
ed to  Dr.  Gleason  for  again  directing  attention  to  that  fact. 

Dr.  John  E.  MacKenty  expressed  his  pleasure  in  hearing  Dr.  Gleason'b 
paper.  He  had  known  of  the  Doctor's  work  for  many  years  and  had  per- 
formed his  operation  a  few  times^  In  the  present  tendency  to  do  the 
submucous  operation  on  every  septal  deformity  we  seem  to  have  over- 
looked a  simple  method  more  applicable  in  some  cases.  In  atrophic  cases 
it  is  indicated  over  and  above  the  submucous  operation.  One  remark 
which  Dr.  Gleason  made  seems  very  important,  that  is  the  over-enlarge- 
ment of  the  space  by  the  submucous.  In  some  cases  the  patient  comes 
back  with  an  enormous  space  and  has  a  dry  nose.  We  have  neglected 
that  problem  in  our  work  and  have  not  always  kept  in  mind  that  too 
large  a  nasal  space  is  worse  than  one  too  small.  In  trophic  cases,  as  Dr. 
Gleason  has  indicated,  and  in  children,  anything  that  will  remove  the 
deformity  without  injuring  the  septum  is  the  best.  We  often  see  chil- 
dren with  extreme  anterior  deformities.  That  type  is  extremely  hard 
to  relieve  by  any  method  and  a  complete  submucous  is  contra-indicated. 
In  such  some  plastic  method  should  be  adopted. 

He  thanked  Dr.  Gleason  for  the  suggestion  made  in  the  paper,  which 
may  result  in  giving  an  impetus  to  do  the  Gleason  operation  instead  c' 
the  submucous  one  in  suitable  cases. 

Dr.  Chambers  said  that  he  had  seen  Dr.  Gleason  do  two  of  these  opera- 
tions in  his  office  in  Philadelphia,  each  of  them  occupying  less  than  five 
minutes.  Dr.  Hurd  says  ten  or  fifteen  minutes  is  a  long  time  to  take 
for  the  submucous  operation.    I  should  like  to  see  him  do  his  rapid  work. 

Dr.  Wilson  said  that  he  also  would  like  to  testify  to  the  admirable 
work  done  by  Dr.  Gleason.  There  seems  to  be  still  a  place  for  this  opera- 
tion, and  he  wished  to  express  his  thanks  to  Dr.  Gleason  for  coming  over 
from  Philadelphia  and  refreshing  the  memory  in  regard  to  it. 

Db.  Abraham  said  that  when  he  first  began  this  work  the  Asch  opera- 
tion was  still  in  vogue.  He  had  had  the  pleasure  of  working  with  Dr. 
Asch  and  naturally  favored  that  operation,  but  a  little  later  he  used  the 
Gleason  method  and  was  very  favorably  impressed  with  it,  employing  it 
on  a  number  of  cases.  Then  came  the  submucous  operation  which  he 
adopted  and  has  been  practicing  ever  since.  The  Gleason  operation  is 
ho  doubt  better  adapted  to  some  conditions,  and  the  discussion  of  the 
evening  probably  will  revive  its  use  in  appropriate  cases. 

Dr.  T.  W.  Corwin  said  that  after  having  done  the  Asch  operation  for 
a  while  he  had  adopted  the  Gleason  method  and  had  been  very  well 
pleased  with  the  results,  and  thought  at  that  time  that  no  better  opera- 
tion had  been  devised.     There  was  very  little  discomfort  to  the  patient 
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and  very  good  results.  Since  the  submucous  operation  had  come  he  had 
been .  following  that  procedure  and  had  not  used  the  Gleason  operation 
much,  though  he  recalled  some  cases  in  which  no  better  results  could  have 
been  secured.  He  was  inclined,  however,  to  think  that  in  the  majority 
of  the  cases  which  show  deflection,  the  nasal  fossa  as  a  whole  is  unde- 
veloped, and  the  septum  presents  curves  and  thickenings  as  the  result  ot 
developing  in  too  narrow  quarters.  It  is  too  large  for  an  undergrown 
nasal  fossa,  and  it  causes  obstruction  to  respiration.  Any  operation  that 
tends  to  reduce  its  bulk  as  well  as  its  deviations  will  aid  respiration. 

Dr.  Strouse  said  that  any  operation  which  corrects  one  deformity  and 
produces  another  is  not  surgically  correct.  The  submucous  operation  as 
it  is  performed  in  ninety-nine  cases  out  of  a  hundred  by  removing  a.i 
much  of  the  septum  as  possible  should  be  discouraged  and  an  operation 
that  will  limit  itself  to  the  deformity  only,  should  be  encouraged  as  the 
correct  surgical  procedure.  If  a  submucous  operation  is  done  and  only 
BO  much  is  removed  as  to  correct  the  deformity,  we  are  doing  all  that  is 
required.  If  we  have  a  deformed  limb  we  do  not  remove  the  whole  bone, 
but  simply  the  deformity,  and  if  we  apply  that  principle  in  the  nose  we 
will  do  well.  All  these  displacements  and  crushing  operations  cannot 
straighten  the  septum;  they  correct  one  deformity  and  invariably  pro- 
duce another.  The  operation  of  the  future  is  that  one  which  is  limited 
to  removal  of  the  deformity  only. 

Dr.  Gleason  agreed  with  those  who  had  discussed  the  paper  that  the 
submucous  operation  was  the  operation  of  choice  in  most  cases.  Where 
the  operator  is  skillful  and  meets  with  no  accidents  in  the  majority  ot 
cases  one  could  not  ask  for  better  results  than  can  be  obtained  with  that 
operation.  There  are,  however,  undoubtedly  cases  where  the  Gleason  oper- 
ation would  be  better  than  the  submucous  one. 

Dr.  Hurd  had  said  that  this  operation  applies  only  to  deviations  in  the 
anterior  part  of  the  septum,  while  as  a  matter  of  fact  the  further  back 
they  are  the  easier  it  is  to  reduce  the  resiliency.  Dr.  Gleason  said  that 
he  would  not  hesitate  to  do  the  operation  in  a  case  involving  two-thirds 
of  the  septum,  and  he  had  rarely  seen  one  involving  more  than  that  It 
has  been  stated  that  involvement  of  the  entire  septum  never  occurs.  He 
had  seen  a  case  in  which  the  deviation  involved  even  the  posterior  edge 
of  the  septum,  but  these  cases  are  extremely  rare.  However,  if  there  is 
a  deflection  of  the  upper  portion  of  the  septum  of  course  the  operation 
is  contra-indicated.  He  said  that  he  had  operated  in  horizontally-shaped 
deflections  and  fractured  the  bones  of  the  positive  deviation  with  forceps 
or  his  finger. 

As  for  the  statement  of  Dr.  Voislawsky.  Soon  after  the  operation 
thickening  appears  at  the  base  of  the  septum  caused  by  tht;  overlapping 
of  the  flap.  One  of  two  things  will  correct  the  deformity.  Either  this 
thickening  will  be  absorbed,  so  that  you  will  have  in  some  cases  a  sep- 
tum that  would  not  be  straighter  if  you  had  laid  down  a  plumb  line,  or 
It  is  a  very  simple  thing,  after  the  parts  have  healed,  to  remove  any  re- 
dundant thickening  at  the  base  of  the  septum  with  a  saw. 
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Regular  Meeting,  March  18,  1913. 

Dr.  Ross  Hall  Skillebn,  Chairman. 

New  Instrument  for  the  Treatment  of  Suppuration  of  the  Antrum  of 
Highmore.        Exhibited  by  Dr.  E.  B.  Gleason. 

The  instrument  shown  this  evening  is  for  the  production  and  main- 
tenance of  a  comparatively  large  opening  from  the  maxillary  antrum  in- 
to the  nose  beneath  the  inferior  turbinated  body,  for  the  treatment  ot 
chronic  suppuration.  It  was  devised  after  considerable  experience  in  the 
treatment  of  antral  suppuration  with  Wells'  trocar  and  rasp  canula. 

The  instrument  is  a  double-ended  trocar,  with  one  end  of  the  probe 
pointed,  the  other  triangular  sharp  point.  Both  ends  are  slightly  curved 
at  the  tip  end  of  the  diameter  of  No.  18  of  the  French  catheter  scale. 
On  the  concave  surface  for  a  distance  of  one  and  three-fourths  inches  is 
a  coarse  file  or  rasp  so  constructed  as  to  cut  on  the  pull.  The  instrument 
is  designed  for  the  treatment  of  chronic  suppuration  only,  as  acute  sup- 
puration unless  caused  by  gangrenous  tooth  pulps  or  some  other  neigh- 
boring forms  of  infection  quickly  subsides  by  treatment  addressed  to  the 
region  of  the  maxillary  ostium  or  a  few  irrigations  of  the  antrum  through 
a  Lichtwitz  needle. 

Diseased  Conditions  of  the  Ethmoidal   Region.     Dr.  Frank  Embery. 

When  I  say  diseased  conditions  here  I  mean  the  word  in  its  broadest 
sense.  I  mean  it  to  Include  adhesive,  hypertrophied  tissues  especially. 
It  has  been  my  experience  that  a  considerable  arnount  of  nasal  discom- 
fort is  due  to  pressure  in  this  region  as  well  as  stenosis  of  the  fronto- 
nasal duct,  the  result  of  hypertrophied  tissue  and  adhesions.  We  have 
in  the  region  under  consideration  the  following  structures:  (1.)  Anterior 
end  of  the  middle  turbinate;  (2)  anterior  ethmoidal  cells;  (3)  bulla  eth- 
moidalis;    (4)  uncinate  process;    (5)  The  outlet  fronto-nasal  duct. 

I  have  frequently  seen  the  anterior  end  of  the  middle  turbinate  so 
hypertrophied  that  it  completely  filled  the  space  between  the  septum  and 
outer  wall  of  the  nose  and  be  in  firm  contact  with  both  walls,  even  after 
applications  of  cocain  and  adrenalin.  I  have  seen  the  bulla-ethmoidalis 
so  large  as  to  force  the  middle  turbinate  hard  against  the  septum.  The 
anterior  ethmoid  cells  are  frequently  enlarged  and  in  contact  with  the 
septum.  Adhesions  between  these  cells  and  the  septum  are  not  infre- 
quent. Such  being  the  case,  you  can  readily  understand  how  the  least 
irritation  and  congestion  will  cause  distress,  varying  from  a  simple  Uia- 
comfort  to  intolerable  headaches.  These  headaches  are  sometimes  very 
intense  and  give  the  sensation  of  a  band  around  the  head.  Neurasthenia 
and  asthenopia  are  frequent  results.  The  uncinate  process  may  be  over- 
developed and  with  a  moderate  enlargement  of  the  middle  turbinate  or 
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the  bulla-ethmoidalis,  cause  a  partial  or  complete  stenosis  of  the  fronto- 
nasal duct,  interfering  greatly  with  the  drainage  and  ventilation  of  the 
frontal  sinus.  These  conditions  we  have  all  seen  probably  on  many  oc- 
casions. Of  course  under  such  conditions  we  can  only  hope  for  relief  by 
operative  procedure. 

I  have  never  seen  any  satisfactory  results  from  chromic  acid  or  other 
escharotics.  We  will  now  take  up  the  various  operations. 

First  the  hypertrophied  middle  turbinate.  When  the  middle  turbinate 
fs  so  much  enlarged  as  to  completely  fill  the  space  between  the  septum 
and  outer  wall  of  the  nose,  it  is  impossible  at  least  to  me  to  satisfactorily 
use  an  instrument  like  a  biting  forceps  or  scissors  to  make  the  initial 
cut  in  which  to  place  the  snare,  because  when  such  an  instrument  is 
opened  there  is  no  room  between  the  turbinate  and  nasal  walls  for  the 
blades  of  the  instrument.  If  you  force  the  blades  between  the  enlarged 
turbinate  and  nasal  walls  you  push  the  ends  of  the  blades  into  the  walls 
on  either  side.  In  1910  Lentz  made  for  me  this  chisel.  It  has  a  narrow 
cutting  end.  It  is  concaved  with  concavity  looking  downward.  The  end 
Is  slightly  notched  to  keep  it  from  slipping  and  the  extremity  is  slightly 
curved  so  that  it  makes  a  horizontal  cut  instead  of  cutting  upward.  The 
notched  end  is  placed  so  as  to  embrace  the  turbinate  just  at  its  attach- 
ment to  the  ethmoid.  Firm  pressure  with  the  Angers  engages  the  cutting 
edge  and  a  few  gentle  taps  of  the  mallet  (I  always  use  a  lead  mallet 
because  there  is  no  recoil)  sends  the  instrument  into  the  boi^e.  When 
you  have  made  the  horizontal  cut  far  enough  back  you  gradually  ele- 
vate the  handle,  which  depresses  the  cutting  edge,  and  as  you  gently 
tap  with  the  mallet  you  cut  downward.  You  can  now  by  using  a  little 
pressure  with  your  fingers  force  the  portion  which  has  been  almost  de- 
tached down  into  the  nostril  where  there  is  more  space  and  you  can  easily 
place  rfie  loop  of  the  snare  around  as  much  as  you  wish  to  remove  and 
quickly  detach  it.  I  have  used  this  chisel  many  times  and  it  has  nevei 
failed  to  do  its  work.  This  same  chisel  can  be  used  to  break  into  th« 
ethmoidal  bulla  and  a  cutting  forceps  will  satisfactorily  do  the  work. 

For  the  anterior  ethmoid  cells  I  frequently  use  this  rasp.  This  in- 
strument was  made  at  the  same  time  as  the  middle  turbinate  chisel.  The 
extremity  is  curved.  The  cutting  portion  is  triangular  and  has  teeth  on 
the  two  lateral  surfaces.  It  is  made  only  to  cut  on  the  draw.  This  rasp 
is  only  used  to  open  these  cells  and  a  cutting  forceps  is  used  to  finish.  (1 
use  this  rasp  instead  of  the  previous  chisel  because  I  feel  safer  in  doing 
so.) 

To  enlarge  the  fronto-nasal  duct  in  case  of  stenosis,  I  first  endeavor 
to  pass  a  fine  applicator  properly  curved  and  wrapped  firmly  with  a 
small  amount  of  cotton,  dipped  in  a  20  per  cent  solution  of  cocain  and  a 
little  adrenalin.  As  a  rule  it  is  necessary  to  remove  the  anterior  end  ol 
the  middle  turbinate.  When  I  had  been  able  to  pass  this ,  cotton-ttpped 
applicator  into,  or  almost  to  the  frontal  sinus  bone  I  commence  with 
the  smallest  Sullivan  rasp.  I  then  irritate  the  sinus  with  a  warm  normal 
salt  solution.  For  irrigating  the  frontal  sinus  I  have  found  an  ordinary 
silver  Eustachian  catheter  properly  curved   to  be  very  satisfactory.     1 
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have  a  tip  of  a  two-ounce  matchless  syringe  made  to  fit  the  catheter.  1 
have  found  this  method  very  satisfactory  and  neat.  I  usually  finish  by 
injecting  about  1  drachm  of  a  10  per  cent  solution  of  argyrol. 

DISCUSSIONS. 

A.  H.  C.  RowLA^^D:  I  have  found  that  the  rasp  has  certain  advantages 
in  the  anterior  ethmoid  region,  although  I  have  frequently  been  able  to 
maintain  good  drainage  with  spray  of  cocain  and  adrenalin.  Diseases  ol 
the  vicious  circle  often  date  back  to  diseases  of  childhood.  The  infrac- 
tion of  the  middle  turbinate  will  often  establish  a  good  drainage  and  ven- 
tilation. -  If  this  is  not  accomplished  by  this  method,  then  I  remove  the 
anterior  third  of  the  middle  turbinate  with  snare  and  scissors. 

Dr.  Geo.  W.  Mackenzie:  Dr.  Embery  spoke  of  the  middle  turbinate 
region  of  hyperplastic  tissue,  and  did  not  speak  of  something  which  1 
consider  more  important.  One  of  the  common  causes  of  asthenopia  and 
headaches  is  hyperplasia  with  cysts  or  scrolls  of  the  middle  turbinate 
The  middle  turbinate  may  be  pressed  so  firmly  between  the  septum  and 
lateral  wall  that  it  is  often  impossible  to  snare,  even  after  shrinking 
with  a  20  per  cent  solution  of  cocain.  In  such  a  case  Hajek's  hook 
should  be  employed,  after  use  of  which  the  turbinate  will  collapse — the 
snare  or  scissors  may  then  be  employed  to  remove  the  anterior  third. 
Cysts  are  usually  thought  to  contain  pus,  but  in  the  large  number  which 
I  have  removed  during  the  past  eight  or  ten  years  I  have  not  found  pus. 
We  can  never  be  too  radical  in  operating  in  this  region. 

Dr.  E.  B.  Gleason:  Dr.  Gleason  uses  Farnum's  alligator  forceps  in  re- 
moving the  anterior  iK)rtion  of  the  middle  turbinate,  also  snare  and  curved 
scissors,  and  has  used  the  Ballenger  knives  on  the  cadaver,  but  never  on 
the  living. 

Treatment  of  Secondary  Hemorrhage  Following  Operations  on  the  Nose 
and  Throat.     Dr.  P.   S.   Stout. 

Secondary  hemorrhage  following  operations  on  the  nose  and  throat 
are  by  no  means  of  rare  occurrence.  One  operator  at  the  last  meeting 
of  the  American  Medical  Association  reported  fifty  cases  of  fatal  hemor- 
rhage. Just  how  many  of  these  were  secondary  hemorrhage  I  do  not 
know. 

I  will  first  speak  of  the  nose,  and  then  of  the  tonsils  and  adenoids. 
In  the  beginning,  I  wish  to  state  that  I  have  drawn  freely  from  such 
writers  as  Ballenger,  Phillips,  Gleason,  Smith,  Piersol  and  Packard.  Sec- 
ondary hemorrhage  following  nose  operations  may  be  looked  for  at  any 
time,  whether  the  operation  is  slight  or  of  an  extensive  character.  If  no 
packing  was  used  after  the  operation,  as  is  now  frequently  practiced 
and  blood  oozes  from  around  the  clot,  it  is  best  to  wash  out  the  nostril 
thoroughly  and  then  inject  hot  water,  temperature  around  130°  F.  or  ice 
water,  being  careful,  however,  not  to  use  too  large  a  quantity.  After  the 
nostril  is  clear  of  blood,  look  quickly  for  any  bleeding  point.  If  you  dis- 
cover one,  apply  adrenalin  solution,  peroxid  of  hydrogen,  or  solution 
of  tannic  and  gallic  acid.  If  bleeding  still  continues,  then  some  form  of 
packing  should  be  used.     Berney  Simpson   splints  or  narrow  pieces  of 
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gauze  packed  in  both  nostrils  usually  will  suffice.  However,  sometimes 
even  after  this  bleeding  still  continues.  It  then  becomes  necessary  to 
remove  the  packing,  and  pack  the  posterior  nares  by  means  of  Bellocq 
canula,  and  further  support  this  by  packing  the  anterior  nares.  These 
tampons  should  not  remain  in  situ  more  than  twenty-four  hours.  If 
bleeding  still  continues  horse  serum  injections  should  be  used,  as  the 
probabilities  are  you  are  dealing  with  a  hemophiliac. 

Db.  Stout  discussed  hemorrhage  following  the  removal  of  adenoids 
and  tonsils  and  the  value  of  thrombokinase  in  the  control  of  persistent 
oozing  following  tonsil  operations  and  as  a  final  resort,  the  tying  of  the 
external  carotid. 

DISCUSSION. 

Dr.  Geo.  H.  Coates:  Hemophilia  is  a  rare  disease,  and  the  ordinary 
cases  of  oozing  and  secondary  hemorrhages  that  we  get  are  not  true 
hemophilia  but  the  result  of  delayed  clotting.  I  think  that  if  the  clot 
ting  time  is  delayed  over  seven  minutes  there  is  more  or  less  hemorr 
hage.  I  had  a  case  at  the  Pennsylvania  Hospital  a  few  days  ago,  a 
young  girl,  on  whom  I  performed  a  tonsillectomy,  the  hemorrhage  last- 
ing from  two  to  three  days.  This  was  a  case  of  true  hemophilia.  The 
history  showed  that  a  number  in  the  family  had  been  bleeders.  Animal 
serum  which  was  used  in  this  case  saved  her  life.  Regarding  the  use 
of  thrombokinase,  you  must  have  a  fresh  supply  on  hand,  as  it  only 
keeps  a  week.  In  tonsillar  hemorrhage,  if  uncontrolled  by  pressure, 
then  one  can  suture  the  pillars  and  use  the  perforated  shot. 

Dr.  Ross  Hall  Skillerx  reported  a  primary  hemorrhage  in  a  case  of 
tonsillectomy,  in  a  girl  of  18  years,  under  ether  narcosis.  The  hemor- 
rhage was  controlled  by  clamping  and  suturing. 

Dr.  E.  B.  Gleasox:  Dr.  Gleason  spoke  of  controlling  hemorrhages 
from  the  septum  by  the  use  of  Simpson's  cotton  splints,  or  cotton  wound 
around  an  applicator,  and  then  saturated  with  peroxid  of  hydrogen 
wedged  into  the  nares,  and  in  tonsil  hemorrhage,  digital  pressure  with 
two  or  three  small  sponges,  removing  one  after  the  other  to  find  the 
seat  of  hemorrhage. 

Dr.  Wm.  a.  Hitschler  believes  that  the  majority  of  accidents,  espe- 
cially in  tonsil  operations  are  due  to  the  fact  that  there  is  a  failure  to 
treat  them  as  hospital  cases;  they  are  operated  at  the  office  under  local 
anesthesia;  they  are  not  put  at  rest,  or  under  strict  regime.  He  has  his 
patients  lie  on  their  faces  so  that  a  slight  hemorrhage  may  be  detected 
by  the  staining  of  the  pillow. 

Dr.  Geo.  W.  Mackenzie:  I  have  been  doing  operative  work  on  the 
nose  for  a  number  of  years,  but  cannot  recall  a  single  bad  hemor- 
rhage. I  keep  the  patient  quiet  in  the  office  for  a  period  long  enough 
to  have  the  effects  of  the  cocain  and  adrenalin  wear  off  (two  to  three 
hours),  and  in  that  time  if  there  is  to  be  any  hemorrhage  it  will  be  de- 
tected. I  do  not  see  why  we  should  fear  hemorrhages  in  the  nose,  as 
pressure  on  the  bleeding  point  will  stop  any  hemorrhage.  In  case  of 
septum  operations  or  spur  operations,  we  sometimes  have  difficulty  in 
finding  the  bleeding  point.     I  use  gauze  instead  of  cotton,  as  the  splints 
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will  often  soften  up  and  you  do  not  get  the  pressure  on  the  spot  as  you 
will  from  gauze.  In  tonsil  hemorrhage,  if  it  is  persistent,  I  advise  sutur- 
ing, and  caution  against  tonsil  clamps,  as  necrosis  may  follow  their  use. 

Report  of  a  Case  of  Thiosinamine  Poisoning.  Dr.  Wm.  A.  Hitschler. 
'  Otologists  everywhere  will  welcome  any  remedy  which  proves  of  value 
in  otosclerosis  or  the  various  chronic  adhesive  processes  of  the  middle 
ear.  The  futility  of  our  efforts  along  this  line  is  duly  and  properly  recog- 
nized by  otologists  themselves.  With  respect  to  the  chronic  adhesive 
processes,  while  we  may  say,  in  all  truth,  that  the  fault  lies  rather  with 
those  concerned  in  the  recognition  and  treatment  of  the  cases  in  their 
early  stages,  i.  e.,  the  acute  catarrhs  and  suppurations,  nevertheless  it 
would  be  a  boon  to  many  unfortunate  sufferers  from  tinnitus  and  deaf- 
ness could  we  rectify  the  damage  done  by  even  unintentional  neglect. 

Of  the  classical  remedies  employed,  classical  only  because  of  their 
time-honored  employment  and  not  because  of  their  efficiency,  none  hag 
ever  inspired  much  enthusiasm  or  hope,  due  regard  being  given  to  the 
exceptions  to  all  rules.  It  is  therefore  a  matter  of  no  surprise  that  a 
new  remedy  is  welcomed. 

Some  years  ago  thiosinamine  was  highly  recommended  as  an  agent 
for  the  absorption  of  scar  tissue.  Tousey  states  that  thiosinamine  has 
positive  curative  properties  in  causing  resolution  of  benign  and  malig- 
nant tumors  and  the  absorption  of  cicatricial  tissue,  it  acts  specifically 
upon  certain  abnormal  tissues,  causing  their  absorption  or  conversion 
into  normal  tissues,  is  of  great  value  in  the  removal  of  cicatricial  con- 
tractions following  lupus  or  any  other  cause  of  loss  of  substance,  con- 
tractions from  burns,  corneal  opacities  and  keloid  yield  to  its  action. 
I  have  been  using  thiosinamine  is  diseases  of  the  middle  ear  since  1907. 
At  first  I  used  it  internally  only,  and  later  combined  the  internal  ad- 
ministration with  the  local  injection  into  the  middle  ear  by  way  of  the 
Eustachian  tube.  Whether  it  has  been  of  any  real  value  or  not  I  am  not 
prepared  to  saj\  Some  cases  have  shown  improvement  after  other  meth- 
ods had  failed,  some  have  shown  no  change,  while  others  have  grown 
worse.  Naturally  the  effect  of  local  treatment,  e.  g.,  inflation,  etc., 
can  never  be  separated  from  the  general  results  in  the  cases  in  which 
I  have  tried  it,  since  I  have  always  combined  the  local  treatment  with 
the  administration  of  the  drug.  It  is,  however,  concerning  its  toxicity 
that  I  wish  to  call  your  attention.  The  earlier  observers  declared  it  to 
be  practically  harmless.  Later,  Hayn  and  Clifford  reported  cases  ot 
poisoning  with  the  following  symptoms:  violent  vomiting,  nausea,  rigors, 
cardiac  weakness,  rapid  pulse  and  fever.  Unusual  symptoms  were  apathy, 
headache,  muscular  prostration  and  a  purpuric  rash  in  the  skin  and 
mucous  membranes.  In  one  of  my  cases,  Increased  cardiac  action  was 
noted  which  disappeared  upon  the  withdrawal  of  the  drug,  reappeared 
upon  its  repeated  administration,  and  again  disappeared  upon  its  with- 
drawal. Another  case  I  would  report  more  in  detail.  The  patient  was  a 
dentist,  age  50,  in  excellent  physical  condition.  Diagnosis,  otosclerosis 
and  chronic  adhesive  processes  with  some  obstruction  to  the  Eustachian 
tube.     The  tinnitus  was  of  six  or  eight  years'  duration,  the  deafness  ten 
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years.  No  paracusis  Willisi.  The  usual  methods  were  employed,  such 
as  injection  per  tubam  of  pilocarpin,  vaseline,  etc.,  and  the  passage  ot 
the  bougie.  But  slight  improvement  resulted.  The  patient  consented  to 
the  employment  of  thiosinamine,  having  been  duly  informed  of  Its  ex- 
perimental nature.  At  the  beginning  I  used  a  half  grain  internally  t.  1. 
d.  with  instructions  to  gradually  increase  the  dosage.  For  a  period  ol 
four  years  he  took,  not  continually  but  at  more  or  less  irequent  inter- 
vals, from  a  half  to  three  grains  daily.  Gastric  irritation,  a  garlic  odor 
to  the  breath,  and  a  loss  of  weight  were  noted  before  any  decided  toxic 
symptoms  manifested  themselves.  These  latter  began  as  a  bilateral 
nasal  hemorrhage  followed  the  next  morning  by  hemorrhagic  patches  on 
the  gums  at  the  junctions  with  the  teeth,  on  the  tongue,  the  buccal 
membrane  and  the  mucous  membrane  of  the  hard  and  soft  palates,  vary- 
ing in  size  from  1  mm.  to  1  cm.  in  diameter,  also  a  large  number  ot 
areas  in  the  skin  of  the  face,  arms,  legs  and  body,  from  1  mm.  to  4  cm. 
In  diameter.  The  patches  were  elevated  in  the  mucous  membrane  but 
not  in  the  skin.  The  urine  was  loaded  with  blood,  but  no  casts  nor 
renal  epithelium  were  found.  The  epistaxis  was  confined  to  Kiessel- 
bach's  spot  on  each  side  of  the  septum.  No  hemorrhage  occurred  in  the 
drumheads  or  conjunctivae.  There  were  no  ocular  or  cerebral  symptoms. 
A  large  amount  of  blood  was  lost  and  considerable  weakness  noted.  The 
patient's  home  was  forty  miles  from  Philadelphia,  and  at  the  onset  of 
the  toxic  symptoms  he  was  placed  in  bed  and  treated  by  his  local  physi- 
cian. On  the  third  day,  the  nasal  hemorrhage  continuing  and  becoming 
alarming,  he  left  his  bed  against  medical  advice  and  came  to  see  me 
at  my  office.  It  was  necessary  to  use  the  electric  cautery  to  check  the 
hemorrhage.  He  returned  home,  went  to  bed,  for  a  few  days,  and  in 
less  than  three  weeks  showed  no  sign  of  purpura  or  hematuria.  The 
loss  of  weight  was  soon  recovered.  As  far  as  the  effect  on  the  ears 
was  concerned  his  tinnitus  was  not  so  noticeable,  the  deafness  was  in- 
creased in  the  left  ear,  but  improved  in  the  right. 


Oun-shot  Wound  in  Ear.  K.  Kirch  ner,  Monatschr.  f.  Ohrenh., 
Heft  1,  1913,  p.  7. 
The  accident  was  follov^red  by  an  illness  of  two  months,  and  pro- 
nounced, intense  vertigo  when  the  head  was  raised.  Nine  months 
after  the  injury  the  projectile  was  removed;  after  nine  weeks  the 
drum  membrane  had  cicatrized  and  the  hearing  was  improved.  But 
even  at  the  present  writing  (three  years  after  the  injury)  the  patient 
has  attacks  of  vertigo,  nausea  and  headache.  Ed. 


BOOK  REVIEWS. 

Handbuch  der  speciellen  Chirurgie  des  Ohres  und  der  oberen   Luftwege. 

Edited   by  Dks.   L.  Katz,   H.   Peeysing,  and  F.   Blumenfeld.     Bd.   1, 
Haelfte  2,  Lieferung  4-5,  price  M.  8.50;    Lieferung  6,  price  M.  4.50; 
Bd.  2,  Lieferung  4-5,  price  M.  6.50.  Curt  Kabitzsch,  Wiferzburg,  1912. 
Since  our  last  review  of  this  classical  series  of  monographs  compris- 
ing the  "Handbuch  der  speciellen  Chirurgie  des  Ohres  und  der  oberen 
Luftwege,"  edited  by  Katz,  Preysing  and  Blumenfeld,  probably  the  most 
important  and  valuable  series  of  special  monographs  as  yet  published  in 
oto-laryngology,   a  large  number  of  additional   contributions  have   been 
made  to   this   "Handbuch."     For  a   review   of  the  previous  publications 
of  this  classic  work,  we  refer  our  readers  to  page  750,  June,  1911;   page 
1208,  December,  1911  and  page  78,  January,  1913. 

Our  present  review  of  the  second  half  of  volume  1  begins  with  mono- 
graph E  by  Prof.  A.  Kuttner  of  Berlin:  "Roentgen  diagnosis  in  diseases 
of  the  accessory  sinuses,  hypophysis,  teeth  and  ears."  The  author  records 
minutely  the  historical  and  chronological  development  of  roentgen  technic 
as  applied  to  our  specialties,  beginning  with  the  work  of  Scheier  and 
Glover  in  1896  and  1897  and  extending  to  the  improved  technic  of  today. 
Apparatus  and  technic  are  carefully  described  and  illustrated  and  the 
latest  phase  of  the  question,  namely  stereoscopic  radiograms  after  Bruen- 
Ings  and  others  are  indicated.  The  reproduction  of  radiograms  is  uni- 
formly good  and  especial  attention  is  directed  to  the  presentation  of  ihat 
phase  of  the  question  referring  to  the  pathology  of  the  hypophysis. 
Radiography  of  the  mastoid  could  well  have  been  given  more  minute 
consideration. 

In  the  next  section  Prof.  Edmund  Meyer  considers  phlegmonous  in- 
flammations of  the  upper  air  tract. 

Erysipelas  in  its  relation  to  the  nose  and  extension  into  the  pharynx, 
peri-tonsillar  and  retro-pharyjigeal  abscesses,  and  phlegmonous  inflam- 
mations of  the  larynx  and  of  the  neck  are  carefully  considered  in  their 
etiology,  surgery  and  therapeutics. 

Septic  disease  of  the  naso-pharynx  and  of  the  ears,  mucosa  of  the 
pharynx,  tonsils  and  larynx,  and  intra-cranial  complications  of  otogenic 
sepsis  are  carefully  treated  in  the  concluding  monograph  of  the  second 
half  ot  volume  I. 

No  phase  of  septic  invasion  in  oto-laryngology,  seems  to  have  been 
overlooked  and  the  recent  pathology  of  the  Klebs-Loeffler  bacillus  as  a 
general  germ-carrier  and  of  streptococcic  invasion  of  the  tonsils  In  its 
relation  to  the  general  system,  its  complication  of  acute  nephritis  and 
endocarditis,  the  Plaut-Vincent  bacillus,  serum  therapy,  lumbar  puncture, 
— all  is  subject-matter  indicative  of  the  thoroughness  and  minuteness  of 
this  exhaustive  treatise. 

Owing  to  the  irregularity  with  which  .these  monographs  are  published 
in  their  regular  series  it  is  difficult  to  have  their  review  follow  in  nu- 
merical sequence. 

The  first  and  only  monograph  of  volume  2  as  yet  issued  is  that  by 
Prof.  Voss  on  "Injuries  and  surgical  diseases  of  the  external  ear."  Classi- 
fied under  (A.)  auricle  the  author  devotes  separate  chapters  respectively 
to  (1)  malformations  and  their  correction;  (2)  injuries,  in  which  burns 
and  frost-bites  are  presented  in  interesting  form,  and  ot-hematoma,  with 
excellent  pathological  data  and  microscopic  sections;  (3)  inflammations 
wherein  experimental  research  with  the  injection  of  fresh  pyozyaneus  and 
pneumococcus  into  the  auricle  of  rabbits  and  their  results  are  given;  (4) 
erysipelas;  (5)  noma;  (6)  tuberculosis;  and  (7)  tumors.  B.  External 
auditory  canal  is  classified  under  (1)  malformations;  (2)  injuries;  (3) 
acquired  atresia  and  stenosis;  (4)  inflammations;  (5)  abnormal  condi- 
tions of  the  cerumen;    (6)    foreign  bodies;    and    (7)    neoplasms. 
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Operationen  am  Ohr.  Die  Operationen  bei  Mittelohrelterungen  und  ihren 
intrakraniellen  Komplikationen.  (Operations  on  the  ear.)  By  Db. 
B.  Heine,  Munich.  Third,  revised  edition.  Pp.  232  with  29  illus- 
trations in  the  text  and  7  plates.  Price,  Mk.  8.80.  Verlag  S  Kar- 
ger,  Berlin,  1913. 

This  third  edition  of  an  excellent  working-manual  on  operations  on  the 
ear  includes  the  following  new  chapters:  Consideration  and  value  of 
roentgenology  in  mastoiditis.  The  Passow-plastic  for  closing  post-auricu- 
lar fistulae.  (The  author  evidently  overlooks  other  plastic  methods 
which  have  been  devised  and  successfully  employed.)  The  so-called  con- 
servative, radical  operation,  examination  of  the  blood  in  sinus  throc;- 
bosis,  functional  test  of  the  labyrinth.  The  chapter  on  the  surgery  of 
the  labyrinth  is  entirely  rewritten.  The  author  emphasizes  the  import- 
ance of  prompt  and  free  incision  of  the  membrana  tympani,  of  early 
operations  on  the  mastoid  following  acute  middle-ear  suppuration;  he 
opposes  closure  of  the  wound  after  the  acute  mastoid  operation  without 
tamponage  and  does  not  favor  the  too  schematic  indications  for  liga- 
ture of  the  jugular.  He  has  discarded  compression-thrombosis  as  a 
specific  form  in  the  classification  of  sinus  thrombosis. 

Zur    Kiinik    der    Eiterungen    des    Ohrlabyrinths.        (Suppuration    of    th* 
Labyrinth.)     By  Prof.  Db.  W.  IJffeitobde,  Goettingen.     Pp.  103,  with 
9  plates.     Price,  Mk.  5.    Verlag  Curt  Kabitzsch,  Wuerzburg,  1913. 
The  author  presents  in  this  monograph  his  personal,  practical  and  ex- 
perimental experiences  in  the  field  of  labyrinthine  suppuration,  its  diag- 
nosis and   therapy. 

There  is  much  of  individuality  and  personal  equation  in  this  presenta- 
tion, and  also  a  critical  discussion  of  the  views  and  technic  of  other 
authorities  who  have  individualized  their  work  in  this  field. 

Labyrinth  Papers.  By  Db.  George  W.  Mackenzie,  Philadelphia.  Pp.  222. 
Price,  $2.00    Examiner  Printing  House,  I^aneaster.  Pa.,  1913. 

The  papers  contained  in  this  volume  of  222  pages  were  presented  to 
various  societies  and  published  in  various  journals  between  June,  1908, 
and  February,  1911. 

They  are:  diagnosis  and  treatment  of  labyrinthine  suppuration;  r«- 
port  of  two  cases  of  labyrinthine  suppuration;  differential  diagnosis  in 
labyrinthine  suppuration;  differentiation  of  labyrinth  suppuration  from 
cerebellar  abscess;  differentiation  of  labyrinth  suppuration  from  affec- 
tions of  the  eighth  nerve;  prognosis  and  treatment  of  labyrinth  suppura- 
tion; physiology  and  pathology  of  the  non-acoustic  or  so-called  statlr 
labyrinth;   and  labyrinth  fistula. 

A  graceful  foreword  is  written  by  Dr.  Gustav  Alexander  of  Vienna  to 
whom  the  collection  is  dedicated  by  the  author. 

There  are  a  number  of  typographical  errors  and  some  of  the  subject- 
matter  presented  has  already  been  supplanted  by  more  recent  theories. 
It  is  an  interesting  series  of  papers,  however,  and  well  worthy  of 
perusal. 

Contribution  a  I'etude  de  I'OtoIogie  francaise  au  cours  de  ces  cinquante 

dernieres  annees.     (French  otology  during  the  last  fifty  years.)    By 

Dr.  C.  Chauaeau,  Paris.    Volume  1.     Pp.  455.     J.-B.  Bailliere  et  Fils, 

Paris,  1913. 

This  is  the  first  volume  of  a  series  undertaken  by  the  author  to  present 

the  development  of  otology  in  France  during  the  past  fifty  years.     The 

well-known  work  of  Dr.  Chauveau  as  an  oto-laryngological  historian  and 

critic  requires  no  further  reference.     It  is  indeed  a  labor  of  love  and  the 

work   of   a   lifetime. 

The  data  contained  in  this  work  is  classified  according  to  subject  and 
not  bv  authors  and  their  publications.  The  first  part  includes  anatomy, 
physiology,  methods  of  examination,  general  pathology,  symptomatology 
and  treatment.     The  second  part  comprises  diseases  of  the  external,  mid- 
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die  and  internal  ear,  and  additional  chapters  on  deaf-mutism  and  dis- 
eases of  the  ear  in  medico-legal  aspects.  An  introductory  chapter  haa 
been  written  by  Hofrat  Politzer. 

We  may  judge  of  the  extensive  character  of  this  work  on  laryngology 
in  France  by  citing  that  the  bibliography  contains   92  pages  and  over 
3,000  individual  references.     The  present  volume  contains  only  the  ana 
tomy  and  physiology  of  the  ear. 

This  is  a  companion  series  to  the  author's  classic  contribution  on 
"History  of  diseases  of  the  pharnyx,"  and  we  trust  that  he  may  bring 
the  present  series  to  an  equally  successful  issue. 

Causes  and  Prevention  of  Deafness.  Four  lectures  delivered  under  the 
auspices  of  the  National  Bureau  for  Promoting  the  General  Welfare 
of  the  Deaf.  By  Dr.  J.  Kere  Love,  Aural  Surgeon,  Glasgow  Roya) 
Infirmary,  etc.  London,  1913.     Price,  post-free,  i/^. 

This  pamphlet  of  127  pages  consists  of  a  series  of  four  lectures  deliv 
ered  under  the  auspices  of  the  national  bureau  for  promoting  the  genera) 
welfare  of  the  deaf  in  England.  These  lectures  were  given  during  the 
winter  of  1913-1914  and  are  issued  in  this  pamphlet  form  to  make  them 
accessible  to  all  who  are  In  sympathy  with  this  great  movement  for  the 
prevention  of  deafness.  So  eminent  an  authority  on  this  question  as  Dr 
Love  should  be  assiduously  read,  and  his  council  carefully  considered. 

Preventive  medicine  is  as  vital  a  factor  in  the  fight  for  the  ameliora- 
tion or  elimination  of  conditions  that  produce  hereditary  deafness  as  in 
the  case  of  syphilis  or  tuberculosis. 

These  lectures  comprise:  1.  The  nature  and  consequences  of  deafness. 
2.  Classification  of  deafness  and  the  prevention  of  acquired  deafness.  3. 
Sporadic  congenital  deafness  and  deafness  from  syphilis.  4.  True  heredi- 
tary deafness. 

We  urge  every  reader  of  The  Laryngoscope  to  secure  a  copy  of  the 
pamphlet.  It  can  be  obtained  from  the  National  Bureau  for  Promoting 
the  General  Welfare  of  the  Deaf,  104  High  Holborn,  London,  W.  C. 

Die  Ermuedung  der  Stimme  (Phonasthenia).  By  Dr.  R.  Imhofer. 
Prague.     Pp.  132.     Price,  Mk.  5.     Curt  Kabitzsch,  Wuerzburg,  1913. 

Phonasthenia  or  "voice-fag,"  Is  a  functional  disturbance  of  the  voice- 
producing  mechanism  that  has  received  but  scant  attention  in  practical 
laryngology.  Probably  only  laryngologists  who  treat  numerous  profes- 
sion singers  are  brought  into  frequent  contact  with  this  condition. 

The  author  presents  an  exhaustive  monograph  of  five  chapters  in  which 
he  considers:  I.  The  historical  development  of  phonasthenia,  giving 
Flatau  of  Berlin  credit  tor  its  scientific  introduction  in  1906  and  tracing 
Its  development  and  citing  various  publications  in  their  new  bearing 
on  this  question.  2.  The  clinical  picture  of  phonasthenia  is  defined  and 
described  in  detail.  3.  Statistics  and  etiology  form  an  interesting  chap- 
ter in  which  the  author  presents,  (a)  voice-strain;  (b)  faulty  register 
In  singing;  (c)  errors  in  breathing;  (d)  faulty  position  of  the  larynx; 
(e)  errors  in  tone-placing;  (f)  "coup  de  glotte;"  (g)  incorrect  position 
of  jaw,  lips  and  buccal  muscles;  and  (h)  open  throat.  4.  This  chapter 
considers  the  diagnosis  and  prognosis.  5.  The  concluding  chapter  treats 
of  the  theraphy  of  phonasthenia.  The  monograph  is  of  more  than  passing 
interest  especially  to  the  laryngologist  who  has  a  large  clientele  of  pro- 
fessional singers. 

Bacterial   Diseases  of  Respiration,  and  Vaccines  in  their  Treatment.  By 
Dr.  R.  W.  Aixen,  London.     Pp.   236,  illustrated.       Price,  $3.00       P. 
Blakiston's  Son  and  Co.,  Philadelphia,  1913. 
Most  of  the  matter  contained  in  this  book  has  already  appeared  as  a 
series  of  articles  in  the  Journal  op  Yaccine  Therapy,  of  which  the  author 
has  until  recently  been  the  editor.     So  much  of  our  recently  developed 
data  in  the  etiology  of  diseases  of  the  respiratory  tract  is  based  upon  bac- 
terial findings  that  this  publication  must  be  considered  as  distinctly  time- 
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ly  and  important,  especially  as  it  emanates  from  the  pen  of  an  author  of 
long  and  practical  experience. 

The  author  crystal! fzes  the  necessity  and  value  of  such  bacteriological 
worK  and  its  publication  In  this  concrete  statement:  "Despite  the  great 
impetus  given  to  exact  bacteriological  research  by  the  developments  of 
vaccine  therapeutics,  especially  ■within  the  past  few  years,  the  omission 
has  not  yet  been  repaired  in  any  single  book  or  collection  of  books  to 
which  I  have  had  access.  The  true  importance  of  any  disease  is  to  be 
estimated  neither  by  its  rarity  nor  by  its  mortality-rate,  but  rather  by 
its  frequently  and  its  disabling  power.  Granting  the  truth  of  this  state- 
ment, it  follows  that  diseases  of  the  respiratory  tract  are  of  supreme 
importance  to  the  human  race;  in  frequency  they  excel  all  others,  in 
the  production  of  impaired  health  of  varying  periods  and  to  varying  ex- 
tents they  are  fruitful  to  an  extreme  degree.  It  has  occurred  to  me 
that  a  brief  but  sympathetic  description  of  the  bacterial  diseases  of  the 
respiratory  tract  would  have  a  certain  value  and  prove  of  interest  to 
many." 

An  idea  of  the  subject-matter  comprising  this  work  may  be  obtained 
from  an  enumeration  of  the  titles  of  Its  eleven  chapters:  1.  Bacteriol- 
ogy ot  the  respiratory  tract  in  health.  2.  Respiratory  tract  in  disease; 
methods  of  investigation;  technic.  3.  Cultural  methods  for  investigat- 
ing the  bacteriology  of  the  respiratory  tract.  4.  Results  of  observations 
into  the  bacteriology  of  the  various  diseases  of  the  respiratory  tract.  5. 
Vaccine  therapy  of  respiratory  disorders.  6.  Vaccines  in  the  treatment 
of  nasal  and  post-nasal  catarrh,  tracheitis  and  laryngitis,  and  infections 
of  the  accessory  spaces.  7.  Vaccines  in  the  treatment  of  bronchitis  and 
asthma.  8.  Vaccines  in  pneumonia,  technic  and  results.  9.  Vaccine 
in  whooping-cough,  diphtheria,  hay-fever,  ozena,  rhinoscleroma.  10. 
Mixed  infections  of  pulmonary  tuberculosis  and  vaccines  in  their  treat- 
ment. Import  of  mixed  infections.  11.  Infections  by  the  tubercle 
bacillus  and  the  use  of  specific  products  in  their  treatment.  The  tubercle 
bacillus  and  its  toxins.     Tuberculins  and  their  use. 

There  are  many  interesting  conclusions  as  the  result  of  the  author's 
experience.  The  etiology  of  all  common  colds  is  claimed  to  be  on  a 
bacterial  basis.  Vaccine  therapy  is  enthusiastically  endorsed  in  the  treat- 
ment of  all  affections  of  the  respiratory  tract  definitely  traced  to  bac- 
terial origin.     Immunizing  by  vaccines  is  emphasized. 

It  is  not  only  a  practical  working-manual  for  bacteriological  research 
but  the  expression  of  personal  investigation  by  an  experienced  pathologist 
who  has  devoted  the  past  ten  years  to  a  careful  study  of  this  field. 

Lehrbuch  der  Sprachbeilkunde  (Logopedie)  fuer  Aerzte,  Pedagogen 
und  Studirende.  By  Dr.  Emil  Proeschels,  Vienna.  Pp.  397,  with 
100  illustrations  in  the  text  and  five  plates.  Franz  Deuticke,  Leip- 
zig, 1913,   price,  M.13. 

The  fields  of  defects  of  speech  considered  both  from  their  central  and 
a  peripheral  origin  are  being  brought  into  more  and  more  intimate  prac- 
tical relations  with  the  work  of  otologists  and   laryngologists. 

The  present  monograph  is  the  product  of  an  otologist  of  long-standing 
and  excellent  training  who  has  devoted  much  time  and  study  to  the 
question  of  the  deaf  child  and  its  development.  He  presents  defects 
of  speech  from  every  view-point,  considering  first  the  anatomy  and  phy- 
siology of  the  organ  of  hearing  and  of  the  nose,  accessory  cavities  and 
other  organs  concerned   in  the   production  of  speech. 

Then  follow  chapters  on  the  physiology  of  proper  breathing  with 
practical  notes  on  graphic  annotations,  on  the  use  of  the  pneumograph, 
spirometer,   breath-volumeter,   etc. 

Chapter  IV  presents  the  physiology  of  the  voice;  chapter  V,  the 
physiology  of  articulation;  VI,  registrations  of  speech;  VII,  voice-modi- 
fications and  accents;  VIII,  evolution  of  speech  in  the  child.  This  last 
chapter  is  elaborated  with  much  care  and  describes  central  localization, 
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comprehension  of  vowels  and  words,  and  the  relation  of  sight  to  the 
comprehension  of  speech.  In  chapter  IX  much  valuable  information 
is  presented  on  the  practical  general  examination  of  individuals  with 
speech  defects.  Chapter  X  is  an  important  contribution  on  deaf-mutism 
and  speech-defects  in  the  hard-of-hearing.  It  is  in  this  field  that  the 
author   has   developed    his    most   efficient   work. 

Mutism  due  to  mechanism  or  pathology  of  the  tongue,  hare-lip,  cleft- 
palate,  adenoid  vegetations  or  motor  disturbances  constitute  chapter  XI. 

Mutism  in  the  feeble-minded,  aphasia,  stammering  and  stuttering  are 
presented    respectively    in    carefully    considered    chapters. 

Hygiene  of  the  voice  in  speech  and  song,  systematic  speech-defects, 
and   speech  defects   in   nervous   diseases   conclude  this   excellent  work. 

This  monograph  is  of  much  value  to  teachers  and  advisors  of  patients 
with  defects  of  speech  in  any  of  their  varying  phases  and  justifies  the 
careful  study  of  every  oto-laryngologist  interested  in  this  field. 

Stammering  and  Cognate  Defects  of  Speech.  By  C.  S.  Bluemmel,  Boul- 
der, Colo.  Volume  1;  The  psychology  of  stammering,  pp.  365,  volume 
2:  Contemporaneous  systems  of  treating  stammering,  their  possibili- 
ties and  limitations,  pp.  391.  Price,  $5.00.  G.  E.  Stechert  and  Co., 
New  York,  1913. 

Speech  defects  in  their  various  types  are  being  more  definitely  and 
more  practically  considered  as  a  department  in  the  ever-increasing  field 
of  work  in  oto-laryngology  and  to-day  there  are  quite  a  number  of  men 
in  our  special  field  who  are  concentrating  their  energies  and  talents 
almost  entirely  in  this  direction. 

Stammering  and  cognate  defects  of  speech  are  here  presented  in  two 
exhaustive  volumes.  Volume  1  treats  of  the  psychology  of  stammering 
and  volume  2  discusses  contemporaneous  systems  of  treating  stammer- 
ing, their  possibilities  and  limitations.  The  psychology  of  stammering  as 
viewed  by  the  author  is  analyzed  from  the  various  theories  of  causality 
that  are  fundamentally  at  the  basis  of  such  defects.  This  volume  dis- 
cusses such  theories,  seriatim  and  in  detail. 

In  volume  2  the  writer  presents  a  review  of  the  various  systems  em- 
ployed in  Europe  and  in  America  in  the  treatment  of  stammering,  laying 
especial  emphasis  upon  the  methods  contemporaneously  employed.  This 
volume  includes  a  valuable  commentary  upon  many  of  the  systems  of 
treating  stammering  at  present  in  vogue.  He  also  considers  respiration, 
vocalization,  articulation,  verbal  exercises,  mechanical  applian'^es,  psy- 
chological methods,  stammering  schools,  and  concludes  this  practical 
treatise  with  a  very  comprehensive  glossary  on  stammering,  stuttering 
and  other  speech-defects. 

Atlas  der  Entwicklung  der  Nase  und  des  Gaumens  beim   Menschen   mil 
Einschluss   der    Entwicklungsstoerungen.        (Embryologicat    Develop- 
ment of  thte  Nose  and  Gums  in  Man.)    By  Dr.  Karl  Peters,  Griefs- 
wald.       Pp.   130,   189   illustrations.     Price,  Mk.   20.       Verlag  Gustav 
Fischer,  Jena,  1913, 
Embryological  development  of  the  nose  and   gums  in  man  including 
the   embryological  abnormalities  is   the   interesting   contribution   of   Dr. 
Karl  Peters  of  Greifswald.     It  is  especially  acceptable  at  thi?  scientific 
psychological  period  where  so  much  research  and  new  work  is  being  done 
in  the  anatomy,  comparative  anatomy,  topographical  anatomy  and  path- 
ology of  the  nose  and  its  accessory  spaces.     The  latest  decade  has  seen 
a  reniarkable  activity  in  the   development  of  this  field   of   our   science 
and  this  excellent  original  contribution  on  embryological  development  of 
the  nose  and  accessory  tissues  is  a  fitting  complement  to   these   other 
fields  of  research. 

The  author  presents  his  contribution  as  an  atlas  of  the  embryology  of 
the  nose.  In  point  of  fact  the  atlas  is  preceded  by  a  well-written  disser- 
tation of  130  pages  on  the  embryology  of  the  nose  in  which  a  chrono- 
logical description  the   development,   a   consideration   of   the   malforma- 
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tions  and  embryological  defects,  important  data  of  measurements  in  the 
period  and  development  of  the  fetus  in  relation  to  the  nasal  development, 
and  a  complete  bibliography  are  presented.  The  189  figures  are  for  the 
greater  part  original  drawings  made  under  the  direct  supervision  of  the 
author. 

To  the  close  student  this  volume  presents  many  interesting  phases  of 
nasal  embryology  and  presents  the  most  Important  factor  of  any  publica- 
tion,— originality. 

Vocal  Atlas  Designed  for  Teachers  and  Students  of  Singing  and  Spea>.- 
ing.  By  Dr.  Fraxk  E.  Milleb,  published  by  Holmes  "W.  Mertou, 
Mew  York.  Pp.  16,  with  illustrations  in  the  text  and  colored  plates. 
G.  Schirmer,  New  York. 

Laryngologists  especially  interested  in  the  treatment  of  professional 
singers  and  speakers  should  have  a  copy  of  this  vocal  atlas. 

This  atlas  portrays  the  different  positions  of  the  vocal  organs  in  tone- 
production  and  in  progressive  series.  The  illustrations  are  made  from 
life  and  from  dissections  under  the  supervision  of  Prof.  G.  S.  Hunting- 
ton of  the  College  of  Physicians  and  Surgeons  of  New  York. 

The  anatomy  and  physiology  of  the  relation  of  the  voice-producing 
organs  when  presented  in  accurate  color-plates  as  those  contained  in  this 
handy  atlas  should  be  of  especial  value  and  assistance  to  every  profes 
sional  singer  and  speaker  who  seeks  an  intelligent  comprehension  not 
only  of  the  actual  production  of  song  and  speech  but  also  of  its  definitft 
mechanism. 

Manual  of  Otology.  By  Gorham  Bacon.  M.  D.,  New  York.  Sixth  edition, 
revised  and  enlarged.  Pp.  536  with  164  illustrations  and  12  plates. 
Price,  ^2.25.     Lea  and  Febiger,  Philadelphia,  1913. 

The  sixth  edition  of  this  manual  presents  the  following  revisions:  The 
articles  on  suppurative  labyrinthitis,  submucous  operations  on  the  nasal 
septum,  otosclerosis,  enucleation  of  the  faucial  tonsil,  vaccine  therapy, 
examination  of  the  cerebro-spinal  fluid, — all  have  been  rewritten  or  re- 
cast. New  illustrations  have  been  added  and  a  number  of  important 
case-histories  inserted.  These  revisions  have  brought  the  present  edition 
of  this  popular  manual  up  to  date. 

Die    Untersuchung    der    Luftwege.     (Examination    of   the    air    passages.) 

'  By  Dr.  P.  H.  Gerber,  Koenigsberg.     Pp.  45  with   49  illustrations  in 

the   text   and    12    illustrations   on   four   plates.     Price   Mk.   2.    Curt 

Kabitzsch,  VVuerzburg,  1913. 

This  is  an  address  presenting  the  modern  methods  of  examining  the 

upper  air  passages.     The  purpose  of  the-  address,  as  the  author  states  in 

the  preface,  is  to  introduce  to  a  large  circle  of  the  profession  the  present 

progress    in    the   methods  developed    in   the    examination   of   the    upper 

respiratory  tract  of  patients,  and  as  he  further  expresses  it,  "the  dawn  of 

rhino-iaryngo-tracheo-brochiology." 

This  is  an  interesting,  up-to-date,  well-illustrated  monograph  in  which 
all  the  latest  technic  and  apparatus  employed  in  the  examination  of  the 
respiratory  organ  are  set  forth.  It  presents  a  chronological  picture  in 
word  and  photograph  of  the  evolution  of  rhinoscopy  and  laryngoscopy. 

Relation  of  the  Lacrimal  Organs  to  the  Nose  and   Nasal   Accessory  Sin- 
uses,   By   Prof.   Dr.  A.  Oxodt.   Budapest.     Pp.  24,  with   photographic 
reproductions,  in  natural  size,  of  45  preparations.     Price,  $4.25  net. 
William  Wood  and  Co.,  New  York,  1913. 
The  latest  publication  of  this  eminent  authority  on  the  nasal  accessory 
sinuses  to  claim  our  attention  is  the  present  volume  on  the  "Relation  of 
the  lacrimal  organs  to  the  nose  and  accessory  sinuses." 

This  is  a  monograph  of  twenty-four  pages  and  forty-five  splendid  illus- 
trated plates  with  explanatory  text.  The  topographical  anatomy,  path- 
ologj',  therapy  and  surgery  of  the  lacrimal  organs  in  relation  to  the  nasal 
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cavities  is  minutely  described.  An  unusual  and  ingenious  feature  of  this 
publication  is  its  publication  simultaneously  in  German,  French  and  Eng- 
lish. The  English  translation  has  been  done  by  Dr.  Dan  Mackenzie  of 
London,  and  the  French  by  Dr.  Bellin  of  Paris.  The  monograph  is 
presented  first  in  the  original  German,  followed  by  a  literal  French 
translation,  and  concluded  by  the  English  version. 

The  descriptive  subject-matter  accompanying  the  text  is  printed  in  each 
of  the  three  languages  on  the  same  page.  This  volume,  therefore,  baa 
the  advantage  of  being  readily  accessible  to  every  reader  in  oto-laryn- 
gology  and  becomes,  thus,  a  universal,  scientific  publication. 

The  value  of  such  a  contribution  both  for  its  original  text  and  for  its 
clever  presentation  cannot  be  over-estimated. 

Lang's  German-English   Dictionary  of  Ternns   used   in   Medicine  and  the 
Allied  Sciences.    Second  edition.  Pp.  563,  edited  and  revised  by  Mil- 
ton K.  Meyers,  M.  D.,  Philadelphia.     Price,  $5.00  net.     P.  Blakiston's 
Son  &  Co.,  1913. 
A  good  English  dictionary  of  terms  used  in  medicine  is  a  great  neces- 
sity to  every  close  student  of  oto-laryngology,  as  much  of  the  important 
literature  of  our  field  is  published  in  German  and  must  be  read  in  extenso 
to  be  thoroughly  appreciated. 

This  volume  is  not  an  unabridged  production  of  its  kind,  but  contains 
an  up-to-date  arrangement  and  a  comprehensive  list  of  words  and  terms 
found   in  German  medical  literature. 

The  Tonsils  and   the  Voice      By   Dr.   Richard   B.   Faulkner.       Pp.   381. 
Price,  $2.00.    The  Presbyterian  Book  Store,  Pittsburgh,  1913. 
We  beg  to  acknowledge  the  receipt  of  a  review  copy  of  this  book. 


Laryngectomy  for  Cancrr.  G.  W.  CrilE.  Ann,  of  Surg.,  Aug. 
1913. 
Two  conditions  arise  in  regard  to  the  curability  of  cancer  of  the 
larynx, — is  it  intrinsic  or  extrinsic.  The  intrinsic  variety  lends  itself 
readily  to  cure  by  operation.  Crile  has  performed  twenty-seven 
laryngectomies  for  cancer  with  two  operative  fatalities,  one  death 
from  mediastinal  abscess,  the  other  from  necrosis  of  the  trachea 
with  consequent  septic  pneumonia.  The  speech-defect,  disfigure- 
ment and  predisposition  to  pulmonary  disease  following  the  oper- 
ation may  be  disregarded.  In  many  cases  he  has  been  able  to  dis- 
pense with  tracheotomy  both  at  the  time  of  the  operation  and  sub- 
sequently. The  anaesthetic  of  choice  is  nitrous  oxide.  He  does  a 
preliminary  tracheotomy  so  that  at  the  time  of  the  laryngectomy  the 
trachea  is  fixed  in  position;  he  uses  at  the  operation  novocain  as 
local  anesthetic  to  the  skin  and  tissues  over  the  trachea,  and  also  to 
mucous  membrane  of  larynx.  Packard. 
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